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Abstract
Mental illness is a global crisis affecting one in four individuals worldwide, and occurring in one
of every five Canadians. The impact of mental illness affects almost every Canadian and does
not discriminate against age, gender, culture, or socioeconomic status. Timely access to mental
health services is a provincial priority in Prince Edward Island, however wait times for persons
seeking mental health services are more than double the recommended provincial wait times due
to an increased prevalence of mental illness and a lack of skilled professionals. Delays in
treating mental illness have negative consequences such as: deterioration in mental condition;
unemployment; disability; homelessness; inappropriate incarceration; stigma; discrimination;
reduced life expectancy; and suicide. In order to address extended wait times, more emphasis in
providing mental health services within the community is required. Nurse practitioners, who
have demonstrated positive outcomes when caring for those with mental illness, have been
identified nationally as cost–effective practitioners who can fill this gap. A health initiative
implementing a nurse practitioner-led mental health team into a primary care network as a 1 year
pilot project will attempt to reduce the gap in mental health services in Prince Edward Island.
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Improving Access to Mental Health Services: A Proposal for a Nurse Practitioner-Led Mental
Health Team in Primary Care
Mental illness (MI) is a global crisis affecting one in four individuals worldwide and
occurring in one of every five Canadians (Marcus, Taghi Yasamy, Ommeren, Chisholm, &
Saxema, 2012; Mental Health Commission of Canada [MHCC], 2012a; World Federation for
Mental Health, 2012; World Health Organization [WHO], 2011). The impact of MI affects
every Canadian regardless of age, gender, culture, or socioeconomic status (Canadian Medical
Association [CMA], 2014; MHCC, 2013a). The prevalence of mood disorders in Prince Edward
Island (PEI) exceeds the national rates–8.9% versus 6.4% respectively (Statistics Canada,
2014a). Despite the prevalence of MI nationally and provincially, mental health (MH) services
lag behind demand (Government of PEI, 2012a; MHCC, 2012a).
The Diagnostic and Statistical Manual of Mental Disorders (American Psychiatric
Association, 2013) explains that no one definition can capture all aspects of every mental
disorder, however, the Public Health Agency of Canada (PHAC, 2011a) describes MI as a
happening within the brain that can cause alterations in mood, thinking, and behaviour. While
there may be a lack of a single definition for MI, the impact of poor MH is felt worldwide.
Timely access to MH services has been identified as national and provincial priorities,
however lack of dedicated funding and fragmented delivery models limit access to those in
greatest need (Government of PEI, 2012a; MHCC, 2012a). Wait times for persons seeking MH
services in PEI are longer than the recommended provincial wait times because of the increased
prevalence of MI and a lack of skilled professionals (Government of PEI, 2012a; MHCC, 2012b;
Statistics Canada, 2012a; Statistics Canada, 2014a). To help address extended wait times, more
emphasis in providing MH services within the community is required (Canadian Nurses
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Association [CNA], 2015; Government of PEI, 2013a). The CNA acknowledges that nurse
practitioners (NPs) are able to fill this gap.
Nurse practitioners are registered nurses with additional experience and educational
preparation who demonstrate and possess the competencies to perform specific procedures; to
diagnose certain health conditions, order, and interpret diagnostic tests; and to prescribe
pharmaceuticals, within a legislated scope of practice (CNA, 2009). Nurse practitioners provide
quality and cost-effective care within the community and deliver positive client outcomes when
caring for persons with MI (American Association of Nurse Practitioners, 2013; Fisher, 2005;
Wand, White, Patching, Dixon, & Green, 2012; Wortans, Happell, & Johnstone, 2006).
The increased prevalence of MI, lack of access to MH services, increased complexities of
the sequelae of untreated MI, and the evidence of NP success, provide support for the
development and implementation of a pilot project of an NP-Led MH team into a primary care
network (PCN) of Prince Edward Island.
Part I: Needs Assessment
Mental illness is projected to be the leading cause of disability in the Western world by
2020 and remarkably, by the time Canadians reach the age of 40, more than half will have or
have had an MI (Government of PEI, 2013a). Mental illness affects almost every Canadian
when the impact on clients, family members, friends, and co-workers is considered. Within the
next 30 years, the prevalence of MI in Canada is projected to increase by 30% (MHCC, 2013a).
Nature of the Need
Each year approximately 12,000 people in PEI receive care through Community Mental
Health (CMH) and Addictions (Health PEI, 2013a). There are no statistics available that reveal
how many people receive care from CMH and Addictions in each of the three counties of PEI.
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Care is provided by a multitude of professionals (e.g., psychiatrists, primary care providers
[PCPs], pediatricians, psychologists, social workers, and MH nurses) in a variety of settings, who
deliver MH services within their respective scopes of practice and the confines of available
resources (Health PEI, 2015). Despite these efforts, the wait time for adults seeking CMH
services in PEI is 60 days; more than double the targeted wait time identified by the province of
28.8 days (Government of PEI, 2012a).
Contributing Factors
The inability to secure timely access to MH services has been linked to multiple factors at
the population and system level. Regional disparities, poverty, stigma, and cross cultural
diversity contribute to an increased prevalence; whereas insufficient numbers of MH
professionals and lack of integration of MH services and primary care services results in a
system unable to respond in a timely manner (Canadian Mental Health Association [CMHA],
2012). An increased prevalence in MI and a decreased supply of prepared MH service providers
lead to escalating wait times for CMH services in PEI which results in delays in early diagnosis
and treatment (MHCC, 2012b; Statistics Canada, 2012a). The factors that contribute to PEI’s
increased prevalence of MI and lack of access to MH services are discussed below.
Determinants of health. Factors affecting what make Canadians healthy or unhealthy
are known as the determinants of health (PHAC, 2011b). For the purpose of this proposal, the
six most relevant determinants of health, to the topic of MH, are considered: health practices and
coping skills; income and social status; education and literacy; employment and working
conditions; physical environments; and health services (PHAC, 2011b).
Personal health practices and coping skills. Good personal health practices and coping
skills may improve mental well-being (PHAC, 2007). Amidst the higher-than-national rates of

3

MI, residents of PEI, aged 12 and over, report less stress than their national counterparts,
indicating a greater capacity to cope or an enhanced resilience (PHAC, 2012). It is not well
understood why there continues to be a MI epidemic despite this suggested resiliency; however,
this incongruence suggests that individuals may be influenced differently by various contributing
factors.
Prince Edward Island has higher rates of obesity and physical inactivity when compared
nationally (Health Canada, 2012). Obesity and inadequate physical activity are respectively
defined as having a body mass index greater than 30 and less than 150 minutes of moderate to
vigorous physical activity per week (Canadian Society for Exercise Physiology, 2015; WHO,
2015). Decreased physical activity levels increase the risk of developing obesity (Statistics
Canada, 2014b). Obesity increases the risk of low self-esteem and body image disturbances,
which in turn may lead to the development of mental disorders such as depression, anxiety, and
eating disorders (Collingwood, 2013; Galper, Trivedi, Barlow, Dunn, & Kampert, 2006;
National Eating Disorders Collaboration, 2014; Sowislo & Orth, 2013).
Income and social status. Low income is defined as having an after-tax household
income less than 50% of the average household income in Canada (Statistics Canada, 2014c). In
2011, the Canadian average household income was 72,240 dollars (Statistics Canada, 2013).
Canadians in the lowest income groups are three to four times more likely to report their MH as
fair to poor, in comparison to the highest income group (Center for Addiction and Mental Health
[CAMH], 2012). Prince Edward Island has more low-income households when compared
nationally–26% versus 20% respectively (PEI Health and Wellness, 2010). There is a direct
correlation between low-household income and the development of MI due to, in part, the social
and material deprivation associated with low income (CMHA Ontario, 2007; Government of
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PEI, 2012b; Mikkonen & Raphael, 2010; PEI Department of Health and Wellness, 2010; Sareen,
Afifi, McMillan, & Asmundson, 2011). Low income may also impact treatment options for
those seeking MH services. For instance, persons with low income or who are unemployed may
not have the financial means or medical insurance to access private counselling or necessary
medications.
Education and literacy. Education and literacy equip the population with the skills and
knowledge needed to problem solve and cope with life’s circumstances (PHAC, 2011b). When
compared with national statistics, residents of PEI have higher rates of adults with less than high
school education, 14% and 19% respectively, and lower rates of high school and post-secondary
education (Government of PEI, 2012b). Although when compared to the rest of Canada, PEI
residents show a slightly higher rate of adults who have literacy levels that allow them to
adequately work and cope, overall almost one third of PEI residents continue to have very low
literacy levels (Canadian Council on Learning, n.d.; Employment and Social Development
Canada, 2015; Government of PEI, 2012b; PEI Literacy Alliance, n.d.). The higher a person’s
education and literacy levels are, the less likely they are to suffer from poor MH, due to, in part,
having healthier behaviours (ABC Life Literacy Canada, 2013; Araya, Lewis, Rojas, & Fritsch,
2003; Literacy BC, 2005; National Bureau of Economic Research, 2015). In addition, those with
lower education levels have shown to have lower levels of health literacy which causes an
inability to maneuver successfully through the health care system and results in higher rates of
poorer health (Lambert & Keogh, 2014; Paasche-Orlow, Parker, Gazmararian, Nielsen-Bohlman,
& Rudd, 2005).
Employment and working conditions. Unemployment and stressful or unsafe working
conditions are associated with poor health (PHAC, 2011b). Prince Edward Island’s
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unemployment rate in January 2015 was 10.2%, which was significantly higher than the national
unemployment rate of 6.6% (PEI Statistics Bureau, 2015). When compared with other
Canadians, PEI residents report a higher incidence of working more than 60 hours per week
(Government of PEI, 2012b). Unemployment and long work hours are risk factors for MI
development (Amagasa & Nakayama, 2013; Frijters, Johnston, & Meng, 2009; Mikkonen &
Raphael, 2010; PEI Health and Wellness, 2010). Prince Edward Island also has the highest rate
of seasonal workers in Canada with 10.3%, versus less than 3% nationally (Statistics Canada,
2008). Seasonal employment is associated with job insecurity which in turn can result in
psychological distress and depression (Meltzer et al., 2010; Quesnel-Vallee, DeHaney, &
Ciampi, 2009).
Physical environments. Factors influencing physical environments can have significant
effects on psychological well-being (PHAC, 2011b). Persons living in rural areas are more
likely to have higher rates of depression than their urban counterparts due to harmful personal
health practices such as heavy alcohol consumption, decreased physical activity, lower income,
and poor access to MH services (CMHA Ontario, 2009; McAleer, 2007; Probst et al., 2006). In
2011, 53% of PEI residents lived in a rural setting which is almost triple the national rate
(Statistics Canada, 2011; Statistics Canada, 2012b). In addition, individuals experiencing low
incomes may seek housing in low-income neighbourhoods, which are associated with heightened
stressors and an increased risk of developing depression (Cutrona, Wallace, & Wesner, 2006).
Health services. Use of, and access to, health services that treat or prevent illness is a
key determinant of health (PHAC, 2011b). PEI has one of the highest client-to-family physician
ratios in Canada (CMA, 2014). This creates a great demand on family physicians, who are
typically the first, and sometimes only, contact of those with MI (CMHA Ontario, 2006; Talbot,
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Clark, Yuzda, Charron, & McDonald, 2014).
Primary care providers report that they do not have time to deal with MH issues in
primary care because clients converse 85% longer about MH issues when compared to other
medical issues (Ming, McGuire, & Weimin, 2007; Reiss-Brennan, Briot, Savitz, Cannon, &
Staheli, 2010). Additionally, the complexity of MH topics requires a 37% longer time allotment
(Ming, McGuire, & Weimin). Meeting the needs of individuals living with MI is a challenge for
the PCPs in a system that values quantity of appointments (Government of PEI, 2011). Primary
care physicians also report feeling unqualified to treat MH conditions and recognize that they do
not have the time it takes to provide effective counselling (Blount, 2013; Clatney, Macdonald, &
Shah, 2008; CMHA Ontario, 2006; Quilty & Bagby, 2007). Less than half of Saskatchewan
family physicians who treat persons with MI in primary care are satisfied with the care they
provide however, when they have on-site access to MH professionals, the satisfaction of the care
they provide to individuals with a MI increases significantly (Clatney et al., 2008).
Access to MH services within the primary care setting is the most common area
identified as requiring improvement to MH services (Clatney et al., 2008). Family physicians
identify a lack of access to MH providers, specifically psychiatrists, as a key concern (Clatney et
al., 2008). In 2009, the average wait time for psychiatric services in Canada and PEI, following
a referral from a general practitioner, was 7 and 6 weeks respectively (Esmail, 2009). The
survey was repeated in 2014, and although PEI psychiatrists did not participate in the study, the
average wait time for psychiatric services on a national scale rose to 18.2 weeks. The longest
wait times identified within the country for psychiatric services in 2014 were in the other three
Atlantic Provinces: 21.9 weeks in Nova Scotia; 23.8 weeks in Newfoundland and Labrador; and
59.8 weeks in New Brunswick (Barua & Fathers, 2014).
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In addition to provider access inequities, other access issues are present in PEI, such as
geographic locations and hours of operation. Unlike other communities of Canada that have
access to trains, subways, taxis, and buses, the rural communities of PEI offer no public
transportation (McAleer, 2007). This poses crucial barriers to accessing MH care services for
persons living in rural settings. The majority of CMH services in PEI are available during
Monday to Friday daytime hours and therefore, persons who are unable to attend appointments
during these hours have considerable challenges to access MH services (D. Hutchinson-Perry,
personal communication, March 23, 2015).
In summary, examining the determinants of health reveals that the population of PEI is at
a greater risk for developing MI. Increased risk contributes to a higher prevalence of MI, placing
increased demands on already strained MH services, resulting in poor access and long wait
times. Timely access to MH services is crucial for persons with mental disorders and the
consequences of not meeting these needs have multiple negative impacts.
Impact of the Problem
Improved access to MH services has positive outcomes for clients living with MI such as
reduced symptoms in depression and anxiety, improved medication adherence, high client
satisfaction of care, and overall improved quality of life (Young & Skorga, 2013). Delays in
treating MIs can have numerous negative consequences such as: deterioration in the client’s
condition; delays in treatment seeking; unemployment; disability; homelessness; inappropriate
incarceration; stigma; discrimination; increased medical needs; reduced life expectancy; and
suicide (Canadian Institute of Health Information [CIHI], 2012; Ivbijaro & Funk, 2008;
Kaufman, McDonell, Cristofalo, & Ries, 2012; MHCC, 2015; National Alliance on Mental
Illness [NAMI], 2014; PEI Department of Health and Wellness, 2013). The impact of poor
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access to MH on the individual, health system, and society is discussed below.
Individual. Unemployment, disability, and homelessness. Persons with serious MIs are
often severely disadvantaged. They are more likely to be unemployed than those without a MI
due to: lack of employment experience and confidence; anxiety; fear; and stigma and
discrimination (CMHA, 2014; NAMI, 2014). More than 30% of all Canadian pension plan
disability benefits in 2013 were related to mental disorders (MHCC, 2015). Persons on disability
receive between 25 and 30 dollars per day, which does not allow for decent housing (MHCC,
2013b). As many as 520,700 people with MIs in Canada are inadequately housed, and of these,
up to 119,800 are homeless (MHCC, 2013b). An estimated 30% to 35% of Canada’s
homelessness is due to MI caused by difficulties finding employment and housing (CMHA,
2005). In Canada, 23% to 74% of homeless people report having a MI (MHCC, 2012c). Prince
Edward Island’s homeless population reports a MI prevalence of 47 % (Nishka Smith
Consulting, 2015).
Inappropriate incarceration. There is an over-representation of persons with MI in the
Canadian justice system (CAMH, 2013). Fifteen to 40% of incarcerated persons in jails or
prisons in Canada have a MI (CMHA, 2005). The rate of admissions to Canadian correctional
facilities doubled between 1996/1997 and 2010 (Correctional Service of Canada, 2010). A
number of factors contributing to the incarceration of persons with MI have been identified and
include lack of sufficient income, housing, and MH services (CMHA, 2005). To illustrate this
point, a recent media release revealed that an individual with a MI, who required a bed at an
acute inpatient MH facility in PEI, was sentenced to jail for the night because there were no beds
available at the MH facility. The man was homeless and the judge did not want to see his safety
jeopardized by winter’s outdoor elements (Canadian Broadcasting Corporation, 2015).
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Stigma. Stigma is the devaluation of an individual on the basis of real or perceived
health (Gruskin & Ferguson, 2009). Dealing with the stigma from MI and preventing the
discrimination of those with a MI is one of the most crucial priorities for improving Canadian’s
MH (Health Canada, 2012). Adverse effects of stigma include: early discontinuation of
treatment; delays in seeking treatment; difficulties achieving employment and housing; injurious
economic effects; and an increased morbidity and mortality in those living with MI (Abbey et al.,
2011; Ivbijaro & Funk, 2008).
Increased medical needs and reduced life expectancy. Mental health clients often have
significant medical needs and those with serious MI are at an increased risk of metabolic
syndrome, due both to their neuroleptic medications and poor lifestyle behaviours such as
substance use, smoking, physical inactivity, and poor diet (Kaufman et al., 2012). Clients with
serious MI, such as bipolar, schizophrenia, recurring depression, and schizoaffective disorder,
have a reduced life expectancy of, on average, 25 years–approximately one third of their life
span (Kaufman et al., 2012). A recent University of Oxford study suggests that many MIs
decrease life expectancy equally as much as in those who smoke 20 cigarettes per day (Chesney,
Goodwin, & Fazel, 2014).
Suicide. Suicide was the 9th leading cause of death for all ages in Canada in 2009, but in
ages 15 to 34 years it was the second leading cause of death (PEI Department of Health and
Wellness, 2013). That same year, in PEI, suicide was the 10th leading cause of death. Mental
health disorders, mainly depression, are the number one risk for suicide (PEI Department of
Health and Wellness, 2013). In PEI, mood and anxiety disorders are the most common diagnosis
of persons who commit suicide (PEI Department of Health and Wellness, 2013). Between 2002
and 2011, there were between 10 and 21 suicides in PEI per year–similar to Canadian rates (PEI
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Department of Health and Wellness, 2013). Of these individuals, 47.2% were not receiving
treatment (PEI Department of Health and Wellness, 2013). Seventy-five percent of PEI residents
who died by suicide visited their family doctor within 1 year leading up to their death; 65% saw
their doctor 6 months prior to their death; and 50% saw their doctor the same month as their
death (PEI Department of Health and Wellness, 2013). Incredibly, only 38% were documented
to have been there for MH purposes (PEI Department of Health and Wellness,
2013).
Health care system impact. A review of MH and addiction services and supports in PEI
indicates primary care physicians admit their clients to a hospital in order to access specialized
MH care (Government of PEI, 2013a). While the hospital readmission rate for MI is 12.5% in
PEI and slightly higher than the national average, the readmission rate for medical clients is
lower than the national rate (CIHI, 2015). This admission/readmission cycle is referred to as the
revolving door syndrome because it demonstrates the proportion of clients who have had at least
three separate admissions for a MI within a 1-year period (CIHI, 2015). Frequent hospital
readmissions may reflect problems in accessing adequate support, appropriate medications, and
overall care in the community (CIHI, 2015).
Society. Untreated MI can lead to ruined relationships, substance abuse, broken homes,
and incarceration (NAMI, 2009). The economic burden of MI in Canadians 20 years of age and
older is 51 billion dollars annually and is expected to rise to 2.5 trillion within the next 30 years
(Government of PEI, 2013a; MHCC, 2013a). The majority of this spending is attributed to
health care services, income support, and social services costs (MHCC, 2013a). Disability
related to MI is linked to reduced work productivity and increased absenteeism, and costs
Canadian businesses six billion dollars annually (Conference Board of Canada, 2015; MHCC,
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2013a). The Canadian private sector spends 135 million dollars annually for long-term disability
and between 180 and 300 million dollars on short-term disability benefits related to MH
conditions (Institute of Health Economics, 2010).
Promising Approaches
The affliction of MI is recognized globally, and improved access to MH services is
identified as one solution to this escalating problem (Patel et al., 2013). There is no single bestpractice model to integrate MH services into a health care system; however this section examines
three promising approaches: integration of MH teams into primary care settings; a PEI PCN
collaborative initiative; and the integration of NPs into PEI’s health care system (WHO, 2008).
Integration of MH teams into primary care settings. Integrating MH services into
primary care is a promising approach designed to close treatment gaps, decrease discrimination
and stigma associated with MI, and improve access for a significant portion of individuals with
MH needs (Haggarty, Jarva, Cernovsky, Karioja, & Martin, 2012; Petterson, Miller, PayneMurphy, & Phillips, 2014; WHO, 2008). Holistic care is accomplished when MH is integrated
into primary care (WHO, 2008).
Although teams can be more expensive than a single PCP, increased chronic disease
management and health promotion provided by team members improve health outcomes and
reduce the use of other services, such as hospital admissions and emergency department visits
(Health Council of Canada [HCC], 2009). Team members experience increased satisfaction,
have more positive experiences, and develop greater knowledge and skills (HCC, 2009). Teambased care is strongly supported for prevention and treatment of MH conditions (Gilbody,
Bower, Fletcher, Richards & Sutton, 2006; HCC, 2009; Reiss-Brennan, 2014). A review of
studies on team-based care for clients with depression revealed clients experienced greater
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improvements than those who received usual primary care (HCC, 2009).
Since 1994, the Hamilton Family Health Team Mental Health Program in Ontario,
Canada, has integrated MH teams consisting of MH nurses, social workers, and psychiatrists into
physicians’ offices (Kates, MacPherson-Doe, & George, 2011). The integration of these teams
has improved access, decreased wait times to MH services, and demonstrated positive client
outcomes, such as symptom reduction (Kates et al., 2011).
Over the past decade, Intermountain Healthcare based in Utah, United States, has
implemented MH integration (MHI) teams into more than 130 primary care settings (ReissBrennan, 2014). The teams include one or more of the following providers: primary care
physician; psychiatrist; NP with MH specialty; social worker; and psychologist (Reiss-Brennan,
2014). Positive client outcomes have been reported for those in the MHI clinics compared to
clients not in MHI clinics (Reiss-Brennan, 2014). Outcomes include: a 54% reduction in ED
visits by depressed clients; a reduction in health insurance claims by clients with depression in
the year following diagnosis; improved glucose control in depressed clients with diabetes; and
overall improved client functioning (Reiss-Brennan, 2014).
Prince Edward Island Collaborative Mental Health Initiative. In order to improve
access to MH services in PEI, more emphasis in providing MH care within the community is
required (Government of PEI, 2013a). The PEI government identified improving the MH of all
PEI residents as a priority and in 2013 introduced a Chief Mental Health and Addictions Officer
(CMHAO) to create a long-term strategic MH plan for PEI (Government of PEI, 2013b; PEI
Department of Health and Wellness, 2014). While initial recommendations from the CMHAO
target the enhancement of MH services for PEI’s youth, there has yet to be a comprehensive MH
strategy released (Health PEI, 2014).
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In recognizing the demand for individuals seeking MH services within primary care
settings in PEI, a collaborative MH initiative was implemented into the Kings County PCN by
integrating two CMH social workers on a part-time basis (M. Barrett, personal communication,
January 15, 2015). The social workers counsel referred clients, support the health care team, and
train the nursing staff in MH screening (M. Barrett). Data from this initiative demonstrate an
increase in clients who accessed MH services; less than 10 individuals were screened in October
2013 compared to more than 300 in October 2014 (M. Barrett). Client outcomes from the
implementation of this initiative are not available at this time.
Integration of NPs into PEI’s health care system. In 2006, NPs were legislated to
work to their full scope of practice in PEI’s health care system (CIHI, 2006). Nurse practitioners
have been shown to: reduce average length of stays in hospitals; improve access to care; reduce
costs to health care systems; receive an overall satisfaction rating from their clients; improve
client self-efficacy; and have positive client outcomes in mental disorders, diabetes,
hypertension, cardiac, and dyslipidemia (Clarke et al., 2014; College of Registered Nurses of
Nova Scotia [CRNNS], 2014; Newhouse et al., 2011; Richardson, Derouin, Vorderstrasse,
Hipkens, & Thompson, 2014; Stanik-Hutt et al., 2013; Wand et al., 2012; Wortans et al., 2006;
Weston & Bennett, 2009; Wright, Romboli, DiTulio, Wogen, & Belletti, 2011). When outcomes
for NPs and physicians are compared, the results are comparable with respect to client
satisfaction, number of ED visits, number of hospitalizations, functional status, and mortality
(Stanik-Hutt et al., 2013). Seventeen NPs currently practice in PEI, predominantly in primary
care settings (M. McCarthy, personal communication, February 17, 2015). There are currently
no NPs with an MH specialty employed in PEI.
When caring for persons with MI, NPs have shown high client satisfaction with NP care,
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reduced symptoms, improved access to care, improved medication adherence, improved overall
mental well-being, and improved mental quality of life satisfaction (McKenzie & Chang, 2015;
Wand et al. 2012; Wortans et al., 2006).
The government of PEI recognizes the importance of improving access to MH
services in PEI and is working diligently toward a solution (Government of PEI, 2013b; PEI
Department of Health and Wellness, 2014). The national and international integration of MH
teams into the primary care setting demonstrates positive client outcomes (Kates et al., 2011;
Reiss-Brennan, 2014). Nurse practitioners are recognized worldwide as providing exceptional
care, resulting in favorable outcomes to individuals with MH needs (McKenzie & Chang, 2015;
Wand et al. 2012; Wortans et al., 2006). The combination of these promising approaches is the
basis for this proposal.
Target Population
The target population for this health initiative is adults between the ages of 19 and 64
years living with a mood disorder, or schizophrenia, and who require MH services in PEI. If a
client in the program turns 65 years of age, an exception will be made to allow the individual to
continue in the program. Clients must be followed by a PCP of Harbourside Health Center
(HHC), must not currently be seeking MH services from PEI’s CMH division, and must require
care within the scope of practice of the NP. Exclusion criteria include clients who are acutely
psychotic and those who are current substance (tobacco exempt) users. The rationale for the
latter exclusion criteria is that it is very difficult to achieve mental well-being when using
substances illicitly (Allen & Holder, 2014; DualDiagnosis.org, 2015; Pompili et al., 2012).
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Part II: Project Goals and Objectives
Goal
The primary goal of this health initiative is to improve access to MH services for adult
clients through the integration of a NP-Led MH team into the HHC PCN of East Prince County
as a 1 year pilot program.
Objectives
The goal will be measured through the achievement of the following objectives:
1. At the end of the pilot project, at least 80% of clinic clients will be satisfied or very
satisfied with the care received from the nurse practitioner.
2. At the end of the pilot project, at least 50% of clients who are receiving care exclusively
from the NP will report improved mental well-being.
3. Throughout the pilot project, at least 70% of the clients accepted into the NP-Led MH
team will require care, such as assessments, psychotherapy, pharmacotherapy, or some
combination of all, by the NP.
4. Wait times for NP care, as described in objective three, will not exceed the provincial
benchmark wait time of 28.8 days.
Rationale for objectives. The rationale for the first objective’s target is based on studies
that demonstrate clients, with and without a MI, who are treated by a NP, report a high level of
satisfaction in care (Agosta, 2009; Carter & Chochinov, 2007; CRNNS, 2014; Gagan & Maybee,
2011; Jones, Hepburn-Brown, Anderson-Johnson, & Lindo, 2014; Wand et al., 2012; Wortans et
al., 2006). Measuring client satisfaction in MH services is an important step in assuring clientfocused and quality services are being offered and required changes are being recognized
(Alberta Health, 2014).
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The rationale for the second objective is that measuring mental well-being is necessary to
evaluate the effectiveness of a MH program (Tennant et al., 2007). More than 60% of clients
demonstrate improved mental well-being when receiving care from a NP (Sidani & Doran,
2010). Overall health and mental well-being are improved with care from a nurse practitioner
(Clarke et al., 2014; CRNNS, 2014; McKenzie & Chang, 2015; Richardson et al., 2014; StanikHutt et al., 2013; Wand et al., 2012).
The rationale for objectives three and four is that measuring the utilization, productivity,
and accessibility of the NP demonstrates his/her value within the program (Liu & D'Aunno,
2012; Rhoads, Ferguson, & Langford, 2006). The integration of NPs into the health care system
has demonstrated improved client access to health care and decreased wait times (Carter &
Chochinov, 2007; CRNNS, 2014; Roots & MacDonald, 2014).
Part III: Project Design and Implementation
Project Overview
Health initiatve. An NP-Led MH team, where the NP has a speciality in MH, will be
integrated into the HHC PCN located in Summerside, Prince Edward Island, for a 1 year pilot
project. Individual and group therapy sessions will be provided, as well as home visits for
individuals who are unable to go to the PCN.
Program components. Care will be coordinated by the NP and provided by a range of
skilled professionals including the NP with a specialty in MH, social worker, occupational
therapist, licensed practical nurse (LPN), and medical secretary. Individual therapy sessions will
take place at HHC and in clients’ homes as needed. Group therapy sessions will also be offered
and take place in the HHC boardroom. All therapy sessions provided by the NP, including
office, home, and group, will be based on cognitive behavioural therapy (CBT).
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Cognitive behavioural therapy. Cognitive behavioural therapy was developed on the
assumption that each person thinks and feels about, and behaves in specific situations based on
how the individual interprets the situations. Cognitive behavioural therapy uses techniques to
help individuals recognize the way behaviours, feelings, and thoughts interact, so that positive
changes can be made (Freeman, 2006). Nurse practitioners have been shown to achieve positive
outcomes in performing CBT with MH clients (Philp, Lucock, & Wilson, 2006). Not only has
CBT been shown to reduce depressive symptoms, decrease anxiety, improve functional
impairment and dysfunctional cognition, reduce psychological distress, and reduce recurrence
and relapses, but it has also improved client quality of life and satisfaction with life (Driessen &
Hollon, 2010; Hunsley, Elliott, & Therrien, 2014; Oei & McAlinden, 2014). Another important
outcome of CBT is improved medication adherence (Cavezza, Aurora, & Ogloff, 2013; Patel &
David, 2007). This is critical because between 50% and 75% of MH clients are non-adherent to
their medications (Cavezza et al., 2013). Cognitive behavioural therapy has also been shown to
have positive client outcomes when delivered in a group setting (McCarthy, Hevey, Brogan, &
Kelly, 2013; Oei & McAlinden, 2014).
Group therapy. Group therapy provides peer support for members by facilitating
learning from each other’s experiences (Williams, 2014). Group therapy has been found to
reduce symptoms in depression, anxiety, and eating disorders and improve overall mood. In
addition, group therapy has also been shown to reduce auditory hallucinations in those with
schizo-affective personality disorder and schizophrenia (Gallagher, Tasca, Ritchie, Balfour, &
Bissada, 2014; McCarthy et al., 2013; Thimm & Antonsen, 2014; Zanello, Mohr, Merlo,
Huguelet, & Rey-Bellet, 2014). Group therapy will primarily be facilitated by the NP, based on
CBT, and will be provided in the HHC boardroom. Individual sessions will be available at HHC
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and also in-home for clients who are unable to come to the clinic.
Home visits. Home visits will be provided within the East Prince county region for
clients who are unable to come to the clinic for various reasons, such as no access to
transportation or inability to leave their home due to agoraphobia. The care provided by the NP
during a home visit will mirror the client care provided by the NP in the office. Home visits
have been shown to have positive client outcomes, such as reducing symptoms of anxiety and
depression and improving life satisfaction in persons with mental disorders (Ammerman et al.,
2013; Bransford & Sunha, 2012; Reif et al., 2012; Segre, Stasik, O'hara, & Arndt, 2010). For
personal safety reasons, two team members will be present for all home visits.
Pharmacotherapy. Pharmacotherapy is an important aspect in treating MI. In fact, in
depression, a combination of CBT and antidepressants has the best symptom reduction outcomes
(Hunsley et al., 2014). The NP will apply and maintain competency with treatment guidelines,
such as the Canadian Network for Mood and Anxiety Treatment (CANMAT) guidelines and the
Canadian Psychiatric Association’s (CPA’s) clinical practice guidelines, and incorporate
established and new medications being used to treat various MIs (CANMAT, n.d.; CPA, 2015).
The NP is mindful that medication non-adherence in persons with schizophrenia is common,
results in relapse and increased hospitalizations, and can be prevented with the aid of using longacting neuroleptic injectable medications (Morton & Zubek, 2013). The NP will provide
education to all clients on current best practices, discuss recommendations, work with the client
to create a treatment plan, and support the client in their decision-making process.
Team members and roles. The team will consist of a full-time NP, part-time (50%)
social worker, part-time (50%) occupational therapist, shared (33%) LPN, and shared (33%)
medical secretary. The shared LPN and medical secretary will work full-time at HHC but their
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time will be divided equally between 2 PCPs and the MH team. The LPN will administer long
acting neuroleptics as ordered by the NP. The shared LPN will also be responsible for bringing
the clients to the appropriate rooms, performing vital signs, venipuncture, and injections, and
administering screening tools and surveys as needed. The shared medical secretary will answer
the phone, schedule appointments, and receive clients into the clinic. The occupational therapist
will assist clients with employment skills, activities of daily living, and instrumental activities of
daily living, complete home visits, and facilitate group sessions. The social worker’s
responsibilities will include management of all child and family service issues, income support,
and housing and facilitating grief therapy, home visits, and group sessions. The NP will be
responsible for leading and supervising the MH team, carrying out administrative duties such as
care plans, organizing group sessions and collaborative meetings. The NP will also be
responsible for providing direct client care such as MH assessments, diagnosis, health promotion
education and ordering and interpreting tests, providing psychiatric referrals, prescribing
medication, assessing for side effects, facilitating individual and group therapy at HHC, and
providing in-home visits. Although the NP will be the supervisor of this program, the manager
of HHC services will be the manager of the MH team.
Hours of operation and appointment duration. The hours of operation will be
flexible, including evenings and weekends, in order to accommodate clients who require
appointment times other than weekdays. Appointment times for injection and home, office, and
group therapy sessions will range between 30 and 90 minutes depending on the session’s topic.
Injection clinic appointments will be scheduled during the week based on the availability of the
client and LPN.
Referral process. Referrals to the NP-Led MH team require a formal consult request via
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hand-written or electronic referrals, with the exception of emergent referrals which are discussed
below. If hand-written, existing HHC referral forms will be used. Only internal referrals, that is,
those generated by the PCP of HHC will be considered. All referred clients must meet the
inclusion criteria. If the referred client does not meet the inclusion criteria, the NP will notify the
PCH in writing to ensure an alternate plan of care can be developed by the PCP. It will be the
responsibility of the PCP to inform the client.
Referrals will be triaged by the NP based upon CPA’s benchmark wait times for clients
with serious MIs who are seeking psychiatric services (CIHI, 2012; CPA, 2006). The CPA
identifies three acuity levels: emergent, urgent, and scheduled. Emergent refers to danger to life
and requires immediate hospital-based evaluation (CPA, 2006). The PCP will make
arrangements for direct transfer to hospital. In this situation, if available, the NP will operate in a
supportive role to the client and the PCP until emergency personnel are dispatched and arrive at
HHC. Urgent acuity refers to unstable conditions that may deteriorate quickly and require
emergency admission; the suggested wait time for this acuity is 2 weeks or less (CPA, 2006). If
the NP is unable to assess or deliver treatment accordingly, the referee will be contacted, and the
client returned to the PCP for an alternate plan of care. The final acuity is scheduled, which is
defined as stable symptoms in a client who has adequate community support and whose
condition is unlikely to deteriorate quickly (CPA, 2006). Clients with this level of acuity will be
the basis of the program. The suggested wait time for this acuity is 4 weeks (CPA, 2006).
Clients referred to the MH team will not be added to the client list until initial
assessments are complete and the NP and client mutually agree to a plan of care. If the client
does not wish to continue, or the client or NP believes the client’s inclusion in the program is no
longer required, the client will be discharged from the program. The PCP will be contacted and
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made aware of all discharges. If the client requires services from the MH team after being
discharged from the program, the referral process, as outlined above, is repeated. If the NP
refers the client to a psychiatrist and the client plans to follow with that psychiatrist, the client
will continue to be part of the program, but medication management will be directed by the
psychiatrist. If the client does not wish to follow with the psychiatrist, or the psychiatrist
believes it is no longer necessary to follow the client, the NP will assume responsibility of
medication management.
If the client has more than two no-shows to his/her initial appointment without reason,
and has no response to phone contact from the clinic, a letter will be sent to his/her address
asking him/her to contact the office. If there is no client response within 1 month, the referral is
considered void, the PCP is notified in writing, and re-referral is required if MH services are
again elicited. It is the responsibility of the PCP to construct an alternate plan. Clients follow
with their PCP for all non-MH related medical services.
A client, who presents to the MH team with a medical concern, will be redirected to
his/her PCP. An MH team client who presents to his/her PCP for MH services will be redirected
to the MH team. Two case management meetings will take place weekly; in attendance will be
the NP, social worker, LPN and occupational therapist. Every month, each PCP will participate
in MH rounds for 1.5 hours to discuss his/her clients of the MH team, on-going care plans, and
progress to date (see Appendix A for a workflow diagram).
Project Activities and Timeline
The first activity of the planning process is the needs assessment, followed by
engagement of the stakeholders (McKenzie, Neiger, & Thackeray, 2013). Key stakeholders to
be engaged are: Department of Health and Wellness; Health PEI; CMH and Addictions; the PEI
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division of the CMHA; and individuals with the lived experience of MI. Engagement activities
will include private and public and individual and group discussions and presentations. Other
activities necessary for the implementation of this health initiative are: development of policies,
guidelines, and evaluation tools; working with regulatory body to address NP scope restrictions;
approval for funding; allocation of space and equipment; involvement of human resources with
the NP, social worker, and OT job postings, interviews, and hiring; education of personnel; and
marketing and education of the HHC employees.
Health policies are mandated strategies that incorporate laws, ordinances, executive
orders, judicial decisions, regulations, position statements, rules, and policies (McKenzie et al.,
2013). Implementation of the proposed health initiative will require development of regulated
policies. The strategic direction policy of vision and goals for the 2013 to 2016 Health PEI
strategic plan includes access to appropriate care in the right setting and by the right provider in
order to reduce wait times in MH services (Health PEI, 2013b). The MHCC identifies in its
strategy the importance of providing access to MH services, supports, and treatments for persons
with MI (MHCC, 2012a). The proposed health initiative is congruent with each of these
strategic directions
Currently in PEI, there are no NPs with a specialty in MH; therefore development of
policies and guidelines with regards to NP responsibilities and qualifications will be required for
this new role. The WHO states that it is imperative that primary care workers be adequately
trained and prepared in their competencies and skills in order to be able to effectively support,
assess, diagnose, treat, and refer persons with MH conditions (WHO, 2008). Unlike some
countries, Canada does not have advanced practice nurse specialization in MH and therefore the
CNA certification of psychiatric MH nursing for registered nurses (RNs) will be required of the
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successful candidate. Extensive experience (5 years minimum) in MH nursing, either as a NP or
registered nurse will also be required of the NP (see Appendix B for a chart of program activities
and timeline).
Part IV: Project Evaluation
Evaluation of a program is necessary to demonstrate the program’s quality and
effectiveness (McKenzie et al., 2013). Program evaluations are used for guiding program
changes, measuring project outcomes, and determining if program goals and objectives have
been met (McKenzie et al., 2013). Full program evaluation of the NP-Led MH team will focus
on all components of the program and the outcomes of the total team; however for this proposal,
the evaluation focuses on the role of the NP within the team. Evaluation of the NP role will
determine if program objectives have been met and provide stakeholders with information which
will demonstrate the value and need of the NP within the program. Evaluation of the four
program objectives are discussed below.
Objective One
The Nurse Practitioner Satisfaction Survey (NPSS) will be used to measure the first
objective (see Appendix C for NPSS). At the time of its creation, the NPSS was the only
measurement tool that was explicitly developed to measure satisfaction of NP-provided care
(Agosta, 2009). Because the NPSS was created to measure NP satisfaction in a women’s health
clinic, modification will be required for the purpose of the MH initiative’s evaluation. The
NPSS is made up of twenty-eight 5-point Likert-type questions (Agosta, 2009). Each question
asks participants to indicate their degree of agreement, from strongly agree to strongly disagree
(Agosta, 2009). Lower scores (strongly disagree = 1) indicate greater levels of dissatisfaction
than higher scores (strongly agree = 5) scores (Agosta, 2009). Three subscales are identified
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within the 28 Likert-type questions and are: general satisfaction (18), communication and
accessibility (6) and convenience (4) (Agosta, 2009). Measurement of reliability, using
Cronbach’s alpha, was 0.98, 0.83, and 0.76 of each subscale respectively (Agosta, 2009).
Another 19 questions are included in the NPSS which examine: age, race, gender, income,
employment, marital and health status, health insurance, past experience with health providers,
and education level (Agosta, 2009).
Permission will be obtained from the NPSS author to modify the survey. These
modifications include changing the clinic to MH clinic in questions eight and nine, and removing
questions 29 to 47 as the majority of them do not fit a Canadian health care setting. The LPN
will explain the survey to each client who agrees to participate and will provide a private location
to complete the survey. Clients who received care from the NP on at least five separate
occasions will be asked to complete the NPSS at the end of the pilot project.
Objective Two
The Warwick-Edinburg Mental Well-Being Scale (WEMWBS) will be used to measure
the second objective (see Appendix D for WEMWBS). The WEMWBS was developed in the
United Kingdom by a panel of MH experts and measures well-being in individuals aged 13 to 74
years (Putz, O’Hara, Taggart, & Stewart-Brown, 2012; Tennant et al., 2007). The WEMWBS is
a 14-item scale that measures two perspectives of a person’s well-being: hedonic, a person’s life
satisfaction and state of happiness, and eudaimonic, a person’s relationship with self and others
and psychological functioning (Putz et al., 2012). The WEMWBS is made up of 14 items scored
positively by a 5-point Likert scale; the higher the score the higher the individual’s mental wellbeing (Tennant et al., 2007). The WEMWBS is recognized as a quality tool for measuring the
impact of work that is being done to improve mental well-being (Putz et al., 2012). Validation of
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the WEMWBS was conducted with students and a representative sample resulting in a
Cronbach’s alpha of 0.89 and 0.91 respectively (Putz et al., 2012). Test-retest reliability was
0.83 at 1 week (Putz et al., 2012).
Permission to use the WEMWBS will be obtained from the author. The survey will be
offered to all clients at their initial visit and then again after receiving 6 months of NP care. The
LPN will explain the scale to each client who agrees to participate and will provide a private
location to complete the survey.
Objectives Three and Four
The third and fourth objectives will be measured at the end of each month for the
duration of the pilot project. Administrative support staff will track all incoming referrals for the
NP-Led MH team, all incoming referrals that meet the inclusion criteria, and all referrals that
require care exclusively from the NP. The amount of time it takes for the client to be seen by the
NP will also be recorded. The wait time will measure the time lapse between the date of referral
receipt and the first day care was provided by the NP. Administrative support staff will provide
data entry and run monthly reports. The NP will share reports with stakeholders quarterly.
The ability of a new health initiative to meet program objectives demonstrates its value to
stakeholders (McKenzie et al., 2013). The evaluation of this health initiative will provide
evidence of whether or not the program is contributing to improved access to MH services,
which may determine the continuance of the program. The results from the evaluation of the
pilot project will be disclosed to invested parties during the knowledge-to-action phase of the
health initiative.
Part V: Knowledge-to-Action Plan
Knowledge translation is an important process in which researchers and knowledge users
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undergo a complex system of interactions to achieve better health for Canadians (CIHR, 2014).
The CIHR identifies two types of knowledge translation: end of grant knowledge translation and
integrated knowledge translation. The knowledge-to-action plan for the NP-Led MH team health
initiative will consist of end-of-grant knowledge translation, in which the researcher will develop
a plan and implement activities to disseminate newly gained knowledge to relevant audiences
through appropriate mediums.
Audience
Dissemination will target various audiences including: key stakeholders (i.e., CMHA PEI
division, Association of Registered Nurses of PEI [ARNPEI], Chief Executive Officer of Health
PEI, CMHAO of Health PEI, PEI directors of primary care and MH services, and PEI PCN and
CMH managers and clinical leads); health care professionals (i.e., psychiatrists, PCPs, RNs, and
PEI PCN and CMH staff); and the general public. Not all audience members will have the same
vested interests in the health initiative, and therefore the presentations will be customized based
on the audience (McKenzie et al., 2013).
Medium
Stakeholders. Stakeholders will be sent a written document that highlights the NP-Led
MH team program. The full report, including program evaluation results and implications for
practice, will be available on the Health PEI website. This link will be provided within the
written document sent to stakeholders. Oral presentations will also be done by the NP in various
locations of the community and Health PEI.
Healthcare professionals. The written report created for the stakeholders will be sent to
the PEI Nurses’ Union, ARNPEI, and the Medical Society of PEI to be circulated among their
members. A poster presentation of the pilot program results will be presented at UPEI Research
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Day, as well as at the LINK annual psychiatric conference held in PEI. A formal article
discussing the pilot project will be sent to the Canadian Association of Advanced Practice
Nurses, the American Association of NPs, and to peer-reviewed journals, such as the Canadian
Nurse and the Journal for NPs, for publication.
General public. Radio and television interviews will be arranged once evaluation data
are available. Participating in the interviews will be the NP, the director of primary care services
in PEI, and the director of MH services in PEI. The NP will discuss program information such
as contact information and inclusion criteria. The directors of primary care and MH will discuss
implications of the NP-Led MH team with regards to program outcomes and improvement in
MH accessibility.
One goal of translating this knowledge is to increase awareness of the NP-Led MH team.
Another important reason to disseminate the program’s outcomes to stakeholders, healthcare
professionals, and the general public is to inform decisions made about health practices,
programs, and policies (CIHR, 2014).
Part VI: Budget
Attaining necessary financial resources is crucial to this health initiative’s
implementation. Staffing requirements of one full-time NP, one part-time social worker, one
part-time occupational therapist, one shared licensed practical nurse, and one shared medical
secretary will be the majority of the required expenses. The LPN and medical secretary will be
employed full time at HHC but shared between two family PCPs and the MH team. Office
supplies, technology, and furniture such as stationary, binders, folders, chart supplies, computers,
software, projector, desks, and chairs are required. Computers and a projector will be a one-time
cost, should the program move forward. Mental health education materials including text books,
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software, and printed materials will also be required. Educational training in CBT for the NP
will be at the expense of Health PEI. The University of Toronto’s course in CBT will be
mandatory for the NP prior to program launch. All costs associated with this course, including
tuition, travel, and accommodations will also be at the expense of Health PEI. The remaining
team members will not require additional training to qualify them for their role on the team. Any
travel that is required, during day-to-day activities of the NP-Led MH team members, will be
done primarily with the HHC vehicle, to which Health PEI incurs the cost. If the vehicle is not
available, staff will use their personal vehicles and be reimbursed as per the mileage rate set by
Health PEI at that time. Office space, furniture, exam rooms, and group therapy rooms will be
provided within HHC. Because Health PEI will be providing a vehicle, space, and furniture inkind, these costs are not reflected within the expenditures of the budget (see Appendix E for
program budget).
Part VII: Implications for Practice
Nurse practitioners meet advanced practice nursing competencies by building and
expanding upon the competencies required of a registered nurse (CNA, 2010). The competencies
serve as the basis for approving NP nursing education programs, developing regulatory
examinations, assessing NPs when they are applying for registration, and assessing continuing
competence (CNA, 2010). The four core competencies are: professional role, responsibility, and
accountability; health assessment and diagnosis; therapeutic management; and health promotion
and prevention of illness and injury (CNA, 2010). The professional role competency is unique in
that it divides into four practice nursing subsets. These are: clinical practice; collaboration,
consultation, and referral; research; and leadership (CNA, 2010). These subsets are fundamental
to advanced nursing practice and, therefore, pertain to each of the core competencies (CNA,
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2010).
Clinical Practice
Credibility and legitimacy are vital in the successful implementation of the NP role, and
clinical practice guidelines are paramount in this development (DesBorough, 2012). The
development of policies and guidelines that will guide the new role of the NP will be important
to adequately capture this expanded field for the NP.
One of the barriers to optimizing the NP role is the inability to provide care to clients
who are hospitalized. Indicator 1.1 of the professional role competency and identifies that all
NPs must practice in accordance with federal and provincial/territorial legislation (CNA, 2010).
In Canada, there are differences between what federal and provincial legislation has approved
and what each province/territory has adopted. At the federal and PEI provincial level, it is part
of NP authority to admit clients to, and discharge from, an acute care setting (College of
Registered Nurse of British Columbia [CRNBC], 2015; Health PEI, 2011). The NP regulatory
body of PEI, however, does not have policies and guidelines in place to safely support the
admitting and discharging practice by the NP to and from an acute care setting. The NP will
attempt to minimize this disjointed care by providing up-to-date client information, including
client care plans, to the in-hospital provider. This communication will be provided by the NP as
soon after hospital admission as possible.
A second identified barrier to NP practice in MH is found within indicator 3.9 of the
therapeutic management competency and deals with pharmacotherapy prescribing (CNA, 2010).
Federally, NPs are legislated to prescribe controlled substances (CNA, 2012; CRNBC, 2015).
All PEI NPs will be required to complete and education module before receiving approval for
prescriptive authority of controlled substances (Legislative Council Office, 2014). Currently PEI
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NPs are waiting for their regulatory body to decide which educational component is to be
completed. Best practice will be difficult to achieve for some conditions (e.g. anxiety) until the
NP secures the ability to prescribe first-line treatment of a benzodiazepine. The NP and her
regulatory body will need to work together for this change. In the interim, the NP will require
her collaborating physician to co-sign her prescriptions for controlled substances.
Collaboration, Consultation, and Referral
The NP must collaborate and consult with, as well as refer and accept referrals from,
other health care providers (CNA, 2010). The NP must develop strong professional relationships
with her team members, collaborating physicians, psychiatrists, and community resources:
CMHA Summerside, CMH Summerside, child and family services, adult protection, local group
home staff, private counsellors and psychologists, and PCH crisis response.
Research
The NP is required to engage in practice that is informed by evidence, current, and based
on research and best-practice guidelines (CNA, 2010). An important component of the NP role
is conducting and supporting research (CNA, 2010). As the field of NP specialities continues to
grow, the NP-Led team and its outcomes will provide evidence for other communities,
provinces, and countries who are trying to improve access to their MH services. The NP will set
aside 2 days per month to review up-to-date MH evidence-based research and guidelines in areas
such as pharmacotherapy, psychotherapy, and the role of the NP in MH provincially, nationally,
and internationally. When available, the NP will attend MH-related education sessions,
including CPA conferences and Health PEI’s annual Atlantic Psychiatric Conference. The NP
will foster a culture of research within her practice and will share her knowledge through formal
and informal education sessions to health care professionals and the general public as needed. If
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the NP recognizes trends in her practice and believes these would be important areas to research,
she will contact nursing schools in the Maritimes and discuss these with potential researcher
partners.
Leadership
The indicators in this subset explore each of the settings NPs may find themselves in
once fully integrated into their role and lists leader and mentor as important characteristics of the
nurse practitioner (CNA, 2010). The NP will work autonomously as team leader and will not
only mentor each of the MH team members but also other nursing colleagues through education,
guidance, and role modelling. The NP will also demonstrate leadership through political
advocacy for legislation and policy changes as needed.
The new role of the NP with a specialty in MH will provide an opportunity to advance
the role of the NP, as well as add improved access to MH services in PEI. This new, expanded
role for NPs may also open doors for other NP-Led programs in PEI, which would further
broaden the NP role and continue to improve access to health care services for PEI residents.
Conclusion
Not only does PEI exceed national averages of MIs within the population, but it also
exceeds national averages of several risk factors for developing MI. Despite significant
consequences of not treating MI, PEI continues to be unable to meet the demands of individuals
seeking MH services which has resulted in escalating wait times more than double the provincial
benchmark. Initiating a NP-Led MH team into HHC will ensure a holistic and person-centred
approach that will address the psychosocial and educational needs of the mentally ill population
of Prince Edward Island. An NP is capable of providing cost-effective, quality care to clients
with MI through demonstrated counselling techniques, pharmacological therapies, and
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appropriate collaboration with involved health care providers. Through the partnership with key
stakeholders and funding from the province, implementation of the NP-Led MH team has the
potential to increase access to MH services, decrease MH services wait times, reduce MH-related
ER visits and hospitalizations, and prevent negative impacts on the individual and society.
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Appendix A
Workflow Diagram
Written referral from HHC
primary care family
physician or family NP.

Client’s case
file is closed.

Medical secretary schedules
appointment.

Recall list or
next appt. is
made.
Client
chooses to
discontinue
MH services.

Point of Service/Check in
with medical secretary.
Redirected to
PCP for medical
treatment as
needed.

Orders generated. Client
is checked out.

Case management meetings twice
weekly with NP, social worker,
occupational therapist and LPN.
Monthly meetings with above
team members and each PCP.

NP accepts referral and
determines acuity.

Client sees NP:
Medical and MH
history taken.
Review of
symptoms.
Completes orders;
prescriptions, tests,
labs, etc. Provide
learning materials.
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Client placed in exam
room/office by LPN and vital
signs taken PRN.

Appendix B
Project Activities and Timeline
Month
Feb
June July Aug Sept Oct Nov Dec Jan
Year
2014 2015 2015 2015 2015 2015 2015 2015 2016
Needs assessment.
Engaging
stakeholders.
Approval for
funding from Health
PEI.
Securing necessary
equipment and office
space at HHC.
Development of
policies, guidelines
and evaluation tools.
Working with
regulatory body to
address NP scope
restrictions.
NP, social worker,
and occupational
therapist jobs posted.
NP, social worker,
and occupational
therapist interviews
and hiring of
personnel.
Education of
personnel.
Marketing and
education to HHC
employees.
Launch pilot
program at HHC
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Appendix C
Nurse Practitioner Satisfaction Survey
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Source: Agosta (2009)
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Appendix D
Warwick-Edinburg Mental Well-Being Scale

Source: Putz et al. (2012)
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Appendix E
Program Budget
Expenditures

Cost

Full Time Permanent Nurse Practitioner Salary

$114,612
(Base salary at highest pay scale
plus 18% benefits)

Part Time Permanent Social Worker Salary

$44,156
(Base salary at highest pay scale
plus 18% benefits)

Part Time Permanent Mental Health Occupational
Therapist (50%)

$40,854
(Base salary at highest pay scale
plus 18% benefits)

Permanent Shared Licensed Practical Nurse Salary (33%)

$18,436
(Base salary at highest pay scale
plus 18% benefits)

Permanent Shared Medical Secretary Salary (33%)

$16,090
(Base salary at highest pay scale
plus 18% benefits)

Office space, vehicle, and furniture

In-kind from Health PEI

Cognitive behavioural therapy training

$2,500

Technology (Computers, projector)

$5000 (One time cost.)

Office Supplies & Educational Materials

$2000

Travel

$3000

Total Expenditures

$246,648
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