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Executive Summary 

In February 2011, the Office of Applied Research at Bow Valley College was 

commissioned by the College of Licensed Practical Nurses of Alberta (CLPNA) to conduct a 

research study: Understanding Licensed Practical Nurses’ Full Scope of Practice. The study was 

funded by Alberta Health (AH), with the goal of providing objective, research-based evidence 

focused on LPNs in typical health care settings and exploring the factors that promote and/or 

inhibit successful LPN scope utilization. The following questions were investigated: 

1. What can we learn about LPNs’ practice that promotes or inhibits their ability to 

practice to full scope? How can supports be enhanced? How can barriers be reduced? 

2. What can we learn about LPNs’ work teams and systems that promote or inhibit their 

ability to practice to full scope? How can supports be enhanced? How can barriers be 

reduced? 

3. What can we learn about LPNs’ organizations that promote or inhibit their ability to 

practice to full scope? How can supports be enhanced? How can barriers be reduced? 

4. How do these practice-based, system-based, or administrative factors affect the 

quality of patient care? 

The research was guided by a steering committee made up of senior representatives from 

Alberta Health Services (AHS), AH, the Alberta Continuing Care Association (ACCA), leaders 

in nursing research and nursing education, LPN representatives, and the three professional 

nursing organizations: the CLPNA, the College & Association of Registered Nurses of Alberta 

(CARNA) and the College of Registered Psychiatric Nurses of Alberta (CRPNA). The study 

involved the following research activities: 
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1. Literature Review: A literature review was used to inform the methodological 

approach for this study and to identify a range of factors most likely to influence 

LPNs’ ability to work to their full scope. Based on findings from the literature, a 

Scope of Practice Factors Model was designed, highlighting the role of individual, 

team, client, and organizational factors that can influence scope utilization. 

2. Survey: Online and mail-in surveys were distributed to all practicing LPNs who were 

current members of the CLPNA. Based on the Scope of Practice Factors Model, the 

survey obtained current information on LPNs in Alberta by asking a range of 

questions about their practices and perceptions. A total of 2313 LPNs responded to 

the survey. 

3. Case Studies: Six comparative case studies were performed at sites across Alberta. 

Sites were chosen based on a Scope Indicator variable produced from the surveys. 

Sites were selected to represent areas of high and low LPN scope, acute and long term 

care, urban and rural settings, and large and small facilities. Validated instruments 

used for data collection at the sites included interview and focus group protocols for 

senior managers, team leaders, LPNs, and team members. A standardized survey 

instrument was adapted for use with patients.   

4. Policy Review: Policy documents were reviewed and interviews were conducted with 

leaders in the Alberta Health System, in order to shed light on the policy context of 

the research. 

The Research Process 

The study received formal approval from the Community Research Ethics Board of 

Alberta (CREBA), the Bow Valley College Research Ethics Board, and from the five zones in 
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which the case studies took place.  The findings from case studies were validated by the senior 

site administrators, and findings were rolled up in a cross case analysis.  After all components of 

the study were completed, a data triangulation table was constructed, which illustrated the 

consistency of findings from the four data sources and provided opportunity to see where 

findings were congruent with previous research, while also highlighting new and contradictory 

results. 

Study Findings 

Study results were categorized according to the individual, team, organizational, and 

system factors found to affect LPN scope utilization. Key findings are presented below: 

Individual factors. 

 There has been an increase in both perceived and actual LPN scope utilization 

compared with earlier studies, yet a gap between LPNs’ perceptions of skill 

utilization and their actual practice exists 

 LPNs varied in terms of their certification  (certificate or diploma) and the  amount 

and content of post-basic education they had attained. More formal education was 

associated with improved nursing competencies, confidence, critical thinking, and 

math skills. In long term care facilities, more education was also linked to an 

improved ability to communicate with residents and families. 

 Overall job satisfaction among LPNs was found to be quite high. LPNs who reported 

using more of their competencies had a significantly higher level of job satisfaction. 

A higher proportion of LPNs at low scope case study sites reported dissatisfaction 

with their job compared with LPNs at high scope sites. 
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 LPNs were generally motivated to take advantage of opportunities for professional 

development, including taking on additional competencies and responsibilities in the 

workplace. Conversely, a lack of motivation on the part of some LPNs to expand their 

skill set was seen by coworkers to pose a barrier to full scope utilization. 

Team factors. 

 A lack of time and a heavy workload interfered with the range of skills LPNs could 

perform. LPNs tended to take on more responsibilities, in instances where fewer RNs 

were available on the unit, such as during night shifts or when LPNs were called in by 

unit management as a financial strategy to avoid going into overtime with an RN. 

 Variability in assignment was usually linked to individual team leaders. In acute care 

settings in particular, assignment was based largely on the patient’s level of 

complexity  

 By and large, LPNs were seen by coworkers as valued members of their care teams. 

Though there was some variation in the degree to which greater LPN scope utilization 

was embraced by RNs, a number of them described higher LPN scope utilization as 

an effective workforce strategy. 

 Management and leaders often provided opportunities for LPNs to practice new and 

infrequently used skills. Variation in understanding and acceptance of LPN scope was 

evident among team members and managers. 

 Collaboration and communication were related to the optimization of care team roles, 

and poor communication was a significant barrier. LPNs at high scope sites received 

guidance, teaching, and mentoring from RNs and other team leaders. The value of 

peer support was also noted. 
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Organizational factors. 

 Role ambiguity remains a key barrier to LPN scope utilization.  Inconsistencies in the 

accuracy of LPN job descriptions in relation to their day-to-day work were frequently 

noted. 

 Managerial encouragement for LPNs to enrol in post basic training was not always 

matched by funding and/or formal approval to participate. Post-basic training, 

professional development opportunities, and organizational support for these varied 

by site. 

System factors. 

 There is a lack of clarity with regard to regulations and policy throughout the system, 

and more direction from government and/or governing bodies was sought. 

 Senior leaders indicated a strong commitment to policy change with regard to the 

expanded capabilities of the LPN role, and describe it as “a work in progress”. 

Recommendations 

As a result of discussion with the study steering committee, five broad-based 

recommendations were proposed. These are expected to enable a number of strategies related to 

the utilization of LPNs to their full scope of practice, which are outlined in the full report. 

It is recommended that: 

1. A strong case to be made to Alberta Health to lead the creation and articulation of a 

clear, compelling and shared vision of nursing practice in Alberta, where there is 

clarity regarding the competencies and the roles of the three nursing designations 

LPN, RPN and RN. 
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2. Regulatory bodies, employers, and individual LPNs assume joint responsibility and 

accountability to identify, provide, and access learning opportunities. 

3. A detailed strategic plan and implementation plan be developed to assist all players 

with their role in implementing and facilitating change regarding scope of practice for 

all nursing professions. 

4. More research be conducted to study the roles and opportunities for LPNs in areas 

such as emergency care, family care clinics and primary care, labour and delivery, 

mental health, home care, and leadership; and 

5. A knowledge translation plan be created with input from all stakeholders to ensure 

that the findings of the study and its recommendations are widely disseminated and 

used to reach the different levels of staff. 
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Study Overview 

In February 2011, the Office of Applied Research at Bow Valley College was 

commissioned by the College of Licensed Practical Nurses of Alberta (CLPNA) to conduct a 

research study: Understanding Licensed Practical Nurses’ Full Scope of Practice. The study was 

funded by Alberta Health (AH). 

The project relates directly to Goal 3 (“Appropriate health workforce development and 

utilization”) of the AH Business Plan (AHW, 2012). The Government of Alberta recognizes the 

importance of differentiated practice and the utilization to full scope of practice by all nursing 

groups. It also recognizes that the implementation of innovation and increased operational 

efficiency “must be done prudently” (AHW, 2010) and that prudence requires evidence upon 

which policy and staffing decisions should be based.  

Scope of practice for Licensed Practical Nurses (LPNs) has received little attention in 

nursing research. Only a small number of studies have examined the complex array of factors 

that impact the utilization of LPNs in healthcare teams, and in turn, the impact of their utilization 

on the quality of patient care. The existing evidence related to LPNs is “limited and mixed” 

(Harris & McGillis Hall, 2012, p. 15) and this scarcity has been a barrier to policy and to 

decisions related to practice. The present study was designed to address this gap and to add to the 

body of evidence-based knowledge related to nursing staff mix that specifically focuses on 

LPNs. 

The goal of this research study was to provide objective, research-based evidence that 

focused on LPNs in typical healthcare settings and explored the factors that promote and/or 

inhibit successful LPN scope utilization. The following questions were investigated. 
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1. What can we learn about LPNs’ practice that promotes or inhibits their ability to 

practice to full scope? How can supports be enhanced and barriers reduced? 

2. What can we learn about LPNs’ work teams and systems that promote or inhibit their 

ability to practice to full scope? How can supports be enhanced and barriers reduced? 

3. What can we learn about LPNs’ organizations that promote or inhibit their ability to 

practice to full scope? How can these supports be enhanced? How can these barriers 

reduced? 

4. How do these practice-based, system-based, or administrative factors affect the 

quality of patient care? 

The study involved the following research activities: 

 a literature review of relevant documents and research studies;  

 a provincial survey of members of the CLPNA; 

 six case studies at sites across Alberta that were selected based on the survey results 

to represent areas of high and low LPN scope of practice, acute and long-term care, 

urban and rural settings, and large and small facilities; and 

 a review of policy-related documents and interviews with key high-level decision 

makers in Alberta designed to examine the existing policy context for the study. 

The research was guided by a steering committee that was made up of senior 

representatives from Alberta Health Services (AHS), AH, the Alberta Continuing Care 

Association (ACCA), leaders in nursing research and nursing education, LPN representatives, 

and the three professional nursing organizations: the CLPNA, the College & Association of 

Registered Nurses of Alberta (CARNA), and the College of Registered Psychiatric Nurses of 

Alberta (CRPNA).  
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Structure of the Report 

This report presents the culmination of 18 months of intensive research activity, 

presented in the following order. 

Chapter 1: Introduction. Background and overview of the study 

Chapter 2: Review of the literature. The research and policy literature that has informed 

all stages of the study is reviewed. 

Chapter 3: Methodology. This chapter reviews the methodological considerations, the 

methods used for each of the study components, and the strengths and 

limitations of study findings. 

Chapter 4: Findings of the CLPNA membership survey. The findings from a survey 

disseminated to all the members of the CLPNA are presented. The survey 

provided data that informed the selection of sites for the case studies and 

provided answers to key research questions from the perspective of LPNs. 

Chapter 5: Findings of the cross-case analysis of six case studies. The cross-case analysis 

from six validated case studies conducted at sites throughout the province of 

Alberta is presented.  

Chapter 6: Findings of the policy study. Findings based on interviews with five leaders in 

Alberta’s healthcare system are presented. 

Chapter 7: Conclusions and recommendations. This chapter integrates the findings from 

the literature review as well as the survey, cross-case analysis, and policy 

study and presents key findings, conclusions, and recommendations.  
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Review of the Literature 

This section highlights key research and policy documents that have informed the study. 

The characteristics of LPNs are described, followed by a review of documents and research 

relating to scope of practice. Research related to factors that inhibit and promote full scope of 

practice is reviewed, and the methodological challenges related to quality of care and patient 

outcomes research are highlighted. The section ends with a review of the policy documents 

related to LPNs’ scope of practice. The term “nurse” is used inconsistently in the literature, 

sometimes referring to all nursing professions and sometimes to one specific group. In this 

report, the term “nurses” will be used when referring to any combination of LPNs, RNs, and/or 

RPNs and otherwise, a specific designation will be used.  

Licensed Practical Nurses in Alberta 

Practical nursing has a long history in Alberta, beginning in response to a post-World 

War II nursing shortage in 1947 and evolving into the regulated health profession that it is today. 

In its earliest form, LPNs required a 40-week training course and their work was similar to that 

of a health care aide (HCA) today.  

From 1995 to 1999, a mandatory education upgrade was implemented for all LPNs 

holding a certificate, which included courses in physical assessment, medication administration, 

and infusion therapy. As of 2006, the educational requirements to become an LPN were 

expanded from the certificate to the diploma level with a minimum of 1,650 instructional hours, 

composed of 750 hours of theory and 900 hours of laboratory and nursing practice. At the end of 

their program, students are now required to fulfill practicum requirements under the supervision 

of a preceptor; one is a focused practicum of at least 105 hours in maternity, pediatrics, mental 

health, or community health and the other is a concentrated clinical experience of at least 140 
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hours to allow for consolidation of theory and to help students transition to the graduate practical 

nurse role.  

Certificate graduates were not required to upgrade to a diploma, as the mandatory 

upgrade covered the required competencies. However, integral to the transition from the 

certificate to the diploma was the requirement to complete university level arts and science 

courses, which, according to the Educational Standards Advisory Committee (ESAC) was 

thought to contribute to the development of critical thinking (Standard 2.5.5-2.6) (ESAC, 2010). 

The instructional methods embedded in the new diploma curricula moved away from rote 

learning to problem solving and critical thinking. These more general skills were not part of the 

required upgrading for certificate graduates.  

Once graduated, LPNs can develop their competencies through further independent 

study, work experience, and post-basic training. It is therefore to be expected that there will be 

differences in the skills and abilities of LPNs related to the time they graduated and the past 

training in which they participated. LPN competencies include basic, additional, and specialized 

knowledge, as well as skills, behaviours, and attitudes that contribute to their profession. LPNs 

are required to obtain all basic competencies. Their expertise will vary according to their work 

experience, the practice setting, and specialized training (CLPNA & AHW, 2005). 

In 2011, there were 9,071 active licensed practical nurses registered in Alberta (CLPNA, 

2011). Licensed practical nurses are employed in a broad range of healthcare settings throughout 

the province of Alberta. Examples of areas of responsibility include geriatrics, pediatrics, 

obstetrics, medical, surgical, doctors’ offices, home care, emergency care, and community health 

services.  
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Job Characteristics and Working Conditions 

The Canadian Institute for Health Information (CIHI) reported that LPNs were 

significantly less likely than registered nurses (RNs) and registered psychiatric nurses (RPNs) to 

be employed full-time in nursing (CIHI, 2010). According to this report, only 49.6% of LPNs 

were employed full-time, compared to 58.0% of RNs and 66.6% of RPNs. Similarly, the latest 

census data (Almey, 2007) revealed that the proportion of all Canadian women employed part 

time is not as high as among LPNs (26.8% versus 30.4% respectively) (CIHI, 2010). 

Descriptions of LPN work revealed precarious employment characterized by unstable, 

temporary, and part-time work, employment with limited social benefits and statutory 

entitlements, job insecurity, low wages, and high risks of ill health (Vosko, 2006). The 2007 

CLPNA Survey showed that almost half (46.3%) of LPNs in Alberta worked part-time and 

13.3% worked as casual employees. An additional 19% of LPNs worked for two or more 

employers and a large number of LPNs were unemployed. All of these figures were above the 

provincial averages for other professions. In Saskatchewan, the 2010 Saskatchewan Association 

of Licensed Practical Nurses (SALPN) survey found that 58.3% of LPNs worked full-time and 

that 12.9% worked for two different employers. To date, there are no studies that describe the 

impact of part-time employment and working conditions on job satisfaction of LPNs or their 

ability to apply their knowledge and skills effectively. 

A number of interactive factors may relate to job satisfaction among LPNs. These include 

team dynamics, job demands, control, support, and burnout (Harwood, Ridley, Wilson, & 

Laschinger, 2010). Trust and respect have been highlighted as key components of collaborative 

team dynamics (Abe & Henly, 2010; Atwal & Caldwell, 2005; Donald et al., 2009; Horton, 

Tschudin, & Forget, 2007). Mentorship and supportive learning relationships have been found to 
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impact RN engagement (Mills, Francis, & Bonner, 2008; Phelan, Barlow, & Iverson, 2006). The 

emotional engagement of nurses with their patients is related to excellence in nursing care 

(Henderson, 2001; Meier, 2005), but this can be seen as a form of job demand that is 

significantly associated with exhaustion and de-personalization and, consequently, with the 

quality of the work. To date, this has not been studied specifically with regard to LPNs. A 

Canadian Union of Public Employees (CUPE) (2003) study linked full scope utilization, the 

ability to work as part of a team, and the feeling that their skills are valued to job satisfaction. In 

another study (Castle, Degenholtz, & Rosen, 2006), compensation, management, promotional 

opportunities, relationships with residents, and perceived quality of care were also linked to job 

satisfaction.  

Scope of Practice 

There are various definitions of “scope of practice” in the literature and little agreement 

on how it is to be defined, described, or evaluated (Hanover Research, 2010). While scopes of 

practice of different professions were historically seen as exclusive, according to the Canadian 

Nurses Association (CNA) there is growing awareness that this is no longer realistic in the health 

professions (CNA, 1993). Besner et al. (2005) found different definitions and a lack of 

agreement about the definition of scope and chose to define scope of practice in terms of nurses’ 

own descriptions of what it means to work to full scope of practice. According to Besner et al. 

(2005), nurses tended to describe scope of practice in terms of their day-to-day tasks. White et al. 

(2008) also concluded that nurses use tasks rather than roles to discuss scope of practice. 

Findings of one US study suggested that LPNs tended to focus more on nursing tasks, whereas 

RNs tended to focus more on the “big picture” and on ensuring resident safety (Vogelsmeier, 

Scott-Cawiezell, & Pepper, 2011). This finding needs to be considered in light of different levels 
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of training in the US and Canada. Yet, as pointed out by the CNA in 1993, there has been an 

increased understanding  

that the boundary of nursing practice cannot be determined only by listing tasks and rules 

that are often incomplete and soon outdated. Past reliance on this approach has 

contributed to the lack of clarity and agreement about the scope of nursing. (CNA, 1993, 

p. 10) 

Scope is guided by professional legislation that describes, defines, and controls the 

practice of nursing, as well as by self-regulation based on standards for entrance to and practice 

in the profession. It is the legal definition of nursing practice included in the professional 

legislation that establishes the basis for scope of practice. This is important because it is 

frequently used by employers and insurers to describe the limits of employee duties and 

insurance coverage. The CNA stated that “venturing outside the scope of professional nursing 

practice (i.e., as occurs in the preparation and dispensing of medications) is fraught with risk of 

legal liability, particularly as this may involve nurses engaged in activities beyond their 

education and competence” (1993, p. 277). On the other hand, confusion sometimes occurs when 

the legislated scope, which by definition determines the ceiling, or upper limit of skills, is 

confused as a description of what all nurses should be doing (Clarke, 2012, personal 

communication). 

Nursing practice is defined legally in quite a broad way, and professional nursing bodies 

specify the details on how these broad definitions are interpreted and applied. For example, the 

CNA provided the definition: “Activities that [nurses] are educated and authorized to perform as 

set out in legislation and complemented by standards, guidelines, and policy positions of 

provincial and territorial nursing regulatory bodies” (2007, p. 13). In Alberta, the Government of 
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Alberta Health Professions Act (2003) provides general regulations and a list of permitted 

interventions for which LPNs in Alberta are authorized (CLPNA & AHW, 2005). In their Code 

of Ethics and Standards of Practice, the CLPNA provided a definition of the LPNs’ scope of 

practice as “the roles and responsibilities of the Licensed Practical Nurse to perform safe, 

competent, and ethical nursing care as defined by education, legislation, and the regulatory 

authority” (CLPNA, 2008a, p. 4).  

There is little research that specifically examines LPNs and their scope of practice. Some 

studies involved relatively small samples, but nevertheless represent an important contribution 

because of the scarcity of research in this area and the significance of their findings (Besner et 

al., 2005; Oelke et al., 2008; White et al., 2008). However, because these studies were limited to 

acute care sites, it is difficult to generalize their results to other healthcare settings. 

Several studies in the literature have described the underutilization of nurses. In a study 

of three western Canadian health regions, White et al. (2008) found that only 48% of nurses felt 

they were working to full scope of practice. RPNs were the most likely to report working to full 

scope, although many of them also felt underutilized (i.e., not working to full scope) and few 

LPNs perceived that they were working to full scope. Allard, Frego, Katz, and Halas (2010) 

found that 61% of nurses felt they were working to full scope. Although these studies did not 

focus on specific results related to LPNs, they illustrate that underutilization of skills is a 

widespread problem experienced by many nursing groups in the healthcare system.  

Several Canadian studies point to the underutilization of LPNs (CUPE, 2003; CLPNA, 

2007; Farrow, 2001; Matchim, 2006; SALPN, 2010). A survey and five case studies conducted 

by CUPE (2003) and by a committee of employers and LPNs found that approximately 60% of 

LPNs in Saskatchewan did not utilize all of their skills. In particular, despite the fact that an 
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overwhelming majority of LPNs (92%) had completed the certification course, less than half 

(40.9%) were regularly permitted to administer medications. The study also found a substantial 

difference in LPN utilization in different parts of Saskatchewan, depending on the model of care 

practiced in each region. Different healthcare sectors also significantly varied in scope 

utilization, with the most complete skill utilization occurring in long-term care. Underutilization 

of skills had considerable negative consequences for many LPNs, including frustration, stress, 

lack of confidence, disengagement, and/or demoralization. These consequences varied 

significantly by region and sector and corresponded to utilization levels. The case study findings 

revealed significant benefits associated with enhanced LPN utilization, as demonstrated by 

LPNs’ and managers’ perceptions of better quality healthcare and an increased level of job 

satisfaction and commitment to their work. In Farrow (2001), LPNs were thought to be losing 

some of their competencies by not working to full scope. 

LPN utilization appears to have changed very little in recent years. The 2010 SALPN 

survey found that 50% of LPNs in Saskatchewan worked to their full scope of practice, which 

represented no change from their findings of 51% in 2006 and a small increase from 44% in 

2004 (SALPN, 2010). In Alberta, there has been an increase in the number of LPNs who 

reported working to full scope of practice from 33% reported in 2002 to 51% in 2007 (CLPNA, 

2007). It should be noted that these surveys relied on practical nurses’ perception of their 

utilization, rather than on objective measures.  

While most of the research reviewed points to underutilization of LPN scope, a recent 

American study by Mueller, Anderson, McConnell, and Corazzini (2012) concluded that LPNs 

may be required to function outside their scope of practice due to either the unavailability of RNs 

or the employers’ lack of knowledge about their scope. 
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Barriers and Facilitators to Full Scope of Practice 

A number of studies in the literature have identified certain barriers and facilitators in the 

workplace that affect the optimization of nurses’ roles. Barriers included patient complexity, lack 

of time, workloads, poor team communication, territoriality, ability to relinquish power, and 

nurses who have not maintained their competencies. Similarly, facilitators found to affect role 

optimization were increased support from management, including support for continuing 

education and greater collaboration between nursing team members (Harris & McGillis Hall, 

2012; National Advisory Council of Alberta [NACA], 2006; Oelke et al., 2008). Despite 

recommendations for enhanced interprofessional training to increase collaboration in nurses 

(D’Amour, Goulet, Labadie, San Martin-Rodriguez, & Pineault, 2008; NACA, 2006; Phelan et 

al., 2006), a recent Cochrane review found that there was insufficient evidence to make any 

conclusions about the effect of interprofessional education on nursing practice or patient 

outcomes (Reeves et al., 2009). 

Several studies examined organizational barriers to the implementation of full scope of 

practice. Three studies (Besner et al., 2005; McGillis Hall, 2003; Oelke et al., 2008; Pearson, 

2003; Szigeti, Laxdal, & Eberhardt, 1991) described role ambiguity as a significant factor, 

explaining that staff was often uncertain of the overlap and the boundaries between their groups. 

Pearson proposed that nurse planning arrangements should “ensure greater coherence and clearer 

lines of nurses’ roles and responsibilities” (2003, p. 1). Oelke et al. (2008) recommended 

strategies that would encourage teamwork, role clarification, and redesign, as well as improve 

interprofessional relations. The interrelated relationship between role ambiguity, job satisfaction, 

and delegation has been noted (Besner et al., 2005; Quallich, 2005; Tarrant & Sabo, 2010).  
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A qualitative study that focused on the practice of acute care nurses (Besner et al., 2005) 

found strong evidence demonstrating the unmatched expectations nurses had based on their 

education versus limitations on what is “allowed” when they encounter their practice setting. 

According to this study, the most important factors to determine nurses’ scope of practice were 

workload, patient complexity, professional relationships, availability of resources, and 

supportive management. This study also found a significant level of role overlap and role 

ambiguity across occupational groups, as well as between disciplines. The resistance to LPN 

involvement was said to emerge from managerial fears that LPNs might replace RNs, rather than 

viewing them as complementary to the rest of the healthcare team. The study emphasized the 

obligations of providers to demonstrate clear areas of expertise that complement rather than 

compete with the activities of others. The study concluded that health professionals should 

clarify their roles and redesign their work in order to take advantage of teamwork and resolve 

current workload issues. Further, it was concluded that more research on the scope of practice of 

RNs, Registered Psychiatric Nurses (RPNs), and LPNs in different sectors is needed to 

determine optimum utilization of health professionals. 

The study by CUPE (2003) found that, to a great extent, nurse managers determine LPN 

tasks and scope of practice. LPNs most frequently perceive hospital or administrative policy as a 

reason for their underutilization and rarely perceive their lack of skills or availability as a factor. 

The study recommendations included the development of clear policies for the full utilization of 

LPN skills and the training of managers in teamwork. It emphasized the importance of employer 

support for LPN training, the provision of substantial orientation for new LPNs, education for 

RNs and RPNs on LPN competencies, and comprehensive monitoring of LPNs’ scope 

utilization.  
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A document issued by NACA (2006) emphasized the need to remove barriers to full 

scope of the nursing workforce. It provided a number of recommendations for helping the 

community understand what full scope of practice means as well as strategies for optimizing 

utilization to full scope. Interestingly, one of the comments recorded in that document was a 

recommendation to “get rid of the term scope” (NACA, 2006, p. 11). More recent practice 

literature refers less to scope and more to concepts such as “skill mix” and nursing competencies. 

The Canadian Nurses Association (CNA, 2012) reviewed the evidence linking staffing models to 

quality of care and patient outcomes in order to create a decision-making framework to aid in 

creating nursing care delivery models. They concluded that no gold standard exists for measuring 

nurse staffing (Harris & McGillis Hall, 2012), but have proposed a Staff Mix Decision-Making 

Framework that includes client, staff, and organizational factors. The framework is based on the 

guiding principles of client health needs, nursing care delivery model and evidence, the 

involvement of direct care providers and nursing management, decision making with the support 

of information systems, and organizational components and leadership as a means to sustain 

implementation. 

A system-based perspective requires an examination of policy and broad change 

management strategies that relate to scope utilization. McLaughin (1987) pointed out that even 

the most promising policy initiatives actually depend on how individuals throughout the system 

act and interpret them. Klein and Sorra (1996) observed that, ultimately, policy implementation 

is about changing individual behaviour and that the change process is likely to include initial 

avoidance and limited voluntary compliance before consistent and pervasive acceptance. The 

importance of nurse leaders and organizational champions in the implementation of policy was 

emphasized (Hendy & Barlow 2012; Salmela, Eriksson, & Fagerstrom, 2011).  
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Patient Outcomes and Quality of Care  

Evidence related to quality of care and patient outcomes is seen as an essential basis for 

decision making regarding workforce planning, staffing models, and staff mix (CNA, 2012). 

However, research that investigates the links between particular groups of staff on quality of care 

and/or patient outcomes has been fraught with methodological challenges (CNA, 2012; Clarke & 

Donaldson, 2008). Quality of care has been defined and described in various ways, and 

ambiguity in use of the term has been noted (Gunther & Alligood, 2002). Quality of care can 

refer to the overall care that a patient receives in the health system or in a specific unit or clinical 

area. It can be analyzed from the perspective of providers as well as patients (Larrabee & 

Bolden, 2001). A patient-focused approach examines elements such as meeting patients’ 

perceptions with regard to meeting their needs, treating them in a pleasant and caring manner, 

and providing competent and prompt service. However, while patient perceptions are important, 

many researchers claim that they should not be the sole indicators of care quality. According to 

Gunther and Alligood (2002, p. 1), quality nursing care should be evaluated based on the 

services that nurses provide, for example, “nursing actions and behaviours linked to the use of 

nursing knowledge.”  

Nurses’ working environments have also been found to have an effect on the quality of 

patient care. Castle et al. (2006) found that quality of care in a nursing home was closely 

associated with job satisfaction of employees as well as promotional opportunities, relations with 

management, and level of compensation. Inadequate delegation between nurses and other 

healthcare staff such as HCAs can lead to patient care that is missed, delayed, or omitted (Harris 

& McGillis Hall, 2012). 
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The Health Quality Council of Alberta (HQCA) has developed a framework for 

conceptualizing quality of care. It includes six dimensions of quality: acceptability, accessibility, 

appropriateness, effectiveness, efficiency, and safety (HQCA, 2012). Standardized 

measurements for quality of care (HQCA, 2011) have been developed that can provide valid and 

credible data regarding the quality of patient care. 

A number of studies (Bakker, Killmer, Siegrist, & Schaufeli, 2000; Frankel, 2008; 

Kramer, Maguire, & Brewer, 2011; Stordeur, D'Hoore, & Vandenberghe, 2001) have examined 

an association between leadership style and patient outcomes. Cummings et al. (2010) found that 

task-oriented leadership alone is insufficient to increase nurses’ job satisfaction. It needs to be 

paired with person- and relationship-oriented leadership in order to produce optimal results in the 

workplace. They concluded that when leaders invest energy into relationships, this can positively 

affect the health and well-being of nurses and, ultimately, the outcomes for patients (Cummings 

et al., 2010). The key role of leadership in nursing organizational culture and team dynamics was 

confirmed in a qualitative study by Bateman (2011). 

The main challenge in patient outcome research is the fact that the healthcare system 

involves a large number of healthcare providers and different professional groups. This makes it 

difficult, if not impossible, to use standard comparative techniques based on aggregated data 

(Hegyvary, 1991; Maas, Johnson, & Moorhead, 1996). A recent literature review (Harris & 

McGillis Hall, 2012) provided an overview of these methodological challenges in attributing 

patient outcomes to specific team members. Most notably, these difficulties include 

inappropriate use of summarized scores and aggregated data to draw conclusions about the 

impact of a specific group on quality of health and patient outcomes. As stated in a recent 

Cochrane Review examining nurse staffing models in hospitals and the effect on patient 
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outcomes, “the quality of evidence in relation to the impact of hospital nurse staffing . . . is 

mixed and the findings should be treated with caution” (Butler et al., 2011, p. 27). 

While patient outcome studies are accepted as a major source of evidence for decision 

making in relation to nursing skill mix, it is vital to also rely on methods that provide the highest 

level of evidence for non-randomized clinical trials. According to the most recent version of the 

Cochrane Handbook for Systematic Reviews of Interventions, “evidence from qualitative studies 

can play an important role in adding value to systematic reviews for policy, practice, and 

consumer decision-making” (Higgins & Green, 2011). There has been an increased awareness 

and recognition of the contribution that qualitative studies can provide to evaluating complex 

healthcare interventions (Mays & Pope, 2006). Higgins and Green (2011) also suggested a mixed 

method approach as an efficient method for the evaluation of complex models of health services 

delivery.  
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The Regulatory and Professional Environment 

Alberta’s Health Professions Act (HPA) (Government of Alberta, 2000a), in contrast to 

previous legislation, regulates all health professions with one act and introduces “overlapping, 

non-exclusive scopes of practice for health professionals” (AHW, 2004, p. ix). The Act 

established 28 self-governing colleges that, under the authority delegated to them by the Act, 

govern 30 professions, including LPNs, RNs, and RPNs (AHW, n.d.).  

The Act introduced the concept of restricted activities, which are defined elsewhere as 

“regulated health services that by law can only be performed by individuals who are authorized 

to perform them” (AHW, 2004, p. 7). As a companion to the HPA, Schedule 7.1 of the 

Government Organization Act identified an omnibus list of restricted activities that are part of 

the provision of a health service. Regulations for each individual health profession, made under 

the authority of the HPA, set out which restricted activities each profession may perform. 

Individual restricted activities may be authorized for several professions.  

The HPA includes a mandate statement that is common to all 28 colleges. Each college 

must carry out its activities and govern its regulated members in a manner that protects and 

serves the public interest; provide direction to and regulate the practice of the regulated 

profession by its regulated members; establish, maintain, and enforce standards for registration 

and of continuing competence and standards of practice of the regulated profession; and 

establish, maintain, and enforce a code of ethics (Government of Alberta, 2000b). 

Schedule 10 of HPA is dedicated to the profession of licensed practical nurses. It states 

that LPNs in their practice do one or more of the following. 

(a)  Apply nursing knowledge, skills, and judgment to assess patients’ needs. 

(b)    Provide nursing care for patients and families. 
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(b1)  Teach, manage, and conduct research in the science, techniques, and practice of 

nursing. 

(c)  Provide restricted activities authorized by the regulations. (Government of Alberta, 

2012, p. 124) 

Prior to the proclamation of HPA in 2001, the 30 health professions were regulated by a 

number of different statutes. As a part of the transition to HPA, each college drafted regulations 

that included extensive consultation processes with numerous stakeholders. Subsequently, the 

regulations for each college were approved by the Lieutenant Governor in Council (AHW, 

2004). The Licensed Practical Nurses Profession Regulation (Government of Alberta, 2012) 

identified registration categories, registration eligibility requirements, registration processes, a 

statement of authorized restricted activities, continuing competence requirements, and an 

alternative complaint resolution process. As members of a self-governing profession, individual 

LPNs are accountable for their decisions and actions to their clients and employers and to their 

regulatory college. If an individual member fails to meet the professional standards of her/his 

college, in this case CLPNA, the college is charged with the responsibility of taking disciplinary 

action (AHW, n.d.). This disciplinary action is over and above any such action undertaken by an 

employer. 

The particular competencies of LPNs were spelled out in the Competency Profile for 

Licensed Practical Nurses (CLPNA & AHW, 2005). The document “includes the knowledge, 

skills, behaviours, and attitudes required by” LPNs (CLPNA & AHW, 2005, p. i). It was jointly 

developed by CLPNA and AH, but legal ownership of the document rests with the ministry. The 

CLPNA Council has the authority to amend this document as it did in 2008 with the addition of 

“the competency of direct IV push” as an “additional competency” (CLPNA, 2008b). Such a 
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competency would be “gained specifically through additional training or specialty education” 

(CLPNA & AHW, 2005, p. ix). In addition, CLPNA’s Council, consistent with the mandate of a 

self-governing college, has developed and approved a code of ethics and standards of practice 

(CLPNA, 2008a). 

LPNs’ scope of practice reflects the practice statement in Schedule 10 of HPA 

(Government of Alberta, 2000a), the restricted activities identified in the LPN regulation 

(Government of Alberta, 2012), and the competency profile document (CLPNA & AHW, 2005). 

There are two points of importance. First, a scope of practice for any health profession includes 

statements made in the HPA, the college’s regulation, and the competency profile or equivalent 

document developed under the authority of each college’s council. Second, scopes of practice are 

non-exclusive (AHW, 2004) and, as a result, the scope for any one health discipline may overlap 

with the scope of other disciplines. In the case of the three nursing professions, there is 

substantial overlap between LPNs and RNs. 

While the concept of scope of practice defines the range of competencies and activities 

associated with each discipline, individual professionals in any health discipline are responsible, 

as members of a regulated professional body, for self-assessing their readiness to undertake a 

task based on their critical understanding of the situation, the competencies required, and their 

education, training, and experience. Even though a task may be within the scope for the 

profession, individuals have a self-assessment and situational assessment responsibility before 

undertaking the task. If individual LPNs feel that a task is not appropriate for their competencies, 

they seek assistance as required, just as all regulation health professionals are expected to under 

the HPA regulation (CLPNA, 2008a). In practice, it is not only the self-assessment of one’s 

readiness to undertake a task that will impact a decision related to an LPN’s role in a particular 
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organization. Administrators, managers, and supervisors make judgments about staff readiness in 

relation to particular patients and particular situations on an ongoing basis. Thus, the legislation 

regarding scope has been transferred through several filters from legislation to actual practice 

(Clarke, 2012, personal communication). 

The LPN diploma programs are offered by public and private colleges in Alberta. HPA 

grants CLPNA the authority to approve the programs from which applicants must graduate in 

order to be eligible for registration. The programs, including their educational outcomes, must be 

approved by the Council of the CLPNA. Program approval for public colleges and program 

designation for private colleges rests with the Minister of Enterprise and Advanced Education. 

Graduates of these programs must successfully complete the Canadian Practical Nurse 

Registration Exam before being registered with CLPNA. Applicants from other jurisdictions are 

eligible for registration if their training and experience are considered to be substantially 

equivalent to the eligibility requirements set out in the regulation. 
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Public and Employer Policies 

Alberta Health (AH), Alberta Health Services (AHS), and Covenant Health (CH) are the 

leaders and providers of healthcare in Alberta. These three bodies are crucial to understanding 

the implementation of full scope of practice for LPNs in Alberta because they reflect public 

policy and employer policy.  

AH, a ministry of the Government of Alberta, provides strategic leadership and funding 

for the delivery of healthcare in Alberta. AHS is a healthcare delivery system that operates under 

the leadership of a board appointed by government. It has over 90,000 direct employees and 

provides services and programs at 400 facilities across the province. AHS was created in May 

2008 when nine healthcare regions and three specialized agencies were amalgamated by 

government.  

CH is a province-wide Roman Catholic healthcare delivery system that traces its roots to 

the late 1800s. As a system, it was created in 2008 when 16 facilities across the province joined 

together (Covenant Health, n.d.). It is governed by a board appointed by the Catholic Bishops of 

Alberta. CH receives funding from AHS through a service agreement and employs 9,400 people. 

It has full independence from AHS on policy matters.  

Alberta Health 

An examination of AH documents identified two relevant documents. The first, Health 

Workforce Action Plan: Addressing Alberta’s Health Workforce Shortages 2007 to 2016 

(Government of Alberta, n.d.), was released in 2007 to address workforce shortages but, just as 

importantly, to “promote systemic change” (p. 6) so that the healthcare delivery system could 

respond to the demands of the future. Several strategies were identified to address the looming 

workforce shortages and the need for system change. For example, scope of practice received 
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attention with the following statement of expected outcomes: in cooperation “with health regions 

. . . begin policy and culture changes that allow health providers to work to their full scope of 

practice” (Government of Alberta, n.d., p. 10). Three examples were provided from professions 

other than LPNs. 

The second document, Becoming the Best: Alberta’s 5-Year Health Action Plan, a joint 

publication of AH and AHS “sets out clearly defined targets for health system performance and 

outlines how AHS, the Government of Alberta, and their healthcare providers will work together 

to meet those targets” (Government of Alberta, 2012b). It makes a specific reference to enabling 

“professionals to work to the full extent of their skills and abilities, as part of larger health 

teams” (Government of Alberta & AHS, 2010, p. 31). 

Alberta Health Services 

A number of documents from AHS express a consistent commitment to full scope of 

practice for all health professions. Some make specific references to LPNs. The first of these was 

a strategic direction document released in 2009 just after the creation of AHS as a provincial 

system. As a part of a strategy to “balance workforce skills with need,” there was a general 

reference to “ensure optimal deployment and utilization of skills and knowledge of all health 

care providers” (AHS, 2009, p. 14). More specifically, there was direct reference to LPNs in 

order to “ensure use of License [sic] Practical Nurses (LPN) and Health Care Aides (HCA) to 

full scope of practice and broader utilization where appropriate” (AHS, 2009, p. 14).  

The strategic directions document of 2009 was followed by a document outlining a “five-

year vision for Alberta Health Services” that builds on the initial strategic plan (AHS, 2010, p. 

5). While it did not make any specific reference to LPNs, it continued the overall workforce 

utilization goal strategy that initiatives should be implemented that enable staff to fully utilize 
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their skills and support “full scope of practice and achieve benefit through use of 

multidisciplinary teams” (AHS, 2011a, p. 34). Five Transformational Improvement Programs 

were identified in the 2010 document and repeated in a 2011 document (AHS, 2011a). They 

included the statement: “efficiently utilize health professionals by matching workforce supply to 

demand, promoting team-based delivery of services, and allowing health providers to work to the 

full extent of their education, skills, and experience” (AHS, 2010, p. 48; 2011a, p. 35).  

AHS’s governance document (2011a) provided important context for understanding the 

role of employer policy in relation to professionals’ scope of practice. A distinction was made in 

the document between corporate governance and clinical governance. The former focused on the 

business operations of AHS while the latter focused on quality of care and patient safety. Clinical 

governance policies “set out the responsibilities and expectations for the healthcare team in the 

delivery of clinical care” (AHS, 2011b, p. 5). While LPN scope of practice is determined by 

legislation, regulation, and the CLPNA as outlined earlier, employer policies promote 

professionals with different and overlapping scopes of practice working as teams with a 

“systematic and integrated approach to ensure a high standard of patient care” (AHS, 2011b, p. 

5).  

Covenant Health 

Covenant Health (2011) made its policy commitment to full scope of practice for all 

healthcare providers in a policy manual statement of the same name. Its policy stated: 

Covenant Health supports full scope of practice for all health care providers within all 

sites, sectors, and programs to ensure that their skills and education are utilized to their 

full scope of practice appropriate to competencies, needs of the patient/client/resident, 

and the environment of care. 
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Decisions relating to scope of practice shall be based on the following: 

1. Education, experience and competence of the health care provider 

2. Care needs of the patient 

3. Support available in the clinical setting 

4. Competency profile for the health care provider 

5. Authorizations for restricted activities as per the regulation. (Covenant Health, 

2011, p. 1) 

Of particular note was their statement of principle surrounding interdisciplinary care: 

Successful implementation of interdisciplinary models of care with overlapping scopes of 

practice requires communication and collaboration amongst members of the care delivery 

team. Professionals working in interdisciplinary teams will respect one another’s 

knowledge, skills, and competencies while maintaining mutual concern for the provision 

of quality care to the patient/client/resident served. (Covenant Health, 2011, p. 2) 

This policy document review demonstrated that the Ministry, AHS, and CH are fully 

committed to full scope of practice for all health professionals where appropriate, with some 

specific references to LPNs. The focus of the policies is on principle-centred, interprofessional, 

and collaborative patient care, recognizing the individual professional’s responsibility to assess 

her/his competence in relation to the context and task at hand. 
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Methodology 

This chapter describes the research methods and processes employed in the conduct of 

this research study, including the research questions, conceptual framework, and data collection 

matrix that provided the foundation for all of the research activities. In addition, a brief 

description of the data collection methods is provided. Finally, the limitations and strengths of 

this particular study are reviewed. 

The Research Design 

The research questions. The overall purpose of this research project was to look at the 

personal, team, and organizational factors that promote or inhibit successful scope utilization for 

LPNs in Alberta. The original project proposal posed the research question: “What is the impact 

on patient outcomes and quality of care when LPNs work to full scope of practice?” After an 

extensive review of the literature on nursing scope of practice and following consultation with 

key stakeholders, the research team concluded that it was not possible to provide reliable and 

credible evidence related to patient outcomes directly related to LPN practice. Indeed, as the 

literature revealed, outcome studies on scope of practice to date have been fraught with 

methodological problems, serious limitations, and attribution issues. Research flaws included 

many unreported variables and confounding factors, small sample sizes, inappropriate use of 

summarized scores and aggregated data, and difficulties attributing outcomes to specific team 

members. Still, it was noted that some of these studies have continued to hold a pervasive 

influence on nursing discourse (e.g., Tourangeau et al., 2006).
1
  

                                                 
1
 The authors recommended that hospitals seeking to minimize unnecessary patient death should maximize the proportion of RNs providing 

direct care, but did cite a number of limitations, including small sample size relative to number of predictor variables that may have masked other 

potential predictors of hospital mortality and the potential of unknown and unmeasured extraneous variables. However, as recently as September 

2011, nurse commentators on the CBC reported this study as support for a particular staffing mix (CBC, 2011). 
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It was concluded that given the mixed staffing models and team-based environment in 

which care is provided in Alberta, it was not possible to link outcomes to a single professional 

group within that team. As one member of the study’s steering committee commented, “Patient 

outcomes cannot be attributed to LPNs unless they have been treated only by LPNs.” As a result, 

the study focused on personal, team, and organizational factors in care settings as they relate to 

the role of LPNs as well as on the quality of patient care provided in that environment.  

The research questions included:  

 What can we learn about LPNs’ practice that promotes or inhibits their ability to 

practice to full scope? How can these supports be enhanced? How can these barriers 

be reduced? 

 What can we learn about LPNs’ work teams and systems that promote or inhibit their 

ability to practice to full scope? How can these supports be enhanced? How can these 

barriers be reduced? 

 What can we learn about LPNs’ organizations that promote or inhibit their ability to 

practice to full scope? How can these supports be enhanced? How can these barriers 

be reduced? 

 How do these practice-based, system-based, or administrative factors affect the 

quality of patient care? 

The conceptual framework. Applied social research procedures can be used to 

systematically investigate the effectiveness of social interventions or policies. In order to address 

issues of criticality and efficiency, a rigorous approach to the research process was chosen to 

ensure information of sufficient credibility under scientific standards to provide a confident basis 

for action and to withstand criticism aimed at discrediting it (Rossi, Lipsey, & Freeman, 2004). 
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To ensure that the study was designed using a strong theoretical framework, the literature 

review was used to identify a range of factors most likely to influence LPNs’ ability to work to 

their full scope. A Scope of Practice Factors Model was designed to guide the research. It was 

organized into four main types of factors that could influence scope. These included: 

 the individual LPN and related characteristics, 

 the care team in which the LPN worked and the model of care employed, 

 the organization or site in which the LPN practised along with environment and 

resources that might impact it, and 

 the patient or client for whom the LPN provided care and the nursing care required. 

A copy of this model is provided on the following page. 

The data collection matrix. A research framework was developed to link the research 

questions with the Scope of Practice Factors Model. Known as the Data Collection Matrix 

(DCM), this tool guided all of the research activities in the study. Developed in collaboration 

with the research team and reviewed by the steering committee, the tool provided the study focus 

and deepened understanding of the research process. The DCM kept research activities focused 

and manageable and provided important documentation regarding the scope of the research prior 

to actual data collection. In addition, it provided a coding system for all of the data collection 

tools. It was also used as a tracking mechanism, creating an evidence trail that led from the 

Scope of Practice Factors Model through tool development, to the analysis and synthesis of data, 

and to the preparation of this final report. A copy of the Data Collection Matrix is provided in 

Appendix A. 
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Project logic model. In order to facilitate effective reporting, a project logic model 

(Figure 1) was developed and used to structure reporting about project implementation. A copy 

is provided in Appendix B.  
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Figure 1. Scope of Practice Factors Model. 
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Data Collection Methods 

A brief description of the research methods and tools used in this study follows. 

Literature review. The purpose of the literature review was to inform the 

methodological approach for this study to develop a sound rationale for the approaches chosen. It 

had three main objectives:  

1. to gain an understanding of the evidence available to provide a strong foundation for 

this research study,  

2. to highlight the methodological challenges associated with examining one 

professional group in a complex and interactive healthcare system, and  

3. to identify gaps in knowledge associated with the impact of LPNs’ scope utilization 

on quality of care and on patient outcomes.  

To date, very little research has focused on LPNs. While the PubMed database, which 

comprises more than 20 million citations for biomedical literature from MEDLINE, found 

156,046 publications containing the word “nurses,” only 374 included the term “licensed 

practical nurse(s)” anywhere in the text. Thus, the search strategy was expanded to include 

occupational titles similar to LPN, such as “registered practical nurse,” “enrolled nurse,” and 

“state enrolled nurse” that are used in other jurisdictions and countries. Only 29 references also 

related to “scope of practice” with these combinations. Related searches were extended to the 

Cochrane Library and to the ProQuest Research Library in order to identify policy briefs and 

reports in the grey literature. Ultimately, nearly 100 documents were reviewed in depth for this 

study. The findings of the literature review are summarized in Chapter 2 of this report and a 

more extensive discussion is available under separate cover.  
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Provincial LPN Survey. As case studies were an important element of the study, it was 

important to ensure that selection of the sites was based on objective, credible data rather than 

opinions regarding high scope or low scope of practice. To meet this requirement, and to obtain 

current information about LPNs in Alberta, the research team developed and implemented an 

online and mail-in survey that was disseminated to all practicing LPNs who were members of 

CLPNA. A draft version of the survey was reviewed by the steering committee. With minor 

revisions, the survey underwent a further validation process by LPNs using a method developed 

for the Social Science and Humanities Research Council (SSHRC) (Barrington Research Group, 

2005). 

Based on the Scope of Practice Factors Model, the survey went beyond perceptions of 

scope (as reported in the literature) to explore actual recorded practice, using the legislated 

competencies of LPNs as a basis for assessing the level of scope of practice. The survey asked 

questions about location, work setting, specific site details, and utilization of competencies. 

Other questions about the work environment were included in order to inform the case study 

tools with regards to communications, team environment, safety culture, job satisfaction, and 

stress – all of which have been shown in other studies to be related to quality of patient care.  

The survey was sent to all LPNs listed as current active members in the CLPNA database 

as of May 2011. LPNs with email addresses were sent a recruitment email from the CLPNA with 

a link to the survey and two subsequent reminder emails. In total, 8,549 online and mailed 

surveys were sent out to LPNs. The online version of the survey was only accessible via the URL 

emailed to LPNs. LPNs without listed email addresses were sent hard copies in the mail along 

with one subsequent reminder. In addition, two reminder emails were sent, a survey reminder 

was posted on the CLPNA Facebook page, and an advertisement for the survey was published in 
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the CLPNA Care Journal (Vol. 25, Issue 1, Spring 2011, p. 4). The online version of the survey 

was created using FluidSurveys online questionnaire software. 

Data from mail-in and online surveys were merged into a database, cleaned, and analyzed 

using the Statistics Package for the Social Sciences version 19. LPNs who indicated that they 

were not currently working as LPNs in Alberta were excluded from the analysis. A total of 2,313 

valid surveys were used in the analysis and represented a response rate of 27.9%. The findings of 

the survey are reported under separate cover and are also summarized in Chapter 4 of this report. 

A copy of the survey and consent form can be found in Appendix C. 

Identification of case study sites.
2
 Rather than rely on subjective perceptions of scope 

utilization as done in previous studies, a Scope Indicator variable was produced to provide an 

objective measure of LPN competency utilization. The Scope Indicator was then used as a basis 

for the site selection process. The Scope Indicator was based on LPNs’ individual responses to 

two survey items (Q24 and 28), which asked them to indicate the extent to which they utilized 

the 20 competencies listed in their daily work. The Scope Indicator was a composite site score 

that was based on an average of the individual LPNs’ scores across all the listed competencies. It 

is important to note that the analysis excluded competencies that individuals had identified as 

Not Applicable. Thus, only competencies appropriate to a particular work setting were measured. 

LPNs working in long-term care, for example, would not be scored for competencies only used 

in acute care. Scope Indicator scores could vary between 20 (worst possible score) and 100 (best 

possible score), and actual values ranged from 30 to 100. The distribution was approximately 

normal with a mean value of 77.8 (SD = 1.5, n = 1,569).  

                                                 
2
 Science-Metrix, an independent research evaluation firm based in Montreal and a leader in bibliometric analysis, was contracted to perform the 

site selection analysis. 
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Further statistical analysis and modeling was conducted to prepare a data set for case 

study site selection. Respondents with less than 75% valid answers were removed (invalid 

answers included blanks and not applicable answers), reducing the sample size from 2,313 to 950 

cases. Cases were further filtered to remove sites with less than five respondents as aggregated 

statistics for these sites would be too small to be considered reliable. This resulted in 52 out of 71 

possible sites being retained for further analysis. They were combined into a single graphical 

display to use as an objective tool for site selection (see Figure 2).  

Dimension 1 on the horizontal axis discriminates well between acute care settings, which 

score high on this measure (right end side of graph), and long-term care settings, which score 

low on this measure (left end side of graph). This factor is mainly composed of variables that 

relate to nursing interventions typical in acute care but not necessarily in long-term care settings 

(the administration of intravenous medications, administration of blood products,
3
 and providing 

tube, line, and drain care/maintenance).  

Dimension 2 reflects nursing processes, including developing and revising care plans and 

teaching clients and families. It should be noted that the respective positions of sites in the graph 

do not directly relate to their overall level of scope as these dimensions explain only 60% of the 

total variance. While this graph allows discrimination between sites, it does not adequately take 

into account all of the 12 variables from Dimension 1. Thus, in the top left area of the graph, 

there may be more than one type of site (i.e., sites with similar characteristics across the 12 

variables). In a sampling approach for case studies, increasing the discriminative power is 

important as one would be interested in sampling from as many different types of sites (colours 

on the graph) as possible in both the low and high scope categories. 

                                                 
3
 This was subsequently clarified to mean monitoring and regulating the administration of blood products. 
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Once groups of sites with similar characteristics were identified, the goal was to find 

those who performed to the highest scope and the lowest scope in acute and long-term care 

settings to assist the selection process for the case study analysis. In this way, it was possible to 

sample various types of sites in both the low and high scope ranges. The overall Scope Indicator 

score of a site is proportional to the size of its bubble in the graph. Size of the facility, 

geographical location, sample size, variation within sites, and overall Scope Indicator score were 

also used to select sites. Specialty facilities such as children’s hospitals were excluded from the 

final site selection process. 

Once this analysis was completed, six sites were selected that were most representative of 

high and low scope. The six sites identified for inclusion in the study were made up of three 

acute care sites, one mixed site that provided both acute and long-term care, and two long-term 

care sites. Three sites were identified as high scope and three were low scope; three were located 

in urban areas and three were in rural areas. These sites were invited to participate in the case 

study portion of the study and all six sites accepted the invitation. 
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Figure 2. Cluster graph displaying the six sites chosen for case studies. 

Case studies. This project utilized a comparative case study methodology. According to 

Yin (1989), the case study method is an empirical approach that investigates phenomena within 

real-life contexts when the boundaries and causal links between the phenomenon and its context 

are not clearly evident, where there is no single set of outcomes, and where multiple sources of 

evidence are available. It allowed for using a variety of research strategies to provide in-depth, 

objective evidence related to the research questions. By comparing key findings across the six 

sites, common themes as well as unique features could be identified.  

It must be noted that Yin (1989) also pointed out that the real-life context in which case 

studies are conducted can be unpredictable and chaotic and is beyond the control of the 

researcher. Because data collection is not routinized in a case study as it is in an experiment or 
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survey, it is considered among the most challenging types of research to do. As a result, the 

researchers also employed a developmental research process as promulgated by Patton (2011) to 

respond appropriately to some of the complexity encountered in the field. A developmental 

approach accepts turbulence as the way the world unfolds in the face of complexity and adapts to 

the realities of complex non-linear dynamics rather than trying to impose order and certainty on a 

disorderly and uncertain world. Thus, the stringent case study design of careful site selection, a 

clear program model, and rigorous data handling was tempered with a developmental approach 

to recruitment, scheduling, and data collection. 

Case study tool development. A number of tools were developed for the case study 

research. To reduce potential bias and provide credible and reliable evidence, standardized 

instruments were used when they were available. When they were not available, customized 

tools were developed and validated. The research tools were distributed to a group of 

approximately 20 participants representing practitioners at different levels of the system and 

members of the steering committee, including experienced researchers and senior managers. The 

tools were reviewed and assessed using a short validation tool that asked the participants to rate 

the clarity, relevance, and utility of each tool and to provide feedback to the researchers with any 

recommendations for change. The data from these questionnaires was analyzed and changes 

were made to the research tools based on the findings of the validation process. A sample 

interview, consent form, validation tool, and patient survey are provided in appendices D to G.  

To further enhance utility of the tools, once the first site visit was completed the tools 

were reassessed by the research team and minor changes were made to clarify wording. At this 

time, a specific tool for RN interviews was developed and added to accommodate the RNs’ busy 
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care schedules since they could not participate in a focus group and had to be interviewed one at 

a time. 

Finalized tools included the following (for a sample, see appendices D, E, and G). 

1. Senior Administrator Interview & Consent Form 

2. Team Leader Interview & Consent Form 

3. RN Interview & Consent Form 

4. LPN Interview & Consent Form  

5. Nursing Team Focus Group Protocol & Consent Form 

6. Patient Experience with Nursing Care in Acute Care Facilities in Alberta & Consent 

Form. The survey was adapted from the H-CAHPS
®
 Hospital Survey. CAHPS, or 

Consumer Assessment of Healthcare Providers and Systems, is a program of the 

Agency for Healthcare Research and Quality, U.S. Department of Health and Human 

Services. 

7. Resident Experience with Nursing Care in Long-Term Care Facilities in Alberta & 

Consent Form. The survey was adapted from the CAHPS
®
 Long Stay Resident 

Survey in a manner similar to #6 above.  

8. Family Experience with Nursing Care in Long-Term Care Facilities in Alberta & 

Consent Form. The survey was adapted from the CAHPS
®
 Nursing Home Family 

Member Survey in a manner similar to #6 above. 

With the exception of the CAHPS® surveys, all tools were coded according to the DCM.  

Case study ethics approval. The research team adhered to the Tri-Council (SSHRC, 

NSERC, and CIHR) policies for ethical standards to ensure that the privacy and confidentiality 

requirements of all participants were addressed and that legislated requirements were met. A 
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Request for Review Application was submitted, along with a research protocol, to the 

Community Research Ethics Board of Alberta (CREBA) on August 25, 2011. Approval was 

received on October 28, 2011, and the accompanying document stated, “The scientific design is 

found to be both sound and ethical within the limitations of research involving human subjects.” 

As Bow Valley College policy requires that all research conducted by College employees 

receives approval from the Bow Valley College Research Ethics Board, an application was also 

submitted to this Board. Approval was granted on November 14, 2011. 

Case study site access. Following approval by CREBA, a process to obtain institutional 

approvals was undertaken with each jurisdiction. The approval process for site access proved to 

be fairly cumbersome, involving a multi-layered approval process that took over three months to 

complete.  

The process began with a request to the senior vice president and chief nursing and health 

professions officer at Alberta Health Services to support access to the selected sites and approval 

in principle was obtained from the vice presidents of the respective zones. The executive 

director, research portfolio, Alberta Health Services, was then able to provide the names of 

individuals in each zone from whom an additional level of approval was required.  

The researchers contacted these zone representatives to determine their specific 

requirements. Significant delays occurred in some cases to identify and receive a response from 

the appropriate person. Detailed information was provided to each zone as their requirements 

varied. For example, approval at one site required the research team to conduct an in-person 

presentation to senior administrators. Four of the five zones required their own formal ethics 

approval to gain access to the sites, in addition to the CREBA approval. Once approval was 

obtained for each site, research agreements between the site and the principal investigator were 
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signed and returned to zones. Overall, the different requirements and procedures resulted in 

significant administrative work for the research team and delayed data collection by three 

months.  

The process for conducting the site visits evolved under the guidance of members of the 

steering committee with experience in site-based nursing research or in senior management. 

They advised us on the least intrusive processes for gaining cooperation and collaboration at the 

sites. Once zone approval was received, the Project Manager sent a letter to each zone to request 

the names of the site leader and patient care manager for each site. One site required a change of 

the unit in which the study was to take place, and this resulted in a further three-week delay. 

The next step in the process involved negotiations with the site leaders and the units. The 

organization of the entry of the research team into the sites was coordinated by the study’s 

project manager. This involved much diplomacy and negotiation. Letters were sent to the site 

managers providing the background to the study and a request to meet in order to discuss the site 

visit. Once a contact name at the site was provided, a series of communications ensued to work 

out the details of the site visit. The project manager suggested two possible dates for the site 

visit, and once selected, unit managers were requested to send a list of staff who could be 

available on those dates. Letters of invitation were then sent to the participants along with posters 

advertising the visit and a suggested interview schedule. The goal was to complete most of data 

collection at each site within two full working days, including both day and evening shifts, in 

order to ensure maximum participation of both patients/residents and staff. Interviews were also 

scheduled with site managers and unit leaders. Every attempt was made to schedule these during 

the site visit; however, this was not always possible and sometimes a telephone interview 

followed the visit.  
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It is important to note that the care with which site access was negotiated yielded positive 

results. The research team experienced full cooperation and collaboration from the units involved 

in the study. The first site was visited on November 29, 2011 and site visits then continued until 

March 14, 2012. 

Case study conduct. Generally, the team was welcomed by every site. Despite careful 

recruitment plans, the process of data collection was quite complex. Each site presented a new 

set of recruitment challenges. Staff did not always read invitation letters and for the most part did 

not sign up on the schedules provided. The rosters provided by unit managers actually changed 

on a daily basis due to shift swapping, illness, and vacation days. In some cases, individuals had 

not received a letter but wanted to be included anyway (e.g., four EMTs at one site were added at 

their own request). The patient, resident, and family surveys were done in consultation with the 

unit manager or team leader, who identified individuals who were well enough, available, and 

willing to participate. Few were identified that met these criteria.  

All participants received a Tim Hortons card as a thank-you at the end of their interview 

or focus group. This strategy was very well received. At the completion of data collection, a 

thank-you letter was sent to each site administrator, recognizing the contribution that had been 

made by both their staff and themselves.  

Following each site visit, the team held a debriefing meeting that was taped and 

subsequently transcribed. Topics included identifying what worked well, any surprises that were 

encountered, and any process changes recommended for the next site. This allowed the 

researchers to collect data more effectively in subsequent sites, for example, working split shifts 

and long hours to reach as many individuals as possible.  
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Case study site reports. The tape-recorded data obtained during the site visits was 

transcribed into individual Word documents. Each transcribed text was validated by a second 

researcher. The data was imported into a qualitative software program, MAXQDA, for analysis. 

This information was then written as a narrative in site-specific reports using the Scope of 

Practice Factors Model as a guide. Following extensive validation by the research team, the 

revised case study reports were sent in final draft form to the senior administrator at each site. 

They were asked to review the report for accuracy and to complete a validation survey rating the 

report’s validity, relevance, utility, and value. Their feedback was then incorporated into the final 

version of each site report, which was subsequently returned to each administrator for their own 

use. It must be noted that at no time were the administrators and staff apprised of the researchers’ 

label of high or low scope that was attached to their site. Confidentiality was ensured throughout 

the process and the sites were simply described as sites 1 through 6. 

Cross-case analysis. The final step in the case study method was to prepare a cross-case 

analysis, which is presented in Chapter 5 of this report. In general terms, the analysis describes 

the site characteristics and the demographics of participating LPNs. Key findings that were seen 

to promote or inhibit scope utilization are presented, including individual, team, organizational, 

and system factors. Finally, quality of care is discussed. In keeping with the individual site 

reports, no site names are identified and only very general setting descriptors are used, such as 

urban, rural, acute, and long-term care. Some trends that relate particularly to high or low scope 

sites are also identified. The findings of the case studies are in no way intended to be 

generalized. Instead, they provide a rich and detailed description of six particular healthcare 

facilities or units in Alberta and as such can inform the broader discussion about LPNs’ scope of 

practice. When triangulated with findings from the literature review, the provincial survey, and 
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the policy study, they fill an important gap by describing what is actually occurring “on the 

ground.” 

Policy Study 

At the recommendation of the Steering Committee, a series of interviews were conducted 

with several key decision makers in AH, AHS, and CH. This provided a systems perspective and 

created a policy context in which to embed the other findings of this study. In addition, an online 

search was conducted of relevant policy documents that were available in the public domain. 

Semi-structured interviews were conducted with six senior representatives of AH, AHS, 

and CH who had responsibility for policy development and implementation. The participants 

were selected using a purposeful sampling that focused on identifying individuals who could 

provide rich information about the phenomenon under investigation (Creswell, 2012). Members 

of the steering committee assisted with identification of some of the participants. The interview 

questions were derived from the research questions and DCM of the larger study as well as from 

the web search.  

This research was carried out in a manner that was consistent with the ethical guidelines 

of the overall study. Participants were advised that their names and positions would be identified 

in this report but that no individual comments would be attributed to them. They were also 

advised that the researcher’s notes would not be shared with members of the research team and 

that these notes would be destroyed as soon as the final project report was completed. The 

researcher returned the interview portion of the report to them for review and changes were made 

based on their comments. The full policy study is available under separate cover and key 

findings are provided in Chapter 6. 
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Data Analysis and Reporting 

The quantitative data obtained from the surveys and questionnaires was analyzed using 

the Statistical Package for the Social Sciences (SPSS) version 19 for the indicators identified in 

the DCM. Open-ended comments and qualitative data were analyzed using traditional content 

analysis techniques and overall themes were identified. Qualitative data from the case studies 

was analyzed using MAXQDA software for qualitative data analysis (Belous, 2010). Data was 

then compiled into data summaries organized by DCM topic and emergent themes as described 

by Barrington (2011). For the purposes of synthesis, and where appropriate, themes were 

mapped using Mind Manager software (Jetter, 2010). Findings were summarized and 

triangulated across data collection tools. In every case, the research team validated study findings 

through extensive dialogue and fact checking. 

Study Strengths and Limitations 

There were several strengths demonstrated in the conduct of this study, as well as a 

number of challenges and limitations. These are described below.  

Particular strengths associated with this study include: 

 extensive involvement of members of the Steering Committee, who provided input 

into study design, instrument design, and report preparation to ensure 

appropriateness, relevance, and clarity; 

 approval by CREBA and the Bow Valley College Research Ethics Board as well as 

adherence to the Tri-Council Research Ethics Policy, the Code of Conduct of the 

Canadian Evaluation Society, and the Guiding Principles of the American Evaluation 

Association; 
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 adherence to privacy and confidentiality requirements and maintenance of data 

security;  

 support of the CLPNA in recruitment for the provincial survey of its members, which 

greatly aided in ensuring that the survey was representative; 

 support of senior members of AHS in accessing zone and site approvals; 

 welcome by and openness to participation by facility administrators and staff at the 

case study sites; 

 use of a statistical modeling approach to identify case study sites, which minimized 

potential bias; 

 triangulation of findings from three separate studies (i.e., the survey, the case studies, 

and the policy study), each of which used different research methods and included 

participants from different stakeholder groups; 

 involvement of a very experienced LPN as a member of the research team throughout 

the project; 

 involvement of a project manager to spearhead study administration, negotiations, 

and scheduling; 

 extensive teamwork on the part of all researchers and support staff involved; and 

 broad senior researcher experience in studies of a similar scope and nature. 

Several challenges or limitations were also experienced in conducting this research and 

these could limit the robustness of the findings. As a result, this report should be read with the 

following in mind: 

 the limited availability of literature on the topic of LPNs in general and on their scope 

of practice in particular; 
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 the review of government documents was limited to those available in the public 

domain; 

 a rotating Canada Post strike during the provincial survey may have affected response 

rates even though the survey was extended by 12 days in an attempt to account for 

this disruption; 

 a response rate of 27.9% for the survey may have allowed for some bias among 

respondents; 

 site administrators selected the particular units of study for the case studies and 

therefore the description of the sites may relate to specific facility components rather 

than to the entire facility; 

 identification of patients, residents, and family members by team leaders and 

supervisors at the case study sites was likely to have produced a sample biased in 

favour of their fairly robust level of health and their good relationships with 

management; and 

 the limited number of individuals who participated in the policy study may have 

affected the validity of its findings although each participant held a senior position 

related to the nursing workforce. 
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Findings of CLPNA Membership Survey 

LPN – Individual Characteristics 

Of the 2,313 LPNs who responded to the survey, 94% (n = 1,873) indicated that they 

were currently working as an LPN in Alberta. Over 85% were working in direct patient care, 5% 

were in nursing but not involved in patient care, and nearly 2% were nursing instructors. The 

individual characteristics of respondents are described below. 

Location of LPN respondents. Alberta Health Services, which delivers healthcare in the 

province, is divided into five geographical health zones (see Figure 3). More respondents 

reported working in the Edmonton Zone (32%) and Calgary Zone (28%), and fewer reported 

working in the Central Zone (17%), North Zone (13%), or South Zone (11%). For response rates 

by health regions, see Table 1. 
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Figure 3. Response rate by Alberta Health Services zones (2009 map). 

Table 1 

Survey Response Rates Compared to CLPNA Membership Database (2010) 

Demographic 
Survey 

Findings 

CLPNA 

Database (2010) 
Health 

Region 
Chinook  6% 6% 

Palliser 4% 4% 

Calgary 28% 24% 

David Thompson 11% 10% 

East Central 6% 5% 

Capital 32% 34% 

Aspen 6% 5% 

Peace County 5% 4% 

Northern Lights 2% 2% 

Note: Health Regions represent the 2003 structure in Alberta. 

In terms of their location, nearly 2.5 times more LPNs worked in urban areas 

(municipalities with populations of at least 10,000 as of 2009) than in rural or remote areas (72% 
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vs. 28%, respectively). In contrast, 78% of LPNs in Alberta worked in urban areas in 2009 while 

22% worked in rural or remote areas (CIHI, 2010).  

In general, commute times were modest, with a mean commute time of 40 minutes per 

day to their workplace and back. The maximum reported commute time was 250 minutes, or just 

over 2 hours each way. Most respondents (53%) travelled between 1 and 25 km per day; only 4% 

travelled more than 100 km. 

Work setting. The highest proportion of LPNs reported working in the acute care setting 

most (46%), followed by long-term care (19%), community care (10%), clinic (8%), and 

rehabilitation (4%), as noted in Figure 4. Those who answered “other” (13%) provided further 

information about their work settings, which were mainly in assisted living (n = 48), dialysis (n = 

25), education (n = 19), home care (n = 13), urgent care (n = 11), and palliative care (n = 9).  

 

Figure 4. Frequencies of LPNs in different work settings. 

Demographics. Nearly all of the LPNs who responded to the survey were female (95%), 

spoke English at home (94%), worked in direct patient care positions (86%), and held only one 

job as an LPN (76%). However, 20% indicated that they worked two jobs and 4% worked three 

or more.  
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The mean age of the LPNs was 43.7 years, but their ages ranged from 21 to 72 years. The 

distribution of their ages was bimodal (SD = 12.4 years) with one peak around the mid-twenties 

and the other larger peak in the early fifties (Figure 5). 

 

Figure 5. Histogram of age. 

These demographic characteristics are very similar to the 2010 membership statistics 

reported by the CLPNA, including regional representation, age, and gender (Table 2). This 

suggests that the survey respondents are representative of all practicing LPNs in Alberta. 

Table 2  

Key Survey Demographics Compared to CLPNA Membership Database (2010) 

Demographic Survey Findings 
CLPNA Database 

(2010) 

Mean Age 43.7 years 41.4 years 
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Demographic Survey Findings 
CLPNA Database 

(2010) 

Gender 
Male 5% 6% 

Female 95% 94% 

 

Education and training. Of the LPNs who participated in the study, more than half 

(59%) had completed a community college diploma, while an additional 24% had completed 

some university or had an undergraduate or graduate/professional degree. Only 16% indicated 

that they had some community college, high school, or the equivalent as their highest level of 

education. 

About half of the respondents (52%) had attained an LPN Certificate and the other half 

had earned the more recent LPN Diploma (47%). Ninety-five percent indicated that they had all 

of the qualifications and certificates needed to perform their current job and 46% planned to take 

further post-basic training within the next year. When considering their LPN education and 

training, 86% of respondents felt prepared to work to full scope of practice either to a 

considerable or great extent. 

Employment status and experience. Although the LPNs indicated that on average they 

had worked as an LPN for 14.2 years, there was a considerable amount of variation in their work 

experience (SD = 12.6). Their answers ranged from 0 to 52 years of work experience and 

followed a bimodal, positively skewed distribution, with the largest proportion of LPNs having 

worked for less than 10 years and a lesser group having worked for approximately 30 years. See 

Figure 6. 



Applied Research and Evaluation 

Final Report: Understanding Licensed Practical Nurses’ Full Scope of Practice September 28, 2012 

 

 

Page 65 of 193 

 

Figure 6. Length of time as an LPN. 

Nearly half (45%) of the LPN respondents were employed part time while a similar 

number (44%) were employed full time. Only 11% of respondents worked on a casual basis and 

very few were on call (0.2%). Their jobs were predominantly permanent (93%) rather than 

temporary (6%) or seasonal (1%). The number of hours per week worked ranged from 1 to 84 

hours; seven LPNs reported working 80 hours or more per week. The most frequently reported 

number of hours worked per week was 40 hours and the mean was 33.6 hours. If given the 

choice, 60% indicated that they would work the same number of hours as they currently work. 

Approximately 20% preferred to work fewer hours and the same percentage preferred to work 

more. 
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To provide context for these figures, the CIHI (2010) reported that in 2009, 45% of all 

practicing LPNs in Alberta worked full time, which was very similar to the findings of this 

survey. However, it reported that only 41% worked part time (somewhat less than reported in 

this survey). CIHI (2010) also reported slightly more casual workers, at 14%. 

Nearly half of the LPNs (45%) who participated in the survey worked day shifts and 21% 

worked afternoons/evenings. Approximately 15% worked either rotating shifts or night shifts. 

Only 5% indicated that they worked irregular/on-call shifts. Most (64%) reported working an 

eight-hour shift and about 20% worked a 12-hour shift. The remainder worked variable hours. 

Years of experience and level of education. Survey data revealed that a relationship 

existed between the LPNs’ years of experience and their level of education. In fact, there was a 

moderate negative correlation (r = -0.38, p <0.01, n = 1,674) between education and experience, 

suggesting that the fewer years of experience an LPN had, the more likely it was that the 

individual had undergone more formal education such as a graduate or professional degree. 

Similarly, more experienced LPNs were more likely to have received less formal education. As 

demonstrated in   
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Table 3 and Figure 7, LPNs with an undergraduate, graduate, or professional degree were 

more likely to have less than five years of experience. However, regardless of years of 

experience, the majority of LPNs were found to have completed community college. It should be 

noted that LPNs in Alberta who entered the program prior to 1990 attended the Alberta 

Vocational Centre (AVC) and would not have considered their training to be at the community 

college level. Experience categories are displayed based on percentiles. 

  



Applied Research and Evaluation 

Final Report: Understanding Licensed Practical Nurses’ Full Scope of Practice September 28, 2012 

 

 

Page 68 of 193 

Table 3 

Years Working as an LPN and Level of Education 

Level of Education 

Years Working as an LPN 

Total < 5 years 5-19 years > 19 years 

% (n) % (n) % (n) % (n) 

*High school or equivalent 100% (171) 6% (10) 16% (28) 78% (133) 

Some community college 100% (103) 15% (15) 25% (26) 60% (62) 

Completion of community college 100% (1,011) 34% (345) 37% (370) 29% (296) 

Some university 100% (263) 42% (111) 44% (116) 14% (36) 

Completion of undergraduate degree 100% (104) 62% (64) 31% (32) 8% (8) 

Graduate/professional degree 100% (22) 77% (17) 9% (2) 14% (3) 

Total 100% (1,674) 34% (562) 34% (574) 32% (538) 
 

Note: Respondents who completed LPN training at the Alberta Vocational Centre (AVC) from 1965-1990 would not have 

considered their training to be at the community college level. 
 

 

 

Figure 7. Years working as an LPN and level of education. 

Health and stress. Nearly three quarters (73%) of the LPNs who participated in the 

survey reported that their overall health was either Excellent or Very Good while nearly one 
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quarter (23%) indicated that their health was Good. Only 4% indicated that their health was Fair 

or Poor. However, when asked about their physical health, including physical illnesses and 

injury, the LPNs’ responded on average that their physical health was “not good” 2.2 days per 

month; 35% indicated that their physical health was “not good” on at least one day per month. 

When considering issues associated with their mental health, such as stress, depression, 

and emotional problems, a total of 53% of the LPNs indicated that they experienced mental 

health issues at least one day per month. On average, LPNs indicated that they experienced 

mental health issues an average of 3.5 days per month. During the month previous to the survey, 

respondents reported that poor physical or mental health had kept them from doing their usual 

activities, such as self-care, work, or recreation, for an average of 1.9 days. 

Overall, the LPNs who were surveyed reported moderate levels of stress, with 43% 

finding their job stressful About half the time while 32% found their jobs stressful Most or All of 

the time. One quarter said that they found their jobs to be stressful Seldom or Never. 

Job satisfaction and plans. When the LPNs were asked how satisfied they were overall 

with their current job, their satisfaction was quite high. Overall, the respondents rated their mean 

satisfaction 4.1 on a five-point scale (where 1 = very dissatisfied and 5 = very satisfied). In fact, 

37% were very satisfied and 48% were somewhat satisfied with their current job and less than 

10% were somewhat or very dissatisfied. 

When asked if they would recommend practical nursing as a career choice to a friend or 

family member, 73% responded that they would. The most frequent comment about this positive 

recommendation was that being an LPN is a rich career filled with opportunities for ongoing 

learning. The 28% who would not recommend the career frequently commented that they would 

rather encourage a friend or family member to become an RN instead. 
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The LPNs were asked if they had wanted to leave their current job during the past year; 

56% indicated that they had considered this option. The main reasons that respondents provided 

for this view included workload issues (37%) and scope issues (18%). When asked for further 

information in an open-ended question, the most frequent responses related to management 

issues and, to a lesser extent, conflict with other workers. These responses were not elaborated 

upon in the survey. 

When asked whether they received any recognition for doing their jobs well, such as an 

award, a bonus, or a promotion, 75% responded that they did not. 

The LPNs were asked to select options to describe their plans for the following year. 

Most planned to continue working as an LPN (65%) while nearly one quarter (22%) planned to 

take an educational program. Other responses included taking a different role in healthcare (8%), 

working outside of healthcare (3%), and retiring (3%).  

The mean age of planned retirement was 61.6 years (SD = 29.4), but many comments 

were received (n = 599) that suggested that these individuals might be encouraged to stay in the 

profession longer if they had higher wages and better benefits. In addition, 186 individuals 

commented that they might stay on longer if they could expand their scope of practice. It was 

interesting to note that while on the topic of being encouraged to stay in their careers longer, 174 

individuals simply indicated that they loved their jobs. 

Competencies. A list of general nursing competencies drawn from the CLPNA 

Competency Profile (CLPNA & AHW, 2005) was provided in the survey. Using a five-point 

scale (where 1 = not at all and 5 = a great extent), respondents indicated the extent to which they 

could use these competencies in their current job. Table  4 summarizes their responses.  
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Table 4 

General Nursing Competencies 

Competency 
Number 

(n) 
Mean 

(M) 

Standard 
Deviation 

(SD) 
Communication and interpersonal skills 1,721 4.5 0.7 

Professionalism 1,725 4.5 0.7 

Safety 1,725 4.4 0.8 

Nursing knowledge 1,729 4.2 0.8 

Nursing practice 1,717 4.2 0.8 

Nursing process 1,725 4.1 0.9 

Leadership 1,715 3.8 1.3 

Specialty skills 1,703 3.8 1.6 

 

It can be seen that communication and interpersonal skills, professionalism, and safety 

were used extensively by the LPNs in their current jobs. Their nursing knowledge, practice, and 

process were also used to a considerable extent, although variability in their responses was 

greater, particularly with regard to the nursing process. Leadership and specialty skills (e.g., 

respiratory care, cardiovascular nursing, and emergency nursing) were used quite extensively, 

but responses varied widely. 

Nursing processes were explored in greater depth in a subsequent survey item. The LPNs 

were presented with a list of nursing processes and asked to indicate on a similar five-point scale 

the extent to which they were allowed to use specific competencies in their daily work. To 

account for the fact that LPNs’ daily tasks differ according to their work environment (e.g., acute 

care, long-term care), respondents could indicate if an item was not applicable in their particular 

work setting. Those responses were then removed from the analysis. Table 5 summarizes the 

results of this item. 
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Table 5  

Nursing Processes4 

Nursing Process 
Number 

(n) 

Mean 

(M) 

Standard 

Deviation 

(SD) 
Providing tube, line, and drain care and 

maintenance 1,398 4.5 1.3 

Ongoing assessments 1,633 4.4 0.8 

Evaluating/documenting client response to 

nursing care 1,617 4.3 0.9 

Teaching clients and families 1,638 4.1 0.9 

Admission assessments 1,544 4.1 1.2 

Administering narcotics 1,499 4.1 1.2 

Developing care plans 1,494 3.6 1.2 

Revising care plans 1,493 3.6 1.2 

Leading and supervising others 1,593 3.3 1.4 

Participating in interdisciplinary team meetings 1,544 3.3 1.4 

Administering intravenous medications 1,272 3.0 1.7 

 

It can be seen that the most frequently reported nursing processes related to tube, line, 

and drain care and maintenance, ongoing assessments, evaluating and documenting client 

responses to nursing care, and teaching clients and families. More variability was observed 

among responses regarding admission assessments and administering narcotics. To a somewhat 

lesser extent, the LPNs indicated that they developed and revised care plans, led and supervised 

others, and participated in multidisciplinary team meetings. They indicated that they were only 

allowed to a moderate extent to administer intravenous medications and responses varied widely. 

They also indicated that the process they were least likely to be allowed to do was to administer 

intravenous medications. Again, responses varied. 

When general nursing competencies were explored further by type of work setting, it was 

found that significant differences existed in the level of utilization of some competencies 

between LPNs in acute care and those in long-term care. Figure 8 displays the competencies that 

                                                 
4
 Responses to relating to monitoring and regulating the administration of blood products were omitted from this table due to a lack of clarity in 

the wording of the question. 
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differed significantly in terms of utilization by nurses in long-term care as compared to acute 

care settings. Utilization was measured on a five-point scale where 1 = not at all, 3 = somewhat, 

and 5 = a great deal. Respondents who indicated that a competency was not applicable were 

excluded from the analysis.  

 

Figure 8. LPN competencies that differed significantly in utilization between acute and long-

term care settings. 

 

LPNs utilized most competencies to a greater extent in the acute care setting compared to 

the long-term care setting. These competencies included: 

 performing admission assessments; 

 performing ongoing assessments; 

 teaching clients and families; 

 providing tube, line, and drain care/maintenance; and 

 administering intravenous medications. 
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On the other hand, leadership was more frequently reported by LPNs in a long-term care 

setting. These LPNs identified leadership as one of their competencies and reported that they led 

and supervised other workers significantly more frequently than did LPNs in acute care. 

Perceptions of scope. The definition of scope of practice varies widely among LPNs. 

The CLPNA defined it as: 

the roles and responsibilities of the Licensed Practical Nurse to perform safe, 

competent, and ethical nursing care as defined by education, legislation and the 

regulatory authority. Under HPA (2000), this is described as Area of Practice. 

(CLPNA, 2008a, p. 4) 

Survey participants were asked to define what scope of practice meant to them. 

Responses fell into four main categories. 

 Scope of practice means using material taught in LPN courses (e.g., Utilizing my 

taught/learned skills through my education/training to the full extent). 

 Scope of practice means the boundaries provided by the regulations of the CLPNA or 

by practice as defined by a specific employer (e.g., Working within the guidelines of 

the CLPNA and government regulations and guidelines). 

 Scope of practice is specific to individual LPNs based on skill proficiency (e.g., the 

ability to perform these skills competently). 

 Scope of practice is defined by performance or outcome such as giving the best 

possible patient care (e.g., Being able to . . . provide the best possible care for 

patients). 

LPNs were asked “Do you believe you are FULLY utilizing your knowledge, skills, and 

clinical judgement in your current work?” This question was asked of LPNs in Alberta in 2002 

and again in 2007 (CLPNA, 2007). In 2002, only 33% felt fully utilized; that number rose to 
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50% by 2007. In this survey (2011), there was no change. About half of the LPNs (49%) still 

believed that they were not fully utilizing their knowledge, skills, and clinical judgment in their 

current work, reporting on average that they were using 67% (SD = 18.6) of their skills, 

competencies, and knowledge in their work setting.  

Several personal, organizational, and environmental factors were reported to affect the 

LPNs’ ability to work to full scope. Table 6 summarizes these factors.  

Table 6 

Perceived Factors Affecting LPNs’ Ability to Work to Full Scope 

Factor 
Number 

(n) 

Mean 

(M) 

Standard 

Deviation 

(SD) 
Staffing policies 1,590 3.5 1.3 

Direct supervisors 1,544 3.1 1.4 

Government regulations 1,494 3.1 1.3 

Patient complexity 1,571 3.1 1.3 

Relationships with staff 1,544 2.9 1.4 

Personal confidence 1,540 2.6 1.4 

 

It can be seen that staffing policies
5
 were perceived as having more impact on LPNs’ 

ability to work to full scope than any of the other factors studied. Direct supervisors, government 

regulations, and patient complexity were perceived to have a lesser effect. Relationships with 

other staff and personal confidence were perceived to have the least impact on scope. The 

perceived impact of all these factors did not differ between acute care and long-term care 

settings. 

LPNs in Their Care Team Environment 

Several items on the survey explored the care team environment in which the LPNs 

worked. In particular, the LPNs were asked if they received enough information to do their job 

and if they were treated with respect. They were also asked about the extent to which they trusted 

                                                 
5
 Please note that the survey did not differentiate between formal policies and practice. 
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the management at their workplace. Finally, they were asked to rate a general statement about 

workplace effectiveness. A four-point scale was used where 4 = very true and 1 = not at all true. 

Table 7 summarizes the findings. 

Table 7 

LPN Views on Workplace Factors 

Workplace Factors 
Number 

(n) 

Mean 

(M) 

Standard Deviation 

(SD) 
I get enough information from my team 

to do my job 1,644 3.6 0.6 

At my workplace, I am treated with 

respect 1,652 3.5 0.7 

I trust the management at my workplace 1,667 3.2 0.9 

My workplace is run in a smooth and 

effective way 1,648 3.0 0.9 

Overall, the LPNs indicated that they tended to get enough information from their team to 

do their job and generally were treated with respect. LPNs’ views about their trust in 

management were still positive, but less so, and there was more variability in their responses. 

Similarly, their views about their workplace being run in a smooth and effective manner were 

even more moderate and again, variability was high.  

Interestingly, when LPNs were asked to report the extent to which their employer 

supported their professional growth and development, the item was found to have strong or 

moderate positive correlations with all of the above questions about communications and the 

nursing team environment (see Table 8). Most strongly related to employer support was trust in 

the management at their workplace. 

Table 8 

Relationship of Employer Support to Communication/Team Environment 

Question Number  

(n) 

Correlation  

Coefficient (r) 
I trust the management at my workplace 1,493 0.47* 

My workplace is run in a smooth and effective way 1,509 0.44* 



Applied Research and Evaluation 

Final Report: Understanding Licensed Practical Nurses’ Full Scope of Practice September 28, 2012 

 

 

Page 77 of 193 

Question Number  

(n) 

Correlation  

Coefficient (r) 
At my workplace, I am treated with respect 1,512 0.38* 

I get enough information from my team to do my job 1,505 0.31* 
*Correlations were significant at the 0.01 level (2-tailed). 

These same communication and team environment factors were also strongly correlated 

to job satisfaction. As shown in Table 9, LPNs who reported working in a workplace that is run 

smoothly and effectively have higher levels of job satisfaction.  

Table 9 

Relationship of Job Satisfaction to Communication/Team Environment 

Communication/Team Environment 

Factor 

Number 

(n) 

Correlation  

Coefficient (r) 
My workplace is run in a smooth and effective way 1,562 0.54* 

I trust the management at my workplace 1,546 0.52* 

At my workplace, I am treated with respect 1,566 0.49* 

I get enough information from my team to do my job 1,555 0.34* 
*Correlations were significant at the 0.01 level (2-tailed). 

These interesting relationships begin to paint a picture of the type of team environment in 

which LPNs seem to be most satisfied; that is, a team where trust in management is high, the 

workplace is managed effectively, they feel respected, and their professional growth and 

development are encouraged. 

LPNs in Their Organization 

Communications about safety. The LPNs were asked to consider communications about 

safety in their workplace. They rated a series of statements on communications related to safety 

on a five-point scale from Never to Always. Table 10 provides a summary of their responses.  
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Table 10 

LPN Views on Communications About Safety 

Communications About Safety Number (n) Mean (M) 

Standard 

Deviation 

(SD) 
Staff will freely speak up if they see something that may 

negatively affect patient care 
1,663 3.8 0.9 

In this work setting, we discuss ways to prevent errors from 

happening again 
1,663 3.6 1.1 

Staff members are not afraid to ask questions when 

something does not seem right* 
1,670 3.5 1.0 

We are informed about errors that happen in this work 

setting 
1,665 3.5 1.1 

Staff members feel free to question the decisions or actions 

of those with more authority  
1,663 3.2 1.1 

We are given feedback based on incident reports 1,662 2.9 1.2 
* Please note that this question was originally worded in the negative. 

 

Overall, the LPNs responded positively on topics related to communications about safety. 

In particular, they felt they could speak up if they saw something that negatively affected patient 

care and felt that they could discuss error prevention. It is also interesting to note that in general 

they were not afraid to ask questions when something did not seem right. It appeared that LPNs 

received feedback based on incident reports only some of the time. 

Each of the factors related to communication about safety was also strongly or 

moderately associated with all of the communication and team environment factors (see Table 

11).  
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Table 11 

Relationship Between Communications About Safety and General Communication/Team 

Environment 

Communication 

about Safety 

General Communication/Team Environment 

I get enough 

information from 

my team to do my 

job 

At my workplace, 

I am treated with 

respect 

I trust the 

management at 

my workplace 

My workplace is 

run in a smooth 

and effective way 

n r n r n r n r 
We are given feedback on 

incident reports 1,551 0.26* 1,557 0.27* 1,539 0.38* 1,555 0.39* 

Staff will freely speak up if 

they see something that may 

negatively affect patient 

care 

1,550 0.38* 1,557 0.37* 1,539 0.40* 1,555 0.42* 

We are informed about 

errors that happen in this 

work setting 
1,552 0.28* 1,559 0.35* 1,541 0.43* 1,557 0.42* 

Staff members feel free to 

question the decisions or 

actions of those with more 

authority 

1,551 0.32* 1,558 0.43* 1,540 0.51* 1,556 0.49* 

In this work setting, we 

discuss ways to prevent 

errors from happening again 
1,550 0.36* 1,557 0.42* 1,540 0.52* 1,555 0.51* 

Staff members are not afraid 

to ask questions when 

something does not seem 

right 

1,555 0.25* 1,562 0.32* 1,544 0.38* 1,560 0.38* 

*Correlations were significant at the 0.01 level (2-tailed). 

 

It appeared that communication about safety issues was associated with general 

communications in the care team. Trusting management and discussing error prevention were the 

most strongly associated. The LPNs who answered the communication and team environment 

questions more positively were significantly more likely to also answer the communications 

about safety questions in a positive way. 

LPN job satisfaction also correlated strongly or moderately with communications about 

safety. As communications about safety improved, so did LPN job satisfaction (Table 12). The 

factor that was most strongly associated with LPNs’ job satisfaction was their confidence in 
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questioning the decision or actions of those with more authority. Receiving feedback on incident 

reports was least related, although it was still a moderate relationship.  

Table 12 

Relation Between Job Satisfaction and Communication About Safety 

Communications About Safety 
Number 

(n) 

Correlation 

Coefficient 

(r) 
Staff members feel free to question the decisions or actions of 

those with more authority 
1,571 0.45* 

In this work setting, we discuss ways of preventing errors from 

happening again  
1,570 0.44* 

Staff will freely speak up if they see something that may negatively 

affect patient care 
1,570 0.38* 

Staff are not afraid to ask questions when something does not seem 

right 
1,578 0.35* 

We are informed about errors that happen in this work setting 1,572 0.33* 

We are given feedback based on incident reports 1,570 0.29* 

*Correlations were significant at the 0.01 level (2-tailed). 

Professional development. The LPNs were asked to rate the extent to which their 

professional growth and development was encouraged by their employer on a five-point scale 

where 1 = Not at all and 5 = To a great extent. Their mean response was fairly high at 3.7 (SD = 

1.1, n = 1,770). The extent to which their employer supported professional growth was 

significantly correlated with having an accurate job description (r = 0.37, p<0.01, n = 1,298). It 

also correlated with the factors associated with communication and team environment. As Table 

13 shows, all communication/team factors were strongly or moderately correlated with employer 

support for professional development. Trusting the management in the workplace was most 

strongly related.  
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Table 13 

Relationship Between Employer Support for Professional Growth and Development and 

Communication/Team Environment 

Communication/Team 

Environment Factor 
Number (n) 

Correlation 

Coefficient 

(r) 
I trust the management at my 

workplace 
1,493 0.47* 

My workplace is run in a smooth and 

effective way 
1,509 0.44* 

At my workplace, I am treated with 

respect 
1,512 0.38* 

I get enough information from my 

team to do my job 
1,505 0.31* 

*Correlations were significant at the 0.01 level (2-tailed). 

 

Job description. Approximately one-third of respondents (505 out of 1,549) reported not 

having a job description that represented what they actually do. It was interesting to see how the 

extent to which job descriptions matched reality was associated with a number of other factors. 

These included LPN job satisfaction (r = 0.30, p<0.01, n = 1,200), employer-specific factors 

including employer support for professional development (r = 0.37, p<0.01, n = 1,298), and all of 

the communications about safety questions (see Table 14). The more accurate the job 

description, the more LPNs were satisfied were with their jobs, employers supported their 

professional growth and development, and communications about safety improved.   
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Table 14 

Correlations Between Job Description and Communications About Safety 

Communications About Safety 
Sample Size 

(n) 

Correlation 

Coefficient 

(r) 
Staff members feel free to question the decisions or 

actions of those with more authority 

1,199 0.33* 

In this work setting, we discuss ways of preventing 

errors from happening again  

1,199 0.33* 

Staff will freely speak up if they see something that may 

negatively affect patient care 

1,197 0.28* 

We are informed about errors that happen in this work 

setting 

1,200 0.27* 

We are given feedback based on incident reports 1,199 0.26* 

Staff are not afraid to ask questions when something 

does not seem right 

1,204 0.23* 

   *Correlations were significant at the 0.01 level (2-tailed). 

Scope Indicator Analysis 

The following figures and discussion reflect the Scope Indicator statistical analysis 

conducted to select sites for the case study component of this study. The Scope Indicator variable 

provided an objective measure of LPN competency utilization, with values ranging from as low 

as 30 to a maximum possible value of 100. The distribution was approximately normal with a 

mean value of 77.8 (SD = 1.5, n = 1,569) and a slight negative skew, resulting in a larger 

proportion of LPNs with a Scope Indicator scope greater than the mean (see Figure 9).  
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Figure 9. Scope indicator distribution. 

Since the Scope Indicator excluded questions that were answered as “not applicable,” the 

remaining scores should only measure competencies that are appropriate for a particular work 

setting. With this in mind, LPNs working in acute care had significantly higher scores than those 

working in long-term care (79.6 and 75.9, respectively). (See Figure 10.) 
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*LPNs working in acute care settings had significantly higher Scope Indicator scores than those working in 

long-term care (t = 4.147, df = 466.252, p<0.001). 

 

Figure 10. Mean scope indicator difference by care setting. 

The Scope Indicator was used as an objective measure of LPN skill utilization and this 

value was compared with the more subjective question that asked respondents, “What percentage 

of your skills, competencies, and knowledge do you use in your work setting?” Figure 11 

displays these two measures of skill utilization in four quadrants as practice (Scope Indicator) 

and perception (skills utilization estimate). The vast majority of LPNs (75%) had values greater 

than 50% for both measures and were in the High Practice, High Perception quadrant. Very few 

LPNs were in either of the Low Practice quadrants having a Scope Indicator score of less than 50 

(5% of LPNs in total). There was, however, a considerable number of LPNs (20%) in the Low 

Perception, High Practice quadrant, suggesting that one-fifth of respondents underestimated the 

percentage of skills they use.  
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Figure 11. Scatterplot of scope indicator and estimation of skill utilization (%). 

The objective measurement of the Scope Indicator was not found to vary across 

demographic factors. Scope perception, however, did differ according to age. Figure 12 shows 

the mean Scope Indicator values for LPNs who were divided into 3 age groups according to 

percentiles. Mean Scope Indicator values are approximately equal across all age groups. Even 

though all age groups had approximately equal mean values for the Scope Indicator, the LPNs in 

the youngest age group, those aged 21 to 36, were significantly less likely to report fully utilizing 

their skills compared to the other age groups. A similar but slightly weaker trend was observed in 

terms of experience in that LPNs with the least years of experience were most likely to 

underestimate their skill utilization (χ
2
(2, n = 1,567) = 33.0, p <0.01). 
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* Significantly fewer LPNs born after 1975 reported fully utilizing their skills compared to other age groups, χ2(2, n = 1,450) = 

43.3, p <0.01. 
 

Figure 12. LPN age groups and perception of full scope. 

LPNs who had the highest Scope Indicator values also appear to be more satisfied at 

work. Figure 13 demonstrates that satisfaction was significantly higher overall in LPNs classified 

as high scope (M = 1.6, SD = 0.8) compared to low scope (M = 2.1, SD = 1.0). Scope Indicator 

scores of 82.1 or greater were classified as high scope, and scores that were less than 82.1 were 

considered low scope. This cut point was chosen based on percentiles in order to have more 

equal group sizes. 
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*LPNs classified as low scope were significantly less satisfied with their jobs than LPNs classified as high scope (p<0.001, 

95% CI of difference: 0.6 to 0.4, n = 1,450). 

Figure 13. Job satisfaction by scope level. 

Summary of Findings  

Table 15 provides a brief summary of survey research findings organized by research 

question. 
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Table 15  

Summary of Research Findings by Research Question 

Research Question Related Results 

1. What can we learn about LPNs’ 

practice that promotes or inhibits 

their ability to practice to full 

scope?  

 

Education and Training 

 LPNs who have been in the profession for less than 5 years were 

more likely to have undergone more formal education such as a 

graduate or professional degree 

 52% of LPNs surveyed had an LPN Certificate and 47% had an 

LPN Diploma 

 46% of LPNs planned to take further post-basic training within 

the next year 
 

Experience 

 Years working as an LPN ranged from 0 to 52, with an average 

or 14.2 years (SD = 12.6); the majority of LPNs had been 

working less than 10 years 

 44% of LPNs worked full-time, 45% part-time, and 11% were 

casual 

 93% of LPNs were in permanent positions, with only 6% being 

temporary 
 

Job Satisfaction 

 Overall, job satisfaction among LPNs respondents was high; 

mean = 4.1 on 1-5 scale 

 LPNs who used more of their skills had a higher level of job 

satisfaction 

 56% had wanted to leave their job during the past year (37% for 

workload issues and 18% for scope issues) 

 Factors that could encourage them to stay in the profession (not 

retiring): higher wages and better benefits; expanding their 

scope of practice 
 

Individual Competencies and Scope Utilization 

 Half of the LPNs perceived that they used all of their possible 

skills; however, one-fifth greatly underestimate their skill usage 

 Those who reported not fully utilizing their skills estimated that 

they used 67% of their skills on average  

 Younger LPNs were the most likely to underestimate the extent 

to which they used their skills 

 Taking into account skills that were not applicable/appropriate 

to the setting, LPNs in acute care used more of their skills 

overall than those working in long-term care 

 The competency that LPNs were least allowed to utilize was 
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administering IV medication  

2. What can we learn about LPNs’ 

work teams and systems that 

promote or inhibit their ability to 

practice to full scope?  

 

Team Leadership and Supervision 

 Employer support for professional growth and development was 

associated with positive communication and team environment 

factors 
 

Team Dynamics 

 Positive communication and team environment factors were 

associated with higher LPN job satisfaction 

 Team communications about safety were positive overall and 

were associated with increased LPN job satisfaction and positive 

communication and team environment factors 

 Having an accurate job description was associated with better 

communications about safety 

3. What can we learn about LPNs’ 

organizations that promote or 

inhibit their ability to practice to 

full scope?  

Policy 

 LPNs working in acute care used more of their skills overall 

than those working in long-term care; however, LPNs in long-

term care were more likely to use leadership-related 

competencies than their colleagues in acute care 

 Of all the team and organizational factors listed, staffing policies 

were reported to have the most impact on LPNs’ ability to work 

to full scope (M  = 3.5 on a 5-point scale, SD = 1.3) 
 

Resources and Funding 

 The extent to which professional growth and development was 

encouraged by employers was 3.7 on a 5-point scale (SD = 1.1) 
 

Organization and Scope Utilization 

 One-third of LPNs reported not having a job description that 

represented what they actually do 
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Findings of the LPN Cross-Case Analysis 

This chapter describes the key findings obtained from case studies conducted at six 

Alberta healthcare facilities between November 2011 and March 2012. Using statistical 

modeling and individual responses to the provincial LPN Scope of Practice Survey, it was 

possible to produce composite scores that related to scope utilization by site. In this way, three 

high and three low scope sites were selected for the case studies. Interviews or focus groups were 

conducted with administrators, unit managers, team leaders, RNs, LPNs, HCAs, and other staff 

at each site. Registered psychiatric nurses (RPNs) were not employed in any of the units of 

study. In addition, standardized surveys were distributed to a number of clients
6
 as well as to 

several family members (Table 16). In total, 193 individuals participated in this case study 

research.  

Table 16 

Case Study Participants by Site 

Participant Group Site #1 Site #2  Site #3 Site #4 Site #5 Site #6 Total 

LPN 4 5 7 7 6 5 34 

Nursing Team - RN N/A
a
 7 10 7 10 5 39 

Nursing Team - 

HCA/NA 

 

9 

(2 

groups) 

 

7 

(2 

groups) 

 

3 
 

26 

(9 

groups) 

6 9 60 

Team 

Lead/Supervisor 

3 2 5 2 2 N/A
d
 14 

Senior Site 

Administrator 

1 2 1 1 1 1 7 

Acute Care Patient N/A
b
 3 10 N/A

b
 7 2 22 

LTC Resident 4 N/A
c
 N/A

c
 4 N/A

c
 1 9 

LTC Family Member 3 N/A
c
 N/A

c
 0 N/A

c
 1 4 

Other - - - - - 4 EMTs 4 

Total 24 26 36 47 32 28 193 

a - Two RNs were interviewed at this site, but the Team Lead/Supervisor tool most accurately described their roles. 

b - This was a long-term care facility. 

c - This was an acute care facility. 

d - The site administrator also acted as unit manager and team leader at this site. 

                                                 
6 The term “client” is used to encompass both acute care patients and long-term care residents. When discussing specific types of sites, the term 

“patient” or “resident” is used accordingly.  
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An individual site report was prepared and sent to each of the six senior site 

administrators to review for accuracy and provide feedback. Each administrator completed a 

validation survey to capture their perception of their report’s validity, relevance, utility, and 

value. Changes to the final site reports were made accordingly. 

This chapter provides a summary of key findings from the six individual site reports as 

well as a cross-case analysis. Each site is described briefly and is followed by a general review of 

the characteristics of participating LPNs. Factors associated with LPN scope utilization are 

described using the Scope of Practice Factors Model (p. 22) as a framework. The individual, 

team, organizational, and client-related care factors are discussed in terms of their impact on 

LPNs’ ability to work to full scope. A brief discussion of quality of care follows, based on the 

data obtained from staff interviews and focus groups and from the standardized surveys 

administered to clients and family members. The surveys did not focus on the care provided 

specifically by LPNs, but instead examined overall perceptions of the quality of care provided by 

the nursing team. 

Site Characteristics 

The case study sites included acute care and long-term care facilities in both rural and 

urban locations in Alberta. At least one site was located in each of the five provincial health 

zones as defined by Alberta Health Services. Features of each site studied are presented in Table 

17. 
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Table 17 

Case Study Site Characteristics 

LPN 

Scope 
(Based on 

Survey) 

Type of Care Site Location Unit(s) of Study Beds 
(Approximate) 

Study 

Participants 

High Long-Term Site 1 Urban 1 floor 75 24 

High Acute Site 2 Urban 1 unit 30 26 

Low Acute Site 3 Urban 6 units 100 36 

Low Long-Term Site 4 Rural Facility (2 wings) 100 47 

Low Acute Site 5 Rural Facility (2 wings) 30 32 

High Acute & Long-

Term 

Site 6 Rural Facility (2 wings) 40 28 

 

The selection of the unit of study at each site depended on several factors. Senior 

administrators provided advice and direction regarding which facility, unit, or group of units 

would be most appropriate for participation. The size and nature of each facility were also 

considered. For example, some facilities contained only one or two units or wings and employed 

a small number of staff. Others were large, complex organizations with many units from which 

to select a study component. Data collection was limited to work settings where LPNs were 

employed; therefore, emergency departments, outpatient clinics, and certain other specialized 

areas were excluded from examination. The unit manager(s) were then invited to participate, and 

once they had agreed, staff also received invitations. All relevant permissions were obtained.  

Site 1 was a long-term care facility located in a large urban centre. In total, 24 individuals 

at the site participated in the study. Researchers interviewed staff and administered surveys to 

residents and family members on one floor of this facility, which housed approximately 75 

residents. Many residents were elderly and required some assistance with mobility and activities 

for daily living (ADLs). According to a unit manager, an estimated 30% of the resident 

population had been diagnosed with Alzheimer’s disease or other forms of dementia. Based on 
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statistical analyses from the LPN survey, Site 1 was identified as a high scope site in terms of 

LPN practice.  

Site 2 was located in a large urban centre and provided acute medical and alternate levels 

of patient care. Twenty-six staff members and patients from this large facility participated in the 

study. The unit studied housed 30 patients, including both acute care and transitional beds. As 

such, patients on the unit were said to vary widely in terms of the complexity of their health 

status. At the time research was conducted, the average length of stay on the unit was reported to 

be between 70 and 80 days, largely due to the longer stay of the transitional patients. Site 2 was 

identified as a high scope site in terms of LPN practice. 

Site 3 was a large acute care facility in a large urban centre. Thirty-six participants took 

part in the study. The unit of analysis consisted of six of the facility’s units, which served 

approximately 100 patients in total. The units housed mostly orthopedic, urological, and general 

surgical patients, and thus conditions related to bone fractures and surgeries were among those 

reported to be most common. Site 3 was identified as a low scope site in terms of LPN practice.  

Site 4 was a long-term care facility located in a rural Alberta community. A total of 47 

staff and residents participated in the study, which included both wings of the facility. 

Approximately 100 residents lived on site and services included continuing care and dementia 

care. Residents were mostly elderly, and few were independent enough to move about without 

some assistance from staff. Those who had been diagnosed with dementia resided in one wing, 

and those most at risk for unpredictable or “disruptive” behaviour were grouped in a unit within 

that wing. Site 4 was identified as a low scope site in terms of LPN practice. 

Site 5 provided a range of acute medical services (including emergency and obstetrics 

services) to a rural population. Because the site was located on the edge of a large outdoor 

recreational area, there were dramatic fluctuations in the population served on weekends and at 
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certain times of the year. Thirty-two individuals participated from the facility’s two acute care 

wings, which together held about 30 patient beds. The emergency department and the labour and 

delivery areas were not included in the study. Site 5 was identified as a low scope site in terms of 

LPN practice. 

Site 6 was a mixed acute care and continuing care facility located in a small agricultural 

community in rural Alberta. The site held approximately 40 beds across two wings. The long-

term care wing provided geriatric and dementia care. The other wing served the community’s 

acute care needs, including obstetrics, palliative care, and emergency services. Because the 

facility was located near several busy highways, the emergency department could be quite busy. 

In all, 28 staff and clients participated in the study. The site was identified as high scope in terms 

of LPN practice. 

LPN Characteristics 

Thirty-four LPNs were interviewed across the six sites. In addition to being asked to 

describe their work, their teams, and their units, LPNs were asked several questions related to 

their employment status and history. Participant responses by site are presented in Table 18. 
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Table 18 

LPN Characteristics and Demographics by Site 

Characteristic Site #1 Site #2 Site #3 Site #4 Site #5 Site #6 Total/Avg 

# of LPNs 4 5 7 7 6 5 34 

Diploma 1 3 1 

a
 5 3 3 16

 

Certificate 3 2 5 2 3 2 17 

Years on Unit (avg.) 1.8 1.5 13.4 11.4 7.25 12.7 9.35
 

Total Years as LPN 

(avg.) 

4.25 3.1 19.7 13.5 7.4 12.9 10.94
 

Full-Time 4 1 5 1 0 0 11 

Part-Time 

b
 0 4 2 6 6 5 23 

a Unclear for one participant whether a certificate or diploma was obtained. 
b Responses below 1.00 Full-Time Equivalent (FTE) hours were considered part-time. 

 

In 2005, the Practical Nurse (PN) diploma was introduced as the necessary credential for 

newly graduated practical nurses to practice in Alberta. The year represented a significant 

benchmark for practical nursing education, as prior to this a certificate was the required 

credential. In this study, there was an even division between LPNs who had graduated from a 

certificate program and those graduating from a diploma program. The LPNs at rural sites were 

twice as likely to have a diploma, while their urban counterparts were twice as likely to have a 

certificate. In many cases, the LPN’s credential was related to the number of years worked in the 

profession, creating generational cohorts. 

On average, the LPNs had been employed in the profession for 10.9 years and had been 

working in their current unit for a similar length of time.
7
 However, the median years of work 

experience was 5.5, indicating that a considerable proportion of LPNs were new to the 

profession. Cross-site comparisons revealed that LPNs from low scope sites had nearly twice the 

experience as those at high scope sites: 13.9 years on average at low scope sites compared to 7.0 

years at high scope sites. 

                                                 
7 Several LPNs indicated they had previously worked on the unit as an HCA prior to entering the LPN profession. 
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Generally, the LPNs at study sites worked part time. Over two thirds of those interviewed 

(68%) were employed part time. At two sites no full-time LPNs were interviewed. Typically, the 

LPNs in rural sites were more likely to be employed part-time while more LPNs worked full-

time at urban locations. Many LPNs expressed satisfaction with their employment status and, 

while a few expressed the desire for more shifts, most enjoyed their part-time work, as the 

following comment suggests. 

I like working out here because it’s different every day. It can be the same patients, but it 

is different problems every day . . . . And I especially love working part-time, because 

once I have had those days off, I want to come back and I am fresh and I enjoy my job. 

          - LPN, Site 6 

Factors that Promote LPN Scope Utilization 

A variety of themes emerged from the case study data regarding the factors that promote 

or hinder LPNs’ use of skills within their scope of practice. Using the Scope of Practice Factors 

Model as a guide, the information obtained from the study has been organized by individual, 

team, organizational, and system factors. Instances are noted where there may be a relationship 

between the factor and site characteristics (e.g., rural or urban location, acute or long-term care, 

high or low scope). 

Individual factors. Participants identified several individual factors that supported the 

ability of LPNs to work to full scope. In particular, nursing skills, experience, education, and 

personal initiative were found to positively influence their scope utilization. 

Nursing skills. The skills utilized by LPNs at each site were influenced by a number of 

factors, including the status of clients and their needs, facility policies, resources, and available 

staff. Table 19 depicts the frequency with which LPNs used specific skills at the six case study 

sites. 
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Table 19 

Reported Frequency of LPN Skill Utilization by Number of Sites
a
 

Skill Frequency by Site 

Often Infrequently/Only 

by Some LPNs 

Rarely or Never 

Ongoing Assessments 6 0 0 

Client & Family Teaching 6 0 0 

Evaluation and Documentation of 

Client Response to Care 

6 0 0 

Administer Narcotics 6 0 0 

Initial Assessments 5 1 0 

Initiate Intravenous Access 2 2 2 

Administer Intravenous Medication 1 4 1 

Central Line, Tube, and Drain Care 

Maintenance
b 

0 3 3 

a
 Responses relating to monitoring and regulating the administration of blood products were omitted from this table due to a lack of clarity in the 

wording of question. 
b
 At some sites, LPNs reported providing tube and/or drain care. Central line care, however, was rarely reported to be performed by LPNs. 

 

Though the skills used by LPNs varied by site, LPNs at several sites indicated that the use 

of their nursing skills improved the client care they provided, helped them work to a fuller scope, 

and enhanced their confidence. Education and on-the-job experience were identified as strategies 

to improve their nursing skills. 

Experience. LPNs at all sites associated greater work experience with greater scope 

utilization. More experience with aspects of their delivery of care such as assessment, diagnosis, 

and critical thinking helped them to improve these skills and was associated with greater scope 

utilization. As one commented: 

You learn more by doing, and you learn by having all of these different environments and 

clients. And that helps because you are more experienced to deal with problems that 

come.              - LPN, Site 4 

At one high scope site, participants indicated that hands-on experience was very 

important as a supplement to education because it allowed nursing staff to meet the expectations 

held for them at this facility. Thus, experience was reported to be an important component of 
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LPNs’ ability to work to full scope. At another site it was reported that more experienced nurses 

(LPNs and RNs) were more likely to be assigned to more complex patients than those with less 

experience due to their broader range of skills. Finally, increased confidence was also associated 

with experience. Over a quarter of the LPNs as well as a number of other care providers 

commented that experience had a positive effect on confidence, making them more comfortable 

in their practice. 

Education. Overall, LPNs believed that their education (both basic LPN and post-basic) 

contributed to improved nursing skills, greater confidence, and a higher quality of care. Some 

LPNs from a long-term care facility held the view that education prepared them to better 

communicate with and educate residents and their families. A number of LPNs also spoke 

positively of the effect of post-basic training on their skill utilization. Knowledge of symptoms, 

diseases, and medications was said to be improved through continued training after graduation. 

Other care providers also indicated that education promoted LPN scope utilization. Some 

RNs at acute care facilities noted that enhanced education for LPNs resulted in the need for 

fewer interventions from RNs. A manager at a low scope site also referred to this relationship 

between LPN education and RN workload, with another manager from the same facility adding 

that more training could smooth out differences in individual competency levels of LPNs and 

would ease the process of expanding their responsibilities at the facility. 

Some participants compared past and present PN programs, noting that recent graduates 

were exceptionally strong. A senior administrator noted that, in particular, critical thinking and 

math skills were stronger for new graduates when compared to LPNs with more experience. 

Personal motivation. There tended to be a relationship between the personal motivation 

of LPNs and their level of scope utilization. Several LPNs indicated they were motivated to take 

on additional responsibilities, such as taking advantage of opportunities provided by RNs and 
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team leaders to practice their skills. LPNs at the three high scope sites (sites 1, 2, and 6) reported 

that their personal motivation had increased their willingness to pursue further education as well 

as to continue learning on the job. A charge nurse and an administrator at two of these sites 

described LPNs as “eager” to learn and to improve their skills. At one site where LPNs were 

sometimes in charge of a long-term care wing, one HCA indicated that LPNs were motivated to 

work hard in order to “prove themselves” to RNs. 

The sources of personal motivation were varied, but many LPNs referred to job 

satisfaction as a motivator. Job satisfaction among LPNs was high at most sites, including at two 

high scope sites where all of the LPNs interviewed reported enjoying their work. LPNs described 

their work as “rewarding” and “challenging”. As one commented, “I feel really good about 

myself when I leave my job.” Several other LPNs explained the reason for their satisfaction: 

I enjoy working with the residents. Above all I became an LPN because I really want to 

care for people and help them. I really feel good helping somebody that needs help. 

           - LPN, Site 1 

I love the seniors. I love everybody I work with . . . they become like family. Sure, you 

have your ups and downs just like family, [but] I look forward to coming to work every 

day.          - LPN, Site 4 

For LPNs working on long-term care units, working with residents motivated them to 

provide high-quality care. This finding was less evident with LPNs who worked in acute care 

units. 

Team factors. A number of aspects of LPNs’ work teams contributed to the ability of 

LPNs to use their skills fully. Specific factors included client assignment and workload, team 

dynamics, and team leadership and supervision. 
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Assignment and workload. At three of the four sites that offered acute medical services, 

staff assignment was largely based on patient complexity. Those patients who were deemed more 

complex were typically assigned to RNs, while LPNs were assigned the less complex patients. 

However, at two of these sites, LPNs reported that their assignment to more complex patients 

had allowed them to practice higher level skills, even when RN assistance was required. Staff 

assignment was also said to be at the discretion of the charge nurse on duty.  

Many participants associated LPN scope utilization with RN workload. RNs were often 

required to assist LPNs with patient care when tasks were deemed beyond their scope at that site, 

either due to site policies
8
 or to individual LPN levels of training. LPNs at two sites expressed 

frustration over not being permitted to give IV medications (although this competency is within 

their scope of practice) and this policy was seen to cause more work for RNs. Participants from 

the three low scope sites and from one high scope site indicated that if LPNs were able to 

practice to a fuller scope, RNs would be “freed up” to focus on other tasks. As one RN 

commented, greater scope utilization for LPNs would improve the delivery of care “because the 

time I would have spent to go and do the LPN’s meds, I can spend it with my patients.” At Site 

3, where expanded responsibilities for LPNs were being contemplated, a number of LPNs, RNs, 

and a manager supported this approach as a way to alleviate the RN workload. 

RNs have said it would be much easier if we were able to practice to full scope, so that 

we can look after our patients and they can, you know, look after theirs. I have already 

seen the positive outcomes for patients.     - LPN, Site 3 

                                                 
8
Throughout this chapter, references are made to facility practices or policies that promote or inhibit the ability of LPNs to practice to 

full scope. It is important to note that, in most cases, the researchers did not know whether references to policies related to formal 

facility policies or simply to informal policies or typical practice. 
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At another site, RNs also commented that greater LPN skill utilization would provide 

“workload relief” for RNs by removing the need to assist LPNs with more complex tasks. One 

also suggested that LPN scope utilization would affect RN scope as well, stating:  

If [LPNs] were allowed to work in a broader scope of practice it would free up the RNs to 

be more what the RN has been trained to do, and down the line. It would be a whole shift, 

if they were allowed to do more.      - RN, Site 4 

At Site 6 (a high scope site), two LPNs mentioned that freeing up RNs was an 

organizational strategy and the administrator concurred, commenting that by allowing LPNs to 

perform a wider range of tasks, the RN role had been enhanced, allowing them to focus on the 

most complex patients. 

Team dynamics. RNs played a significant role in LPN scope utilization in other ways. 

LPNs and RNs at two sites identified opportunities provided by RNs for LPNs to practice new or 

infrequently used skills, such as changing complex dressings or starting IVs. RN acceptance of 

LPN role expansion appeared to link to such opportunities. As one RN remarked, “We all need 

to be working to our level of ability and our level of training. Otherwise, we are frustrated.” 

A number of LPNs spoke positively about the support and assistance provided by their 

RN coworkers and charge nurses. Guidance, demonstration, instruction, and mentoring were 

identified as supportive RN strategies. Several LPNs indicated their appreciation for this support. 

Other members of the care team also supported greater LPN scope utilization. 

Interprofessional communication and practice was one supportive strategy that was identified. 

Participants from several sites referred to the advice and support provided by physicians and 

therapists on their units. LPNs at three sites were said to provide helpful advice and support to 

their peers. In contrast, at the other three sites, only one LPN worked on the unit for each shift. 

At one site, EMTs provided care on the unit while remaining on call for emergencies. An LPN 
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mentioned that orienting new EMTs to the facility gave her an opportunity to practice her own 

skills. 

Both formal and informal communication mechanisms helped LPNs obtain useful 

information. Shift reporting was identified by LPNs at all three high scope sites while group 

meetings were seen as an aid to problem solving at one low scope site. The administrator there 

saw the meetings as a way to eliminate the hierarchy between workers. Conversations on breaks 

or at the end of a shift were useful informal reporting mechanisms seen at three sites as a way to 

share information about client needs or care plan changes. At one acute care site, a unit manager 

was credited with setting up a system of reporting between coworkers whenever one of them 

went on a break. Another strategy used at that site was a “problem board” on which staff could 

write questions for the unit’s physicians to address. 

Team leadership and supervision. Team leaders, including charge nurses, educators, 

managers, and administrators, were credited by participants at all sites for helping LPNs to 

expand their scope. LPNs at the three high scope sites, as well as at one low scope facility, 

commented on the role of leadership in teaching and in promoting scope utilization. As one LPN 

described, a teaching style that emphasized demonstration and guidance was particularly helpful: 

A very experienced charge nurse, if I have a problem or question she will not tell me 

what to do, but she will remind me. “Have you thought about this, have you thought 

about that?” So it really helps me to think about things in a different way and it definitely 

improves the patient care.       - LPN, Site 2 

Individual managers were also said to provide direct support for professional 

development by encouraging LPNs to pursue opportunities such as training in specialized 

competencies or to pursue a Bachelor of Nursing (BN) degree. LPNs also emphasized trust as an 

important supervisory quality. Some noted that their charge nurse or unit manager did not 
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“interfere” with their work if it was known that the competency was within their scope of 

practice. Other important supervisory qualities reported by LPNs included friendliness, 

approachability, supportiveness, and calmness. 

LPNs at five of six sites reported that their team leader had provided them with 

opportunities to practice newly learned or infrequently used skills. At one high scope site, three 

RNs who had served as charge nurse spoke of encouraging LPNs to practice unfamiliar tasks. 

Two reported encouraging LPNs to communicate with physicians and physical therapists 

working on the unit, while another used the example of a tracheostomy patient to explain an 

empowerment approach to delegation: 

Just because an LPN comes to me and says, “you know what, I have never had a [patient 

with a] ‘trach’ before,” that is not a reason for me . . . to take them off that assignment. 

It’s a reason for me to be able to empower that LPN to provide confident and 

knowledgeable care, so I don’t have a problem with going in and showing them how to 

do it or assigning a nurse to help them with it.     - RN, Site 2 

Two LPNs at the same site mentioned that the charge nurses or other team leaders 

checked to make sure they were comfortable with the complexity of their patient assignment. 

Participants at three of the acute care sites commented that supervisor monitoring was helpful for 

LPNs when performing new tasks. At one of the high scope sites, an LPN described a strategy 

used by the administrator to increase LPN responsibilities incrementally. For example, LPNs 

began to administer medications during the least busy medication pass and gradually built up to 

administering all medications during the shift. 

Organizational and system factors. Organizational factors affected LPNs’ use of their 

skills in a number of ways. These included the overall organizational vision and approach to 

LPN scope utilization, unit staffing, employer support for professional development, resources, 
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and other facility policies and practices. A system-wide factor that also emerged was the 

relationship between the site and the United Nurses of Alberta (UNA) union. 

Organizational vision. Senior administrators were asked to describe their vision for 

nursing care. At all sites, the administrators referred to the need to provide quality nursing care. 

Two administrators at long-term care sites emphasized the need for holistic care for their 

residents. At three sites, administrators reported that they used a collaborative model of care, 

while at two other sites the administrators described using a team-based model. Findings point to 

some inconsistency between the care model stated by the administrator and that reported to be 

practiced by staff on the case study units. Specifically, at three sites some unit-level staff said 

they practiced a primary nursing model whereas only one site administrator reported that this 

was the case. At two acute care sites, however, administrators did note that the model could vary 

from unit to unit.  

All of the administrators indicated that LPNs played an important role in providing care 

at their facilities. One administrator (from a high scope site) summed up her position on LPN 

scope utilization by saying, “I think if people can do the job, let’s let them do it.” At all six sites, 

administrators reported that LPNs were either currently or soon to be expected to work according 

to their full scope of practice, although the administrator from a long-term care facility qualified 

this statement in noting that LPNs "work to full scope to what is appropriate in this setting.” 

The importance of fostering a culture of staff acceptance for an expanded LPN role was 

mentioned by two administrators. At Site 3, a low scope site that was in the process of expanding 

LPN scope utilization, the administrator reflected on the dynamic between RNs and LPNs, 

stating that there could be resistance from RNs to the increases in LPN responsibilities, and that 

although “the education for LPNs has changed…it [will take] time to change the culture as well.” 

At Site 6, a high scope site that had recently expanded LPN practice, the administrator agreed 



Applied Research and Evaluation 

Final Report: Understanding Licensed Practical Nurses’ Full Scope of Practice September 28, 2012 

 

 

Page 105 of 193 

that certain RNs had been reluctant initially to accept this change. However, citing examples 

from emergency situations where RNs and LPNs had worked together and achieved positive 

outcomes, she noted that such experiences contributed to the RNs’ acceptance of the LPN scope. 

Staffing assignments. Staff assignment influenced LPN skill utilization. At two sites it 

was reported that an increase in the ratio of LPNs to RNs had been under discussion. At one site 

they planned to increase their number of LPNs over time as they continued to increase their 

competency training and as RNs retired. At the other site, some increase in scope utilization had 

already been implemented. LPNs occasionally replaced RNs by supervising the long-term care 

wing as long as an RN remained in a nearby wing to provide advice as needed. The LPNs at this 

site saw this as a way to increase their leadership and decision making responsibilities. However, 

it was assumed by many RNs and managers at two sites that LPNs were not permitted to fill the 

role of charge nurse. One supervisor spoke of informally permitting LPNs to take on this 

supervisory function, commenting: 

Personally I trust [our LPNs] to the same degree as the RNs. Because I am an RN, I am 

around here and [if] the RN calls in sick or something … under my supervision, 

informally I allow [LPNs] even to be in charge of the whole floor. I think they are 

brilliant here.        - Manager, Site 1 

Sometimes the lack of availability of RNs inadvertently contributed to increased LPN 

responsibilities. Several LPNs at one low scope site indicated that when fewer RNs were present 

on the wing, the LPNs had more opportunity to practice their skills. For example, if an RN was 

unavailable for a shift or was called away during the shift, the LPN would assume more 

responsibility and “step up to a higher scope.” LPNs also took on additional responsibility during 

night shifts, when one RN was on staff in each wing. At another low scope site, LPNs also 

reported using a wider range of skills during the night shift due to a heavy workload and reported 
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understaffing. Limited staffing and unit workload were identified at one site as factors to 

facilitate LPN scope utilization. At Site 6, a rural facility that staffed only one LPN and one RN 

on acute care, an LPN remarked: 

I can tell you exactly why we work to full scope. It is because there are only two of us. If 

we don’t work to full scope, things aren’t going to get done.   - LPN, Site 6 

Support for professional development. LPNs were asked about the support they received 

from their employers for professional development (PD), which was loosely defined as including 

competency training, workshops, conferences, seminars, and other educational or training events 

related to the LPN field. The approach to PD varied from site to site. In general, all sites were 

reported to encourage LPNs to pursue professional development, but when asked to rate their 

employer’s support for PD on a scale from 1 (“not at all”) to 5 (“a great deal”), the 33 LPNs who 

responded provided a mean rating of 3.3 with a median of 3.5. Support was slightly higher at 

urban sites compared to rural sites and at high scope sites compared to low scope sites.  

Participants identified several positive elements about their organization’s approach to 

PD. At three sites, many appreciated the paid “education days” provided by their employer. 

Educational in-services and reimbursement for conference travel were also mentioned at several 

sites. An on-site educator was highly regarded by those sites that had one; LPNs reported that 

working with an educator allowed them to practice and build competence in new skills. An LPN 

at Site 5 (a rural low scope site) indicated that managers there were willing to adjust their 

schedules so that LPNs could attend courses. 

Patterns of dissatisfaction with organizational support for PD were found at four sites 

(including the three rural facilities and the three low scope sites); however, the reasons differed 

by site. LPNs at two low scope sites expressed frustration because courses were “of no use” due 

to site restrictions on their scope. At one acute care site, where a broader scope was planned, 
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participants reported feeling “pushed” through the training in order to meet organizational 

targets. Some LPNs reported that they did not have enough time to study or prepare for their 

competency exams and this sense of being rushed was associated with their reluctance to accept 

the expanding role for LPNs. At a rural site, two participants spoke of approval “roadblocks” 

regarding their attendance at courses and workshops. There, one LPN had been asked to work 

additional shifts in order to attend a PD session. Lastly, staff at another rural facility reported that 

there was little or no financial support for them to travel to PD events. As one participant said, 

“they encourage [PD], but they do not make it easy.” However, the facility did provide a well-

resourced education room where teleconferences were observed in progress during the research 

period. 

Organizational resources. Senior site administrators were asked to comment on the 

extent to which LPN assignment, productivity, and cost influenced their decisions related to the 

delivery of care. All of the administrators commented on the financial advantage of staffing 

LPNs; however, only some indicated that this was indeed a factor in assignment decisions. As 

one commented: 

I think that LPNs cost less than an RN, so we have more LPNs. So I think from that 

perspective we [have revised] the care model so that the LPNs are mostly responsible for 

doing the delivery and the RN is responsible for doing complex nursing situations.  

          - Administrator, Site 1 

RN availability was also a staffing consideration at two sites. One unit manager reported 

that if no RNs were available to take a shift, an LPN would be called in rather than going into an 

overtime arrangement with an RN. This situation was said to occur “pretty regularly” and could 

result in LPNs caring for more complex patients. At another site, RN availability was often an 
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issue and the administrator commented that it made more financial sense to staff more LPNs 

rather than to pay overtime to an RN for “almost every shift.” 

Supportive policies and practices. Participants at three acute care sites reported that LPN 

responsibilities were in the process of expanding. At a high scope site, a team leader mentioned 

that newly hired LPNs were being trained on central lines “right away” to get “them up to scope 

as soon as possible,” though this was not a formal policy of the facility. Two low scope sites 

were planning to train LPNs on the administration of IV medications. Senior administrators for 

both sites noted that further changes to LPN responsibilities were being considered. One site 

planned to add central line care, physician orders, and lab reports to the LPN role. At the other 

site, management was exploring the possibility of having LPNs work in specialized units such as 

Emergency and Labour and Delivery. The third low scope site had permitted LPNs to contribute 

to Minimum Data Set (MDS) reporting and had also permitted LPNs who were certified in IV 

administration to perform this competency. 

Supportive system factors. One administrator reported an innovative solution to problems 

posed by a local RN shortage. The administrator sought – and received – a letter of 

understanding from the United Nurses of Alberta. The agreement allowed LPNs to take on 

greater leadership responsibilities and a broader range of tasks within their scope of practice. 

Even though team leadership was included in the provincial LPN competency profile, the letter 

was seen by the administrator to be an essential component of implementing this change. As the 

team leader on the long-term care wing, LPNs received staff reports, assigned HCA tasks, gave 

all medications, managed IVs, and received reports from physicians. If a competency was out of 

their scope of practice or if an issue arose, the LPN contacted the RN on the other wing. This 

letter of understanding had been in effect for several years, and had produced, in the view of the 

administrator, “beautiful” results. 
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Factors That Inhibit LPN Scope Utilization 

The sections that follow describe factors that were seen to inhibit LPNs’ use of their full 

range of skills and these are presented in relation to individual, team, and organizational factors. 

Where appropriate, site characteristics are noted. 

Individual. At the individual level, differences in LPN experience, education, and 

motivation were found to affect their ability to practice to full scope. Findings related to these 

themes and their potential for inhibiting scope utilization are presented in this section. 

Experience. Scope utilization was limited at several sites by a lack of experience along 

with few opportunities to gain more. Five managers at two acute care sites commented that an 

LPN’s experience could limit the tasks and types of patients to which they were assigned and 

some LPNs corroborated this view. 

In addition, both RNs and LPNs noted that lack of experience could affect an LPN’s 

confidence with new or unfamiliar tasks. The LPNs emphasized the importance of providing 

opportunities to practice skills in order to build their comfort level (e.g., in initiating IV access) 

while RNs noted that certain LPNs required encouragement in order to be “more independent” 

(e.g., when communicating with doctors and therapists).  

Education and time since graduation. Time since graduation and variation in formal 

education were found to be significant factors affecting LPN scope utilization. The changing 

requirements of PN training over the years contributed to considerable individual differences in 

formal training and these were widely reported to hinder LPNs’ ability to work to full scope. 

Variations in training in certain competencies, such as care related to IVs and chest tubes, were 

reported to affect LPN assignment at three of the four acute care sites. Further, some LPNs faced 

individual barriers to training such as lack of time and, in rural locations, lack of adequate 

funding for travel. 
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A longer time since graduation was associated with a narrower range of skills for LPNs. 

Those who had graduated either with a certificate or prior to provincial scope increases required 

more supplementary training to practice to full scope. Two administrators also associated 

educational credentials obtained prior to provincial scope increases with lower critical thinking 

skills. 

At the two low scope sites where skill upgrading for LPNs was in progress, some LPNs 

indicated that their fewer years of formal education were associated with less self-confidence. In 

fact, there was some resistance to increased scope utilization on the part of some LPNs. Some 

expressed the sentiment that they had not “signed up for” these new responsibilities when they 

had decided to become an LPN. Not all were motivated to complete post-basic training. One also 

indicated that there was little incentive to learn new skills, as they would not lead to higher 

compensation. Upcoming retirement also negatively affected some LPNs’ motivation to work to 

full scope. 

Personal motivation. When speaking about the potential for greater LPN responsibility in 

long-term care, a site administrator remarked that the “biggest catch” was LPNs’ desire to accept 

that responsibility, commenting, “because if they don’t want to accept it, then it is never going to 

work.” This belief was reported by staff at five sites by managers, RNs, and LPNs, specifically 

that a minority of LPNs displayed a lack of initiative. Several participants expressed frustration 

with what was seen to be the unwillingness of some LPNs to expand their skill set. RNs at two 

sites reported instances where LPNs declined offers to practice new skills. At one site, resistance 

to learning new skills was also perceived to hinder the ability of other LPNs to practice to full 

scope: 

Some of the [other LPNs here] don’t want to work to full scope, and it makes it harder for 

me to work to full scope. Because a lot of them, there is no way they want to be in the 
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Labour and Delivery [room], and if you ask them, they don’t even want to do the IV 

medications and were very upset about taking the course and having to do it.  

           - LPN, Site 5 

Another factor linked to LPN motivation was job satisfaction. Though overall job 

satisfaction was high at most sites, two of the low scope sites yielded mixed results. At one acute 

care site, over half of LPNs were dissatisfied with their job. One source of their dissatisfaction 

appeared to stem from resistance to managerial “pressure” to enroll in competency training. At 

the other site, a long-term care facility, LPNs spent the majority of their time working alongside 

HCAs, prompting some participants to refer to their role as that of a “glorified health care aide.” 

The absence of a clearly defined role for LPNs led to some of their dissatisfaction. 

While the topic of compensation for LPNs was not raised by the researchers, at least one 

staff member at each site associated LPN motivation and job satisfaction with compensation. 

While some LPNs acknowledged feeling that their compensation should be higher, it was more 

common for RNs and HCAs to express this view on the LPNs’ behalf. Ten RNs, four HCAs, and 

a manager all suggested that LPN compensation was too low compared to that of RNs. Several 

speculated that LPNs would be frustrated because they were doing many of the same tasks as 

RNs for lower pay and suggested that LPNs could feel “undervalued” by their employer. Some 

also suggested that LPNs’ compensation could affect their motivation, as the following comment 

suggests. 

I think there [are] even some LPNs that don’t want to go full scope, and I understand. 

Why should they go full scope and have to do the full workload as an RN and get paid 

less than us?         - RN, Site 5 

Despite the recurrence of this theme, LPN compensation was not reported to be a 

significant source of team conflict at any of the sites studied. 
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Critical thinking skills. Few references to LPNs’ critical thinking skills were obtained, 

although two senior administrators mentioned the topic. One was critical of LPNs entering the 

profession, but the other commented that recent PN graduates were now demonstrating higher 

level thinking skills. Of the 39 RNs interviewed, only two provided examples where certain 

critical thinking skills were lacking; the first related to deciding what information to report, and 

the second related to determining the urgency of reporting specific information.  

Team factors. Several team factors were identified that could hinder LPN scope, 

including client assignment, territoriality of RNs, staff awareness of the LPN scope in general 

and of individual LPN competencies in particular, and team leadership. 

Assignment. LPNs at the three acute care sites reported that their patient assignment 

affected the skills they were able to use and tended to believe that their assignment was largely 

dependent on the individual charge nurse on duty. Patients were assigned based on complexity at 

these sites and the more complex patients were generally cared for by RNs. Several LPNs saw 

this practice as a barrier to their ability to practice to full scope.  

Confusion about overall LPN scope and about individual differences in scope were 

associated with RN hesitancy in assigning LPNs to more complex patients. At least one 

participant at each of the four acute care facilities indicated that they were uncertain about which 

tasks fell within the LPN scope. Two RNs indicated that they would like to know more about the 

tasks LPNs could do, as they might ask for more help if they were better informed. LPNs agreed 

that their scope was not well understood by some coworkers, thus limiting their opportunities to 

practice the skills within their scope. Individual differences in LPNs’ skill levels could also make 

it difficult to assign LPNs to more complex patients. Many RNs preferred to perform higher level 

tasks themselves. The degree of trust held by the RN for the individual LPN was also reported by 

both RNs and LPNs as a factor affecting assignment decisions. 



Applied Research and Evaluation 

Final Report: Understanding Licensed Practical Nurses’ Full Scope of Practice September 28, 2012 

 

 

Page 113 of 193 

Territoriality. The theme of territoriality was identified at four sites, including the three 

identified as low scope. LPNs, RNs, managers, and senior administrators described situations 

where RNs were either reluctant to accept an expanded LPN role or did not allow LPNs to 

perform certain tasks. In many cases, territorial attitudes and practices were said to be rooted in 

the perceived threat posed by LPNs to RN job security. As LPNs were seen as less expensive to 

employ and yet were capable of many of the same tasks, RNs reported “nervousness” or felt 

“insecure” with regard to their own job stability. Some RNs perceived an absence of managerial 

support for themselves compared to that given to LPNs and this was also seen by some as a 

threat, as the following comment suggests. 

There has been no message … to support the Registered Nurse or to reassure the RN. 

They have been just left out there kind of to let their imaginations create big scary 

thoughts for them. That we are going to get all out of jobs. But for the LPN, yeah, a lot of 

support and the expectation is, “nobody will fail you” [i.e., in competency training]. We 

will make them successful.      - Manager, Site 3 

At another site, where the LPN role had recently expanded, some RNs acknowledged that 

initially they had been reluctant to accept this change. One remarked that the RNs had felt LPNs 

“were kind of overstepping. But [the change] has actually worked out well.” The senior 

administrator at that site also referred to some discomfort among RNs about the possibility of 

eliminating the RN role; however, she stated that the LPN role increase had actually allowed the 

facility to enhance the RN role as well.  

Another reason for RN resistance related to RNs’ own level of experience. An LPN at 

one site, and a manager at another, suggested that recent RN graduates might be anxious to 

“prove themselves” and thus could be hesitant to ask for help from an LPN. Some also indicated 
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that longer tenured RNs might be used to the pre-expansion LPN scope of practice, making it 

“hard to break out of that” routine and “allow [LPNs] to do more.” 

Leadership and supervision. In most of the sites, unit managers and other team leaders 

were said to be supportive of LPNs. However, at one site, the unit manager reportedly did not 

know the names of staff members after several months on the job and this affected LPN 

willingness to approach this person for guidance. At another site, three LPNs reported that they 

had limited communication with managers, with one stating that managers seemed to be “a little 

disconnected from what is really going on” on the unit. Finally, some supervisors were not fully 

aware of the LPN scope of practice, including one manager who reported that: 

I think the management philosophy here really encourages [LPNs] to work at their full 

scope of practice. From what my understanding of their… I don’t know… I couldn’t tell 

you what their full scope of practice is. I haven’t read it. I haven’t investigated it.  

          - Manager, Site 4 

Organizational and system factors. A number of organizational and system factors 

affected the ability of LPNs to work to full scope. The manner in which units were staffed was 

found to be one of these features, as well as formal and informal facility practices and the 

availability of resources. Some factors related to broader system factors (such as regulatory and 

professional organizations) are also summarized in this section. 

Staffing model. At one low scope site, the staffing model involved having the LPN float 

between facility units throughout the course of a shift. This was widely seen by participants as a 

barrier to scope utilization. The LPNs floated according to a schedule of tasks (e.g., time to 

deliver medications) and according to the needs of other staff members. Sometimes they worked 

alongside the HCAs and performed a very similar role; at other times, they participated in higher 

level care tasks based on the request of an RN. 
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As a manager noted, the LPN’s role was “defined by the fact that part of their time is [in] 

an HCA role, so of course then that would inhibit their ability to perform in full scope.” 

According to one RN, LPNs did serve as a “nurse’s eye on the floor” while providing basic 

nursing care to residents. However, the only nursing task that was an explicit part of their 

assignment was to support the RN by distributing medications during the heaviest period of the 

day. Other opportunities to provide nursing care were dependent on the needs and discretion of 

the RN. 

Workload and understaffing were concerns identified by a number of participants at this 

site. LPN assistance was often needed simultaneously by staff on both units. Comments from 

LPNs, RNs, and managers suggested that the LPN was often seen as a more highly skilled or 

“glorified” HCA. As one LPN commented, “I am an HCA until I am needed as an LPN, and then 

I just change my hat [and] become an LPN.”  

Role ambiguity. Confusion and a lack of clarity about the LPN role were evident at 

several sites. The LPN job description provided some of the confusion. When LPNs were asked 

if they had seen a formal job description for their current position, just over half (18 of 34) 

reported that they had seen it, but a number of those indicated that it needed updating or that it 

did not accurately reflect their actual work. At one site where considerable role confusion was 

reported, the absence of a written job description for LPNs was cited as one important reason for 

role ambiguity; other reasons related to differences in individual LPN competency levels based 

on their experience and training. 

During the interviews and focus groups, participants were asked to identify role 

similarities between LPNs and RNs and between LPNs and HCAs. There is considerable overlap 

in roles. All of the roles of LPNs are also performed by either HCAs or RNs, with no areas of 

practice unique to LPNs. While some discrepancies were observed, in general both LPNs and 
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HCAs delivered hands-on care and performed ADLs and client transfers. Across all sites, both 

RNs and LPNs performed client assessments and administered medications; additional 

similarities varied from site to site. At one site where LPNs used a comparatively wide range of 

skills within their scope of practice, some participants suggested that the roles of RNs and LPNs 

were beginning to blur. Two RNs at the site remarked on the similarities between the two 

professional groups: 

I see some confusion in a sense … sometimes the people don’t understand the difference 

between what an RN does and what an LPN does, and those areas are not often seen or 

sometimes they are not very tangible . . . I don’t understand the situation sometimes, but I 

know it would be unfair for me to give an LPN a really sick person and expect them to do 

exactly what I’m responsible for.       - RN, Site 2 

It seems like we are getting so close [RNs and LPNs] that we should merge them. Just 

have one kind of nurse. Otherwise, they should make the roles much more different. 

           - RN, Site 2 

Limiting policies and practices. Every site had some policies or practices that limited 

LPNs’ scope. In the acute care sites, opportunities for LPNs to provide care tended to be limited 

for more complex patients.
9
 Monitoring and regulating the administration of blood was not 

performed by LPNs at any of the sites, although some LPNs had received the required training. 

Similarly, central line care (including central venous lines and peripherally inserted central 

catheters) was reported to be performed almost exclusively by RNs. At the three low scope sites, 

LPNs did not take physician orders or make requests for diagnostic tests. Lastly, LPNs at one 

high scope site were not allowed to mix IV medications. 

                                                 
9 Note that some of these skills would rarely be needed in a long-term care setting. 
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At the two urban acute care sites, patient assignment was seen to restrict opportunities for 

LPNs to maintain their skills. For example, they were rarely allowed to provide care to patients 

who were recently out of surgery or to those suffering from the early stages of substance 

withdrawal. At both facilities, patients were assigned to nurses based on complexity and not 

necessarily on the skill set and training of each individual nurse. As one LPN put it: 

Some of the [patients] they consider unstable I feel I am competent enough to take care of 

. . . . But it is not that they think the LPNs could not take care of them. They just do it in 

order of the most unstable person will just go to the RN.   - LPN, Site 2 

At two low scope sites, LPNs were not permitted to work in units where patients required 

specialized care. At Site 3, LPNs did not work in trauma units. At Site 5, they were not permitted 

to work in emergency or in the labour and delivery rooms. At both sites, however, managers 

indicated that these practices might change as a greater proportion of LPNs obtained the relevant 

training. 

Inhibiting system factors. A few wider system factors also inhibited LPN scope 

utilization. For example, participants at two sites referred to tasks that LPNs were not legally 

permitted to perform. A manager at one long-term care site believed that LPNs were capable of 

handling charge nurse duties, but noted that regulations would not allow this arrangement (unless 

an RN was present on the unit). An RN at an acute care facility also noted that many LPNs knew 

how to provide care for patients with controlled analgesics, but that they could not do this 

legally. This points to a lack of clarity about what regulations were in effect as they were not 

able to identify the source. 

One senior administrator wanted more policy direction from government and/or 

regulatory bodies about how LPNs should be utilized. The administrator noted that: 
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We have never seen anything on paper that people are to encourage full scope. Managers 

are out there just doing their own thing. But we have never seen anything formal that 

[says LPNs should] practice to full scope to the capabilities of what is appropriate for that 

site … it's just a concept that’s out there.   - Senior Administrator, Site 4 

Participants from four sites, including all low scope sites and all rural sites, also described 

inconsistencies in LPN scope. The researchers often heard about LPNs at other facilities (or even 

in other units at the same facility) who could perform certain tasks that they were not allowed to 

do. Some called for greater consistency across facilities and patient populations. 

MDS reporting contributed to workload concerns at two long-term care sites. As the 

reporting was tied to facility funding, staff had to devote time during each shift to enter resident 

data into a database. A manager at one site stated that this process took at least one hour per 

shift. This individual indicated that the facility would lose money – and would therefore need to 

cut staff – if reports were not submitted properly. An LPN at the site described the process as 

follows. 

I am assigned nine people [for MDS reporting]. For these nine residents I am responsible 

for their monthly review and I am responsible for updating their care plans. I am 

responsible for all of the interventions and all changes that need to be done. I am 

responsible for entering all of this information in the computer. And now you tell me, 

how do I get that time? Because of lack of time sometimes, although it is not good to say, 

but the assessment is being missed.       - LPN, Site 1 

Quality of Care 

The quality of care for patients and residents was an important component of the case 

study research. For the purposes of this study, care is understood as the client experience through 

interactions with nurses and other care providers. Client perceptions of care were measured 
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through the administration of surveys to clients and family members. They were asked to 

evaluate nursing staff’s ability to meet their needs, the manner in which care was provided, and 

the competence and promptness of service. In addition, staff offered perceptions on factors that 

facilitated or inhibited the quality of client care. Factors affecting the safety of both clients and 

staff are also discussed. 

Patient, resident, and family survey findings. A total of 35 questionnaires were 

completed across the six sites. Participants were identified by unit leaders as individuals who 

were available and well enough for study involvement and included 22 acute care patients, nine 

long-term care residents, and four resident family members. Nineteen people were surveyed at 

urban facilities, compared with 16 in rural locations. Fourteen surveys came from high scope 

sites and 21 from low scope sites. When asked to rate the nursing care received on a scale from 0 

(“worst care possible”) to 10 (“best care possible”), respondents provided an average rating of 

8.5. No single site stood out as providing exceptionally great or poor nursing care. Ratings were 

consistent between high and low scope sites and between rural and urban locations. Nursing care 

was rated somewhat higher in acute care sites (8.9) than in long-term care sites (7.7), although 

the sample sizes are too small to make any generalizations. 

Overall responses indicated that nursing staff always treated clients in a courteous and 

respectful manner and always did all they could to manage clients’ pain. All respondents felt that 

they usually or always received assistance from nursing staff as soon as needed. However, not all 

felt that staffing on their unit was adequate: five of 19 patients answered No when asked if they 

felt there was enough nursing staff on their unit, and three of nine residents reported that there 

was never enough nursing staff (with three more indicating there was only enough staff 

sometimes). 



Applied Research and Evaluation 

Final Report: Understanding Licensed Practical Nurses’ Full Scope of Practice September 28, 2012 

 

 

Page 120 of 193 

Facilitators of quality of care. Study participants offered a number of comments 

regarding care facilitators. At each site they reported that delivery of high-quality care was a goal 

of their work team as well as part of their organization’s vision. Client care was emphasized as 

the priority on their unit and took precedence over workload issues or personal conflicts. LPNs 

and other staff identified their personal passion to provide quality care and contributed to both a 

positive team environment and high job satisfaction. As one staff member commented: 

I love it here. The team environment is really good . . . . No one is above anybody else . . 

. . Everybody has the same goal and that is to make the patient feel better. 

- EMT, Site 6 

Participants from two high scope sites praised the LPNs’ people skills. Examples of their 

patience, listening skills, and client teaching abilities were provided. At a long-term care site, an 

RN reported having learned from the compassion displayed by the LPNs, citing their ability to 

communicate effectively with residents diagnosed with dementia. 

LPNs’ use of a broader range of skills tended to be associated with a better quality of 

care. A number of LPNs, RNs, managers, and administrators suggested that if LPN scope was 

utilized more fully, there would be a positive effect on the client experience. At one acute care 

site, such perceived outcomes included giving patients a more consistent primary nurse, reducing 

confusion over who to call for support, and increasing clients’ confidence in their nurse. At one 

low scope site, eight of ten RNs shared the view that patients would receive a higher quality of 

care in a timelier manner if LPNs worked closer to their full scope rather than being “restricted 

to some duties.”  

When RNs were asked if they felt that LPNs had an impact on the delivery of care or the 

client experience on their unit, over half (18 of 34) indicated that LPNs had a positive impact on 

the quality of care. They referred to the workload relief that LPNs provided to RNs, enabling 
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both nurses to focus more on their clients. Thirteen indicated that LPNs had no impact on the 

delivery of care, commenting on teamwork and the similarity of care provided by RNs and 

LPNs. Only one RN, from a low scope site, reported that LPNs had a negative impact on care 

(due to the need for RN intervention on LPN assignments). 

Inhibitors of quality of care. Facility policies, short staffing, and unit workload were 

reported as inhibitors of care quality. Staffing policies and practices were reported to affect the 

timeliness of care. At four sites, including the three low scope sites, participants reported that an 

LPN often needed to find an RN to assist with certain competencies (e.g., IV initiation and care, 

central line care, and the administration of some medications) and care was delayed as a result. 

One manager suggested that the RNs might prioritize their own clients, commenting: 

I think sometimes medications aren’t given as timely as they could be [and] I think 

perhaps there are times when patients might have to wait for the complex dressing change 

because his nurse isn’t the one doing it. It is somebody else whose view on it or take on it 

is, “I have my own assignment and I have to do your dressing and so that can wait.” 

          - Manager, Site 3 

Staff shortages were said to negatively affect care at three sites. LPNs reported that the 

extra workload due to understaffing made them less focused and unable to spend enough time 

with clients. At two sites, LPNs reported that being short-staffed created safety concerns. When 

staff were not available, call bell wait times increased, two-person lifts were frequently 

performed by a single staff member, and there was a greater risk of clients trying to transfer 

themselves. Participants at one site reported that they were not allowed to work more than four 

hours of overtime in the event that a coworker was unavailable for a shift. One LPN indicated 

that this practice affected the delivery of care, commenting, “For four hours, how can I deliver 

my job in a satisfying way if I have to rush to do [everything]?” 
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At four sites, participants reported that HCAs had at times worked beyond their scope of 

practice, either at the request of other staff or because of their own perceived need to provide 

care. Examples included HCAs giving pills to clients, applying medicated creams, removing 

medicated dressings, and performing glucose testing.  

Staffing for night shift presented safety concerns at three sites. Participants at two acute 

care facilities worried about how to respond in the event of a night-time emergency as there were 

fewer staff. For example, if an LPN was called away to assist with an emergency, an HCA might 

be the only staff member present on the unit. Some LPNs said they were hesitant to take night 

shifts for this reason. In addition, the absence of security staff at night in two rural facilities made 

staff feel even more unsafe. 

Concluding Remarks 

The conclusions from this cross-case analysis will be presented in the next chapter and 

integrated with the findings from other components of this study. This chapter ends with some 

reflections on the experience of data collection in the six sites. 

Overall, we saw very promising relationships between administrators, supervisors, team 

leaders, and staff who were registered nurses, practical nurses, and health care aides. We saw 

both challenges and promising practices related to maximizing the scope utilization of LPNs. We 

were truly impressed by the dedication of the study participants. 

The willingness of staff at all sites to participate in the study was remarkable. Clearly, the 

first priority at each site was care of the residents and patients, and taking the time to both 

organize the site visits and participate in the interview and focus group placed a burden on both 

staff and management. However, the researchers were always welcomed, and staff and 

administrators spoke to us with openness and care. 
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A draft report of findings was sent to the senior administrator of each case study site, 

along with a brief validation survey and a request for feedback. The surveys asked administrators 

to rate their impressions of the reports’ validity, relevance, utility, and value on a five-point 

scale. Responses indicated that administrators felt their report accurately reflected the issues and 

concerns related to LPN scope of practice (mean = 4.5) and that the information provided in the 

report would be useful to their units (mean = 4.5). 

In addition, administrator comments on the validation surveys indicate to us that there is 

an openness and willingness of all to reflect upon the current practices related to the utilization of 

licensed practical nurses. Typical comments received included the following. 

I found the report to be an impartial and balanced perspective of the LPN scope of 

practice. Appreciated that it included possible areas for further study and some direction 

on care/assignment aspects that may require some education and discussion with all staff. 

Thank you for involving us in this study.   - Senior Administrator, Site 2 

It was a privilege to be involved in this study. I found the report fascinating. Although I 

thought I understood the LPN role at this site well, it was very advantageous to see the 

promoters and barriers that relate to work setting and scope of practice summarized in a 

table. This summary has prompted me to think about other ways we could utilize our 

work force at this site …. This report is excellent and is an excellent tool. Thank you for 

the data.       - Senior Administrator, Site 4 

I am really quite delighted that all of the information is so accurate and insightful, with 

only two days of interviews, to me it reflects exactly what is happening in our site. Thank 

you so much.       - Senior Administrator, Site 6 

We hope that the findings of these reports will provide helpful evidence-based 

background for their future planning and decision making. 
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Findings of the Policy Study 

The Role of Policy in the Implementation of Full Scope of Practice for Licensed Practical 

Nurses 

This chapter describes the key findings from a review of pertinent policy documents that 

are related to scope of practice and interviews with six leaders in Alberta’s healthcare system 

who assisted in the interpretation of these policies and who shared their views related to the 

project’s key research questions. These findings are discussed in light of broader strategies to 

support policy implementation. The intent of the chapter is to provide an understanding of some 

of the key features of the policy context in which the study resides.  

Four major topics emerged from the interview data that are relevant to understanding the 

factors that have influenced the implementation of government and employer policy 

commitments to full scope of practice for LPNs. These include: 

 organizational supports and barriers influencing full scope implementation,  

 work unit supports and barriers,  

 incomplete change management processes, and  

 suggested interventions to support full scope implementation. 

Organizational Supports and Barriers 

The first topic focuses on organizational (AHS or CH) supports that have facilitated 

implementation of policy commitments to full scope of practice for LPNs. When AHS was 

created as a provincial system in 2008, the organization began the process of developing system-

wide corporate and clinical policies to replace the legacy policies that the zones had retained as 

an interim measure after amalgamation. Given AHS’s commitment to full scope for all 

professionals and interdisciplinary and collaborative care, the transition to system-wide clinical 

policies placed all existing policies under review and affirmed that policy regarding scope of 
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practice can only exist at the system level rather than the site or work unit level. Changes in the 

administration of chemotherapy drugs were cited as an example of this transition, since all 

nurses, regardless of professional group, are required to take advanced practice training before 

they perform this task. This requirement focused on competencies, rather than professional 

boundaries, and validated overlapping scopes of practice. Similarly, CH deleted its medication 

administration policy because it was incompatible with its commitment to full scope of practice.  

A number of examples of proactive change at the organizational level were identified. CH 

has undertaken a gap analysis with specific reference to LPNs in order to identify what they can 

do, the current gap between actual and potential, and what employer actions are needed. 

Similarly, CH has been moving away from clinical policies at the work unit level to system level 

policies, which will increase the alignment between its scope of practice policy and other clinical 

policies. 

The participants also identified structural hindrances at the organizational level that 

influence policy implementation. While AHS has been moving to system-wide clinical policy 

since 2008, it has been a slow and time-consuming process because of the size and complexity of 

the new organization; this has indirectly slowed the implementation of full scope.  

According to the participants, a major transition in scope of practice for LPNs occurred in 

2003. While this was a large-scale change, its effects were clearly identifiable at the work unit 

level. Concern was raised by two participants that subsequent changes, while very specific, have 

been confusing at this lower level. One participant referred to changes occurring in “dribs and 

drabs,” leaving managers wondering who could do what from month to month.  

Labour relations issues were also identified. LPNs and RNs belong to different 

bargaining units with different pay scales. One participant indicated that some LPNs resisted 

working to full scope because they perceived their responsibilities to have moved closer to those 
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of RNs without commensurate salary recognition. Another participant spoke of “turf wars” 

between the professions. She reported that the CLPNA had published a document stating that 

LPNs could perform 70 percent of what an RN could do without recognizing the impact that 

context can have on professional practice. She felt that this statement had exacerbated turf issues.  

Work unit supports and barriers. Shifting focus to the work unit level, participants 

identified change management processes that were facilitating policy implementation. These 

processes occurred at the unit or site level and resulted from the efforts of leaders at those levels 

or in response to problem situations. Numerous specific strategies were cited. In the case of 

AHS, zone level leaders made the conscious choice not to pursue zone level activities because it 

was important to respect contextual influences such as site-specific cultures. Change 

interventions were undertaken when problems arose at the unit or site level. In these cases, site 

leaders sought the support of individual RN personnel from the units as champions of full scope 

implementation for LPNs. Members of various leadership teams within AHS have been very 

conscious of their change management roles through modelling, knowledge of scope issues, and 

willingness to undertake interventions as problems arise. AHS leaders have invited 

representatives of the College of Licensed Practical Nurses of Alberta (CLPNA) and the College 

and Association of Registered Nurses of Alberta (CARNA) to present workshops about scopes 

of practice at the site and unit levels.  

Several work unit level hindrances to policy implementation were identified. These 

related to lack of knowledge, individual and group attitudes, organizational culture, the historical 

development of the RN and LPN professions, and the particular pressures of healthcare work 

environments. Several participants indicated there was a lack of knowledge among RNs and 

other healthcare professionals about the current scope of practice for LPNs. The educational 

preparation, competencies, and scope of practice for LPNs evolved significantly over the past six 
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years. Not all work unit colleagues were fully aware of the current situation, and, as a result, they 

could fall back on their understandings from a previous era. One participant indicated that this 

was part of a larger pattern in healthcare with “senior” professions not necessarily knowing what 

“junior” professions could do. Another participant spoke of RNs who had not internalized an 

understanding of LPNs as a regulated profession who were accountable for their professional 

practice. Team relationships at the unit level could be adversely affected, in the eyes of one 

participant, by baccalaureate graduates who entered the workforce without a sufficient 

understanding of the overlapping scopes among the three nursing professions.  

Incomplete change management processes. One participant pointed to incomplete 

policy implementation processes when she said, “People don’t know how to translate policy into 

the workplace.” While all relevant documents related to scope of practice have been circulated to 

nurse managers, they have not necessarily read those documents or, more importantly, 

internalized the policy intents in their management practice.  

Numerous examples of individual and group attitudinal barriers were cited. On occasion, 

stresses could be created when RNs who graduated from a two-year program worked with LPNs 

from the new two-year diploma program. Despite similarities in the length of training, these two 

groups of nurses currently belong to different unions, receive different levels of pay, and have 

different scopes of practice. A limited number of LPNs who were educated in the old model 

lacked confidence and were afraid of the new responsibilities. Units sometimes restricted scopes, 

reflecting a lack of understanding that the scope of practice for LPNs is defined by legislation 

and the professional college rather than by informal policy at the work unit level.  

One participant spoke of the particular pressures of a work unit characterized by heavy 

workloads, high patient turnover, and “a lot of in the moment decision making” about the highly 

individualized needs of patients. As nurse managers deployed RNs and LPNs for specific 
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assignments, they faced the challenge of translating knowledge about scopes of practice into the 

realities of the moment. A manager’s decisions in this context could create conflict between the 

two professional groups in the work unit. 

Suggested interventions from participants. Participants were also asked to consider 

initiatives that could be implemented to facilitate policy implementation. Their responses can be 

grouped into three topics: change management strategies, leadership for change, and a problem 

resolution forum. Professional preparation of nurses, particularly RNs, received the most focus. 

Participants thought that students should graduate with an understanding of regulated health 

professions, the scope of practice for each profession, and the points of overlap. If new graduates 

came to work units with a readiness to understand overlapping scopes, then employer policy 

would have more impact. This understanding could best be achieved through interdisciplinary 

core courses for several professions.  

While changes must occur at the unit level, participants recognized the importance of all 

levels of leadership in the change process. There was acknowledgement that leaders “don’t 

always understand the drivers for change. We could be more involved early on. We should give 

more attention to change management.” Similarly, another person emphasized the role of 

leadership in change management at the unit level: “Policy and professional body statements 

don’t make a difference. It is at the operational level. Change needs to be tactical and practical.” 

One participant argued for an increased role for AH through targeted incentive funding to 

AHS and Covenant Health to stimulate research and change management projects. 

Another participant developed ideas around a possible work unit problem identification 

and resolution process. In her view, there needed to be a forum for individual LPNs to come 

forward with their concerns about the implementation of scope of practice in their work units. At 

present, an LPN can consult with CLPNA, but it would be more effective, in this participant’s 
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view, to have a site-based confidential process in place as a first step in resolution. Systemic 

issues identified in this way could become the basis of change strategies at the unit level. 

Concluding Remarks 

This policy study sought to understand the policy framework that exists in Alberta in 

relation to the larger study’s focus on implementation of full scope of practice for LPNs as it is 

defined by legislation, regulation, and the CLPNA. Based on a broad definition of policy, there is 

ample evidence to suggest that policy commitments do exist. From a contextual perspective, the 

policy positions of AH, AHS, and CH identified in this report are relatively recent, reflecting the 

influence of HPA as proclaimed in December 2001. By replacing multiple pieces of legislation 

that emphasized exclusive scopes of practice with one piece of legislation governing all health 

professions and identifying “overlapping, non-exclusive scopes of practice,” the Act triggered a 

consideration of professional roles in relation to each other and encouraged a focus “on the 

concept of competence (knowledge, skills, attitudes, and judgment required to provide 

professional services), by comparison to focusing exclusively on tasks in many employees’ job 

descriptions” (AHW, 2004, p. ix).  

The interviews with the senior representatives of AHS and CH demonstrated their solid 

commitment to their organizations’ policy positions and to implementation of those policies. 

They identified actions that had been taken to support policy implementation. At the same time, 

they provided examples of incomplete implementation of the policies and of barriers that 

hindered full implementation of policy.  

This leads to a consideration of the role policy can play in facilitating organizational 

changes at the work unit level. Policies, by their nature, are organizational-level statements that 

are expressed in high-level language and written for all people and situations within the defined 

scope of the policy (Wood, 2011). Policies are necessary to ensure organizational commitment to 
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a desired direction and provide a justification for particular activities and changes. Policies, by 

their nature, cannot be expected to automatically bring about the desired state in an organization. 

One useful way to think about the relationship between policies and the implementation 

of full scope for LPNs is to think about the process as generations of activity. The LPN 

profession completed a mandatory upgrade between 1996 and 1999, with all LPNs proving 

competence in physical assessment, pharmacology and medication administration, and infusion 

therapy. It developed the first version of the Competency Profile for LPNs in 1998 (CLPNA, 

2005, 2009). The HPA introduced legislative change when it was proclaimed in 2001. This was 

followed by the LPN regulation of 2003 and the 2004 and 2005 updates to the LPN competency 

statements from CLPNA. Although LPN roles did not consistently reflect the mandatory 

competencies after the 1999 upgrade, subsequent post-HPA policy positions of AH, AHS, and 

CH affirmed government and employer commitment to full scope of practice for all health 

professionals. AHS and CH, as employers, have been facilitating organizational change through 

various informal strategies. The evidence provided by the interviews suggests that the full 

implementation scope of practice policies for LPNs and other health professionals now requires a 

focus at the work unit level. As one participant said, “Policy and professional body statements 

don’t make the difference by themselves. Change has to occur at the operational level.” This 

participant’s analysis is supported by the research literature on policy implementation. 

McLaughlin (1987) reviewed the history of policy implementation research and pointed to a 

group of researchers “who showed that implementation dominates outcomes—that the 

consequences of even the best planned, best supported, and most promising policy initiatives 

depend finally on what happens as individuals throughout the policy system interpret and act on 

them” (p. 172). 
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By adapting the work of Klein & Sorra (1996) on innovation implementation, policy 

implementation can be viewed as a continuum. Implementation refers to the period between the 

adoption of a policy by a board of directors and its full operationalization as reflected, in this 

case, in the competencies, behaviours, and attitudes of a healthcare team. The stages of 

implementation may include initial avoidance, limited compliant acceptance, partial voluntary 

acceptance, and engaged and consistent acceptance. They observed that “the fundamental 

organizational challenge of innovation [policy] implementation is to gain targeted organizational 

members’ use of an innovation [policy]: to change individuals’ behavior” (Klein & Sorra, 1996, 

p. 1058). 

Policy may mandate change, but new scopes of practice are only effectively 

operationalized when work units and healthcare professionals internalize the new work roles and 

relationships. Organizational changes such as new scopes of practice can challenge individuals’ 

and groups’ identities, sense of purpose, and their understanding of their roles and 

responsibilities. For this reason, policy implementation has to be accompanied by change 

management processes that provide individuals and groups with the opportunity to personally 

redefine their understanding of their work units and their roles in relation to other healthcare 

professionals (Wood, 2011). Hendy and Barlow (2012) noted the disruptive nature of 

organizational change and the need for new meanings to emerge: 

Organizational change, such as the introduction of an innovative model of healthcare 

delivery, can trigger changes that disrupt the basis of organizational identification. The 

organization may need to evolve, and change its internalized structure, in terms of what it 

stands for and where it intends to go. These changes require associated shifts in 

organizationally shared values and attitudes . . ., with aspects of member identification 

become redundant or destroyed. (p. 349) 
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The data suggests that the next generation of policy implementation should consist of 

change management processes at the work unit level and points to an important role for nurse 

leaders. Several authors identified some of the challenges associated with change at the work 

unit level. Shanley (2007), while writing for a nursing audience, deliberately focused on the 

change literature from organizational studies rather than nursing. The author presented 10 

conclusions providing “personal reflections based on an analysis of a diverse literature” 

(Shanley, 2007, p. 544). Two points are particularly salient in this context: 

Political behavior is always part of change management but is often not openly 

acknowledged. It is better to bring political issues and behaviors more into the open 

rather than leaving them as covert influences. The way each person understands the issues 

[associated with change management] will depend on a number of factors, including their 

underlying worldview and their explicit or implicit theoretical understanding of change. 

(Shanley, 2007, p. 544) 

Hendy and Barlow (2012) explored the role of organizational champions in relation to 

health system change. Based on the literature, they defined a champion as a person who:  

at least initially, emerges spontaneously and informally within an organization and 

actively and enthusiastically promotes innovation and change to others for the good of the 

organization. This definition is useful in reflecting a personal commitment to the role, as 

opposed to emphasizing expertise or seniority.  (Hendy & Barlow, 2012, pp. 348-349)  

Salmela et al. (2011) suggested that “nurse leaders in essence play different roles during a 

change process by directing, guiding, motivating, supporting, and communicating without losing 

their cultural ethos of caring, and nurse leaders therefore need various leadership styles . . .” (p. 

431). 
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The specific recommendations related to policy will be integrated into the final chapter of 

this report after discussion and input from the steering committee. The leaders in the healthcare 

system who helped inform this report are thanked for their input and participation. 
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Key Findings, Conclusions, and Recommendations 

Summary and Conclusions 

This final chapter provides a summary of key findings from the four components of this 

research study on LPNs and their scope of practice, including the review of the literature, the 

provincial LPN survey, the cross-case analysis, and the policy study. Using the Scope of Practice 

Factors Model as an organizing structure, a summary of triangulated findings is presented that 

confirms, contradicts, or expands on key literature to date. The fact that the same research 

questions elicited similar findings across different methods of inquiry and different populations 

provides an in-depth perspective on this important topic.  

Individual LPN Factors 

Scope utilization of LPNs. Scope of practice is much more than a set of skills, yet most 

nurses define scope in terms of daily tasks (Besner et al., 2005; White et al., 2008). Some 

Canadian studies (Allard et al., 2010; CUPE, 2003; White et al., 2008) indicated that LPNs 

perceived that they used approximately 50% of their competencies. While findings in this study 

were only slightly higher, the survey unpacked these subjective perceptions of scope utilization 

to examine actual competencies practiced within specific care settings. Our study revealed that 

there is a gap between LPNs’ perception of skill utilization and their actual practice. 

Approximately half of the LPNs perceived that they used all of their competencies. Those who 

did not estimated that they used 67% of the competencies required within their care context; 

however, an objective measure of competencies based on the survey data revealed that in fact 

they were using 78% of possible competencies. This suggests that when comparing their 

perception of scope utilization to a more objective measure, in practice LPNs used more 

competencies than they perceived to be the case. Overall, 20% of LPNs underestimated their 
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skill usage; age was a factor in this perception, with younger LPNs being more likely to 

underestimate their skills than older LPNs.  

There were some differences between the competencies used in acute and long-term care; 

most particularly, leadership opportunities were more frequent for LPNs in long-term care. In 

acute care, administering IV medications was the competency that LPNs used the least. Even 

taking into account that some skills were not applicable to certain settings, LPNs in acute care 

used more of their competencies overall than those in long-term care. The case studies were able 

to explore in greater depth the work-based contexts in which LPNs could or could not practice 

these skills.  

Education. The survey, case studies, and policy study shed light on the variation and 

individualized nature of the formal education of LPNs in Alberta. LPN participants’ range of 

education included graduation from certificate programs of long standing to more recent 

certificate programs to the current two-year diploma, which has higher admission requirements 

and a curriculum designed to enhance critical thinking skills. In the case studies, less formal 

education (usually a certificate as opposed to a diploma) was associated with more limited 

patient assignment and lower scope utilization, especially in acute care settings.  

The LPNs also varied in terms of the amount and content of post-basic education they 

had attained. Findings suggest that more formal education was associated with improved nursing 

competencies, confidence, critical thinking, and math skills. In long-term care, more education 

was also linked to an improved ability to communicate with residents and families. In the acute 

care sites, some RNs noted that enhanced education for LPNs resulted in fewer demands for RNs 

to support LPN delivery of care, thus freeing them to focus on their own tasks. Managers also 

highlighted the relationship between LPN education levels and RN workload, indicating that 

more formal education and higher competency levels allowed an expanded scope for LPNs and 
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reduced workload for RNs. Participation in post-basic education was also associated with 

improved knowledge and competency. Survey data revealed that almost half (46%) of LPNs 

indicated plans to take further post-basic training within the coming year. Case study findings 

pointed out that there was higher motivation among LPNs at high scope sites to participate in 

post-basic education. However, several barriers to participation remained, including time, cost, 

travel, and family responsibilities. 

Experience. The number of years since graduation was not a straightforward determinant 

of LPN scope utilization, but did tend to be associated with a narrower range of competencies. 

The case studies revealed that LPNs who had more experience with more complex patients 

and/or who had more specific skills also had increased confidence, were assigned to patients who 

required more complex care, and generally used a broader range of competencies.  

Job satisfaction. Findings from this study confirmed the connection reported in the 

literature between utilization of skills and job satisfaction (Besner et al., 2005; CUPE, 2003). Job 

satisfaction among LPNs was found to be quite high, with survey results indicating an average of 

4.1 on a 5-point scale for this item. LPNs who used more of their competencies had a 

significantly higher level of job satisfaction. Of the 34 LPNs in the case studies, 23 reported 

some level of job satisfaction and all of the LPNs who worked in two of the high scope sites 

were satisfied with their jobs. Of the 19 LPNs in the low scope sites, seven were dissatisfied. 

Thus, enhanced scope utilization was associated with higher job satisfaction. 

While scope utilization was a factor in job satisfaction, survey findings suggested that 

LPNs were more likely to want to leave their employment due to workload issues (37%) than to 

issues related to scope (18%). Although neither the survey nor the case studies directly addressed 

the question of wages, when asked what would cause them to stay in their jobs longer, LPNs 

provided open-ended responses indicating that higher wages and benefits were much more likely 
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to encourage them to stay in the profession (n = 599) compared to opportunities to practice to 

their scope more fully (n = 184). In the case studies, the LPNs’ RN and HCA coworkers and 

supervisors mentioned wages as a workload issue for LPNs, although LPNs rarely referred to it 

themselves. In contrast to other studies (Vosco, 2006), survey findings indicated that LPN job 

satisfaction was not linked to employment conditions such as full or part time. Part-time 

employment was seen by both survey and case study LPN participants as a positive rather than a 

negative factor. 

Motivation. Motivation appears to be linked to job satisfaction. High motivation was 

seen as a key reason for many LPNs to adopt new responsibilities, take advantage of 

opportunities to practice new skills, and pursue further education, all of which could lead to 

enhanced scope utilization. Conversely, a lack of motivation on the part of some LPNs was 

perceived by coworkers in the case studies as a barrier to their scope utilization. Particularly, the 

more experienced LPNs in acute care and at low scope sites were seen as lacking motivation to 

perform all of the work assigned or to develop more complex or newer competencies.  

LPN Work Team Factors 

Assignment and workload. The case studies yielded findings similar to those of Besner 

et al. (2005) and Oelke et al. (2008), as they related to the connection between resources, 

workload, and working to full scope. Interviews suggested a lack of time and a heavy workload 

interfered with the range of skills LPNs could perform. In addition, according to two case study 

managers, both fiscal and human resources were key factors in workload assignment. When 

appropriate, where LPNs could be used to substitute for RNs in an overtime situation, it was seen 

as a positive financial strategy. As well, the limited availability of RNs, particularly for night 

shifts, had the effect of providing more responsibility and a higher workload for LPNs.  
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The case studies provided detailed descriptions and examples concerning the assignment 

of patients to LPNs and found that variability in assignment was usually linked to the individual 

team leader. In particular, in acute care settings, assignment was determined by the charge nurse 

and was based largely on the patient’s level of complexity rather than on matching the individual 

LPN skill set with patient care needs. 

Although a participant in the policy study reiterated the finding of Besner et al. (2005) 

that management’s fear of RNs being replaced by LPNs led to resistance from RNs regarding 

certain LPN competencies, overall the case studies revealed a wide acceptance of LPNs. A 

number of RNs described the higher scope utilization of LPNs as a positive strategy that freed 

them up for their own assignments and thus they tended to support LPNs working to full scope. 

In fact, 18 of the 32 RNs interviewed felt that LPNs positively impacted the delivery of care, and 

13 said that there was no difference in the care patients received when LPNs delivered the care. 

This sentiment was also expressed by a number of HCAs and managers. However, when RNs 

had to leave their own patients to provide care that was outside LPN scope, their workload was 

increased.  

Team dynamics. Consistent with previous research findings (e.g., Bateman, 2011; 

Besner et al., 2005; Brady & Cummings, 2010; Cummings, 2010; Oelke et al., 2008), 

management and leaders played a key role in team dynamics. Case study findings indicate that 

managers who had accepted LPNs’ full scope provided enhanced opportunities for them to 

practice their skills and to develop new ones. Among team leaders and managers, there was 

variation in both awareness and acceptance of LPN scope. Similarly, perceptions varied about 

the extent of individual LPN competencies. The policy study confirmed that variation existed 

regarding RN and management understanding of LPN scope. 
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Similar to findings reported by Oelke et al. (2008), collaboration and communication 

were related to optimization of roles, and poor communications was a significant barrier. 

Positive communications and positive team environment were associated with higher LPN job 

satisfaction in both the survey and case studies. Team dynamics was an important factor in 

determining LPN scope utilization. At high scope sites, positive team communications resulted 

in enhanced team roles and a greater degree of cooperation between LPNs and RNs. At those 

sites, LPNs reported that they received guidance, teaching, and mentoring from their team 

supervisors. Further, they suggested that team leaders who demonstrated trust, friendliness, 

calmness, approachability, and availability to answer questions supported their scope utilization. 

Also important was peer support as LPNs noted the value of providing each other with advice 

and support when more than one LPN was on a shift.  

Organizational/System Factors 

Role ambiguity. There are many references to role ambiguity in the literature (e.g., 

Besner et al., 2005; McGillis Hall, 2003; Oelke et al., 2008; Pearson, 2003; Szigeti et al., 1991), 

and the case studies provide a number of examples of this phenomenon. It was clear in the case 

studies that no roles or competencies were exclusive to the LPNs; this was further illustrated by a 

participant in the policy study who commented that scopes of practice are non-exclusive. It 

appears from the case studies that roles for LPNs are more often differentiated by “what LPNs 

are not permitted to do” than by a focus on areas of practice that utilize their key competencies. 

The lack of awareness present in many team supervisors and administrators of what LPN scope 

entailed was compelling evidence that the knowledge transfer related to scope of practice has 

been inadequate. This variation in scope awareness was more apparent in low scope sites. 

Role ambiguity can at least in part be addressed by clear job descriptions. In the survey 

findings, having an accurate job description was associated with better communications, 
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particularly as they related to safety. In the case studies, some LPNs did not have a job 

description that they were aware of or had one that did not reflect their current role. The survey 

indicated that one third of LPNs did not have a job description that they thought represented their 

role at their facility. 

Staffing. Of all the team and organizational factors listed in the survey, staffing policies 

were seen to have the most impact on LPNs’ ability to work to full scope, similar to findings 

from the CUPE (2003) study. The term policy here includes formal written policies as well as 

unwritten but pervasive rules and practices implemented in the workplace. The case studies 

found that certain staffing policies were seen by LPNs to limit their opportunities to practice to 

full scope. Examples included assignment based on patient complexity, the requirement to obtain 

RN permission to use competencies within LPN scope, and restricted LPN assignments to 

specialized areas such as emergency and labour and delivery departments.  

Professional development. Organizational support for professional development has 

been shown to facilitate the optimization of nurses’ roles (CUPE, 2003; Oelke et al., 2008). 

Likewise, the case studies revealed expressed intent on the part of senior managers for LPNs to 

work to full scope, but managerial encouragement for LPNs to enrol in post-basic training was 

not always matched by funding and/or formal approval to participate. While employer support 

for professional development was associated with positive communications and team 

environment, post-basic training, PD opportunities, and organizational support for these varied 

by site. At one site where post-basic training was mandated to raise competency levels, LPNs 

reacted with mixed reviews, with some feeling that they were being rushed, which could result in 

failure or a lack of confidence in their new competencies. Participants from rural sites noted the 

difficulty in accessing PD due to the lack of travel funds and also to the limited support available 

from an on-site educator. 
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System  

The impact of professional organizations and unions was not a focus of our study. One 

important exception, however, was a special Memorandum of Understanding obtained from 

UNA by one case study site manager. It allowed her to hire LPNs for supervisory roles in long-

term care; this was found to increase LPN scope utilization at the site. One participant in the 

policy study commented that potential issues may exist because LPNs and RNs belong to 

different unions. 

Senior healthcare representatives who participated in the policy study commented that 

organizational culture was a mediating factor in scope utilization. Further, they suggested that 

the policies regarding scope of practice had been implemented in an uneven and sometimes ad 

hoc fashion. It appears that the translation of policy into practice has been addressed 

inadequately, and as such, change management processes related to scope are still incomplete. In 

the case studies, a number of managers commented that they would like to see more direction 

from government and professional bodies regarding the current LPN scope. A number of steps 

are currently underway at both the system and organizational levels to address some of the 

barriers to implementing full scope of practice for LPNs. Senior administrators have indicated 

strongly their commitment to policy change and have agreed that for now it is still a work in 

progress.  

Patient Care 

Given the methodological and attribution challenges related to assessing the impact of 

one particular professional group within a care team, patient and resident care experiences were 

only examined from an overall care perspective. We looked at their experience through their 

interaction with nurses and other care providers and we found that the clients were unable to 

differentiate between RNs and LPNs. The overall ratings of quality of nursing care were high 
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(mean 8.5), and there were higher ratings in acute sites (8.9) as compared to long-term care sites 

(7.7). Clients in both acute and long-term care reported that nurses treated them with courtesy, 

respect, kindness, and privacy. Their most common criticism related to understaffing, which was 

consistent with the views of LPNs, RNs, and HCAs. The case studies provided examples of 

incidents where understaffing was associated with increased safety risks and less than optimal 

care, or with missed, delayed, or omitted task delegation between nurses and other healthcare 

staff (Harris & McGillis Hall, 2012). 

Discussion and Conclusion 

The study suggests that LPNs are valued members of healthcare teams and in many cases 

are making a positive and recognized contribution to work team effectiveness. For the most part, 

LPNs love their jobs and prefer to work part time. There are two diverse generational cohorts 

who hold differing expectations: the older and more experienced group, which generally has a 

more narrow skill set, and the younger group, which has more formal education and a broader 

range of skills. LPNs received their qualifications in a variety of training programs, have been 

presented with varying opportunities in post-basic training over the years, and have a greater or 

lesser interest in practicing to full scope. There is a diminishing gap between the two groups as 

older LPNs begin to retire and more graduates emerge.  

However, the LPNs’ scope utilization is not only affected by their personal 

demographics, but also by team dynamics and, most particularly, by leadership and the 

organizational culture in which they work. Skilled leadership and awareness of individual LPN 

competencies are needed to match the right LPN to the right setting with the right patient 

assignments. These assignment decisions are, in turn, influenced by a policy environment in 

which, although a commitment to full scope has been identified, much work still needs to be 

done. It will take not only research but also vision, leadership, and management skills to achieve 
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the effective and efficient use of LPNs so that safe and high-quality patient care can be 

maximized. 

As often happens in changing systems, implementation levels vary. The case studies 

revealed that LPN scope implementation ranges from resistance, lack of awareness, and 

frustration to acceptance, teamwork, and increased job satisfaction. From one site, where strong 

leadership practices and a supportive culture allowed LPNs to practice a full range of 

competencies, to another site, where management was unaware of the current LPN scope of 

practice and restricted LPNs to the role of “glorified health care aide,” the case studies 

demonstrated that varied acceptance of Alberta’s six-year-old policy regarding LPN scope of 

practice is the norm.  

The study occurred at a turbulent period in Alberta’s healthcare history. The system was 

in the midst of a transition from a regional model to a centralized, province-wide model and this 

had a pervasive impact on every level of care. Overall, however, the policies of Alberta Health, 

Alberta Health Services, and Covenant Health as well as the representatives from these 

organizations who participated in our interviews indicated that there was a definite and continued 

commitment to support a broader scope of practice for LPNs. 

The Health Professions Act (AHW, 2008) provides a basis for overlapping scopes of 

practice, and while this can contribute to role ambiguity and unnecessary overlap, it can also lead 

to clearer and more differentiated practice. Areas of overlap can be examined to ensure that, 

where appropriate, LPN and RN competencies are articulated. For example, RNs might be able 

to concentrate on a number of areas such as coordination of care, enhanced assessment and 

evaluation of population health needs, and advanced care provision to clients with highly 

complex needs (White et al., 2008).  
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The combined findings of the literature review, survey, case studies, and policy study 

provide both a broad provincial picture of the work of LPNs and an in-depth depiction of how 

the policies related to scope play out in six Alberta sites. While it cannot be claimed that the case 

study findings are representative of all Alberta sites, the triangulation of many of the study’s 

overall findings with those of previous studies proves that our findings are robust. They tell us 

both good news and bad news. 

On the positive side, the degree of nurse scope utilization appears somewhat improved. In 

the years since Besner et al. (2005) and others explored this topic in depth, there seems to be 

more readiness on the ground, and among managers, to make it work, and some very positive 

examples of collaborative inter-professional teams were identified. LPNs appear to be more 

widely accepted by their RN peers, supervisors, and managers than before, even though barriers 

still exist. 

On the other hand, the similarity of our findings to previous studies carries a more 

discouraging message. Many of the same messages continue to surface. Some of the key barriers 

– role ambiguity, diversity in formal education and training of practical nurses, lack of a unified 

vision for nursing differentiation, and leadership and management strategies to make it all 

happen – have only been minimally addressed during the intervening period. This suggests that 

nothing short of a single vision, systemic solutions, and strong change management strategies 

will lead to significant change. While previous studies have focused almost entirely on RNs, this 

study has turned the lens on LPNs. It has broadened the foundation of evidence upon which to 

develop policies and practices that maximize the nursing workforce. It goes without saying that 

in an environment of shrinking resources and increasing healthcare needs, this must be done. 
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Recommendations 

The researchers presented draft recommendations to the steering committee based on the 

study findings. Members of the committee suggested broader system-wide changes were needed 

in order to enable these recommendations. Three directions emerged from this discussion: 

 The need for a clearly articulated common vision for nursing in the Province of 

Alberta; 

 The need for a broad range of formal, informal, and interdisciplinary educational 

opportunities for LPNs and all nurses; and 

 The need to support change at a variety of levels within the system. 

The following section presents the broad recommendations required to enable the more 

specific recommendations made by steering committee members and researchers. These, along 

with the supporting key study findings, are presented in Table 20a, b, and c. 

1. The need for a clearly articulated common vision for nursing in the Province of 

Alberta. 

The steering committee recommended that: 

A strong case be made to Alberta Health to lead the creation and articulation of a 

clear, compelling and shared vision of nursing practice  in Alberta, where there is clarity 

regarding the competencies and the roles of the three nursing designations LPN, RPN and 

RN. 

The following recommendations can be enabled by this shared vision. 

Table 20a 

Recommendations and Key Findings 
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It is Recommended that: Rationale Based on Key Findings: 

1.1  Clear agreed-upon guidelines for 

differentiated practice be developed and 

provided to LPNs and other members of 

the care team. 

The roles of LPNs in the case studies had considerable 

overlap with the roles of RNs and HCAs. 

1.2 Strategies be developed to assist managers 

in staying up to date regarding the 

competencies and scope of all members on 

their teams and to ensure that team 

members are also aware of them. 

Managers played a key role in the utilization of LPNs, 

yet some managers and team leaders in the case studies 

were unaware of the competencies of their LPNs. 

1.3 Organizational strategies be enabled to 

keep team members informed of updated 

competencies. 

Team leaders and members were unaware of individual 

LPN competencies; this was made more complex due 

to the variability of formal education and experience of 

LPNs in the workforce. 

1.4 Clear job descriptions are created and 

disseminated to facilitate understanding of 

LPNs’ role and their identity within the 

care team. 

Many LPNs did not have clear, updated job 

descriptions; this was linked to role ambiguity. 

1.5 Knowledge transfer strategies to enhance 

scope awareness be provided to 

employers, staff, and educators. 

Awareness of the competencies included in the current 

scope of practice for LPNs and other members of the 

healthcare team was limited. 

1.5 Successful examples and models of inter-

professional collaboration that 

demonstrate mutual respect and 

effectiveness be shared broadly by the 

regulatory bodies and the employer. 

Many examples of collaborative teamwork between 

RNs, LPNs, and other members of the care team were 

identified in the study. 

 

 

2. The need for a broad range of formal, informal, and interdisciplinary 

educational opportunities for LPNs and all nurses. 

The steering committee recommended that: 

Regulatory bodies, employers, and individual LPNs assume joint responsibility and 

accountability to identify, provide, and access learning opportunities. 

The following recommendations can be enabled by the provision of these opportunities. 

Table 20b 

Recommendations and Key Findings 
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It is Recommended that: Rationale Based on Key Findings: 

2.1a) Practice sites provide ongoing formal 

and informal professional development 

to support nurses in enacting their full 

and meaningful role – considering local 

context, care settings and patient needs. 

2.1b) Managers be supported in the 

implementation of professional 

development strategies. 

Attention to and encouragement of professional 

development by managers was highly valued by LPNs 

and was linked to enhanced competencies. 

2.2 Interdisciplinary education and 

professional development opportunities be 

provided so that by learning together 

health professionals can be more fully 

aware of each others’ roles within the 

team and the setting’s model of care. 

Team leaders and members were unaware of individual 

LPN competencies; this was made more complex due 

to the variability of formal education and experience of 

LPNs in the workforce. 

2.3 LPNs access opportunities to develop 

evidence-based skills in a practice setting 

through informal means – such as in-

house teaching, mentoring, coaching, and 

self-reflection – in order to build 

competence and confidence. 

LPNs valued the support, instruction, and mentoring 

that they received from RNs, particularly from team 

leaders; this was linked to increased competency and 

confidence. 

2.4a)More stringent approaches be considered 

by regulatory bodies to ensure that 

members meet standards of practice. 

2.4b)The CLPNA, working with employers and 

LPNs, identify and address the learning 

needs of LPNs with certificate education 

who have not had experience with complex 

nursing competencies. 

The diversity in formal education and skill level among 

LPNs was seen as a barrier to scope utilization. 

2.5 Collaboration between educational 

institutions, regulatory bodies, and 

employers be encouraged to maximize 

education for LPNs that is flexible, 

affordable, and accessible from a distance. 

LPN access to professional development opportunities 

was limited by cost, distance, and family 

circumstances, especially in rural settings. 

2.6 Opportunities for laddering should be 

made available to Licensed Practical 

Nurses, as for other members of nursing 

teams. 

Formal educational attainment is a key factor in the 

extent of LPN scope utilization. 

 

3. The need to support change at a variety of levels within the system. 

The steering committee recommended that: 
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A detailed strategic plan and implementation plan be developed to assist all players 

with their role in implementing and facilitating change regarding scope of practice for all 

nursing professions. 

The following recommendations can be enabled by the development of these plans. 

Table 20c 

Recommendations and Key Findings 

It is Recommended that: Rationale Based on these Key Findings: 

3.1 Support and/or professional development be 

available to leaders who are responsible for 

implementing change. 

Effective leadership at many levels is required to 

implement efficient models of differentiated practice. 

3.2 Guidelines for practice be up to date and 

reflect a common vision for nursing care as 

well as the clarification of roles of 

practitioners.  

At some case study sites, certain policies and 

procedures did not take into account current LPN 

competencies and prevented them from utilizing their 

skills. 

3.3  Strategic support be provided for managers 

involved in change be provided in 

accordance with the needs of their settings 

and the patient populations served. 

The managers at some of the case study sites indicated 

their need for more support in implementing change in 

their organizations. 

3.4 Successful managers who are “champions of 

change” be used to support other managers. 

The study revealed several sites where managers were 

successfully implementing broader scope utilization of 

LPNs. 

 

4. Additional research and knowledge translation.  

As an evidence-based profession, the importance of both acquiring new research-based 

nursing knowledge and utilizing existing research was emphasized. As there are limited studies 

that focus on LPNs and LPNs are currently entering new areas of practice, further research is 

required. Steering committee members also highlighted the need for an accessible resource 

consisting of pertinent research findings on the topic of scope utilization, and that this knowledge 

needs to be pulled together in a manner that is accessible to all stakeholders. 

It was therefore proposed that: 
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4.1 More research be conducted to study the roles and opportunities for LPNs in areas 

such as emergency care, family care clinics and primary care, labour and delivery, 

mental health, home care, and leadership; and 

4.2 Strategies be developed that ensure broader access to and understanding of relevant 

existing research. 

The steering committee agreed that this report is relevant to a wide variety of 

stakeholders. It was therefore recommended that: 

A knowledge translation plan be created with input from all stakeholders to ensure that 

the findings of the study and its recommendations are widely disseminated and used to reach 

the different levels of staff. 

Final comments 

The submission of this report signifies the end of a two-year research process, which has 

involved over 2,500 participants as well as senior key stakeholders who were a part of the 

steering committee. It is our hope that it also signifies the beginning of a concerted effort to 

continue the dialogue among stakeholders to move towards the translation of these 

recommendations into practice. 
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Appendix A. Data Collection Matrix
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Appendix B. Logic Model 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Office of Applied Research and Evaluation 

Final Report: Understanding Licensed Practical Nurses’ Full Scope of Practice  June 30, 2012 
 

Page 156 of 193 

Appendix C. CLPNA Membership Survey 
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Appendix D. Case Study LPN Interview 
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Appendix E. Case Study LPN Consent Form 
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Appendix F. Site Report Validation Survey 

 



Applied Research and Evaluation 

Final Report: Understanding Licensed Practical Nurses’ Full Scope of Practice September 28, 2012 

 

 

Page 176 of 193 

Appendix G. Patient Experience with Nursing Care Survey 
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