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Objective: To assess patient satisfaction with the arthritis care services provided by graduates
of the Advanced Clinician Practitioner in Arthritis Care (ACPAC) program.
Materials and methods: This was a cross-sectional evaluation using a self-report questionnaire
for data collection. Participants completed the Patient–Doctor Interaction Scale, modified to
capture patient–practitioner interactions. Participants completed selected items from the Group
Health Association of America’s Consumer Satisfaction Survey, and items capturing quality
of care, appropriateness of wait times, and a comparison of extended-role practitioner (ERP)
services with previously received arthritis care.
Results: A total of 325 patients seen by 27 ERPs from 15 institutions completed the questionnaire.
Respondents were primarily adults (85%), female (72%), and living in urban areas (79%). The
mean age of participants was 54 years (range 3–92 years), and 51% were not working. Patients
with inflammatory (51%) and noninflammatory conditions (31%) were represented. Mean (standard deviation) Patient–Practitioner Interaction Scale subscale scores ranged from 4.50 (0.60)
to 4.63 (0.48) (1 to 5 [greater satisfaction]). Overall satisfaction with the quality of care was
high (4.39 [0.77]), as was satisfaction with wait times (referral to appointment, 4.27 [0.86]; in
clinic, 4.24 [0.91]). Ninety-eight percent of respondents felt the arthritis care they received was
comparable to or better than that previously received from other health care professionals.
Conclusion: Patients were very satisfied with and amenable to arthritis care provided by
graduates of the ACPAC program. Our findings provide early support for the deployment and
integration of ACPAC ERPs into the Ontario health care system and should inform future
evaluation at the patient level.
Keywords: arthritis, physical therapists, occupational therapy, education, continuing, patient
satisfaction
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The past 15 years have seen an evolution in the provision of arthritis care for a variety of
reasons. Increased demands in the aging population, physician shortages, and stretched
health care funding have catalyzed the development of new extended-care clinical roles
to meet the need for arthritis care professionals.1,2 With the introduction of novel roles,
it is important to capture the patients’ perspective on the care they are receiving. In
addition, patients are valued members of circles of care, and it is critical to integrate
their voices into decision-making processes where possible. Patients’ satisfaction
with their care is known to influence health-related behaviors,3 such as compliance,
maintenance of patient–health care provider relationships,4,5 and communication of
important information,4 as well as treatment outcomes.6–9
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In the past, individual extended roles have been developed
on an as-needed basis, in order to meet the needs of a specific
population or institution. Generally, the skills and competencies required of the clinician are developed over time
through mentorship or in-service experience. In contrast, the
Advanced Clinician Practitioner in Arthritis Care (ACPAC)
program was formally developed in recognition of Ontario’s
need to enlarge the pool of human health resources capable
of providing specialized arthritis care. A collaboration
between St Michael’s Hospital and the Hospital for Sick
Children in Toronto, the ACPAC program addresses this
educational gap in postlicensure training and provides standardized knowledge and skills in order to train competent
advanced practice, or extended-role practitioners (ERPs). It
is a certificate-based program accredited by the Faculty of
Medicine’s Continuing Professional Development Office at
the University of Toronto.
The ACPAC program was developed in 2005 in response
to 1) the progressive decline in the number of arthritis care
specialists resulting in inappropriate wait times for care,10 and
2) a well-recognized need for an interdisciplinary approach
to manage patients with osteoarthritis, inflammatory
arthritis, and other musculoskeletal (MSK) disorders more
efficiently.1,2 Between 2005 and 2009, 30 experienced physical therapists and occupational therapists graduated from the
ACPAC program. Program graduates are trained to practice
to the full scope of their profession, and are, under medical
directives, able to carry out such activities as ordering X-rays
and blood tests, and in a few cases performing joint injections
and modifying prescription-medication dosages. As these
ERPs integrate into the Ontario health care system,11–13 it
becomes important to capture the patients’ perspective on
the care they are receiving.
The aim of the ACPAC program is to prepare experienced physical therapists and occupational therapists, and
more recently nurses, for extended-practice roles and to
support them in the development and implementation of
innovative models of arthritis care across various clinical
settings. The program focuses on the assessment, diagnosis,
triage, and independent but collaborative management of
selected MSK and arthritis-related disorders. The ACPAC
program is a learner-centered, academic, and experiential
learning opportunity facilitated by an interprofessional
faculty. The program integrates theory and practice and
employs a blended-learning approach, including online,
classroom-based, case-based, and clinical education, over
10 months. Learners engage in a minimum of 480 hours of
training and are rigorously evaluated.
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The present study is one component of a system-level
evaluation assessing the impact of ACPAC program graduates at the patient, institution, and system levels. The systemlevel evaluation framework is based on the adapted “balanced
scorecard” approach14 utilized in the “Hospital Report:
Rehabilitation” series.15 This study specifically focused on
the patients’ perspectives, eliciting their satisfaction with
different elements of their care.
This study is novel in that we have evaluated patient
satisfaction among a broad group of patients treated by a
large number of uniquely trained clinicians who work in very
diverse clinical settings (varied geographical area, patient
population, and model of care) and who have completed a
formal postlicensure competence-driven interprofessional
education program.

Materials and methods
Patient population
Consecutive patients seen by ACPAC program-trained
therapists were asked to complete the patient-satisfaction
survey at a single time point. Participants had to exhibit
MSK signs or symptoms or have a clinical MSK diagnosis.
Adults (18 years of age or older) and children (17 years of age
or younger) were included in the study population. Parents
determined whether they or their child should complete the
survey. Parents completing the survey were asked to do so
from their child’s perspective. Participants (or proxies) had
to be able to complete the questionnaire in English, and they
had to be seeing the clinician in a face-to-face visit.

ACPAC program-trained ERPs
ACPAC program-trained ERPs practice in a variety of clinical
settings across Ontario, working with orthopedic, inflammatory, adult, pediatric, urban, and rural and community-based
populations. Passalent et al described more fully the roles
of practicing ERPs, as well as their system integration and
clinical utilization.16 At the time of this study, all ERPs were
at least 1 year postgraduation, and 27 of 30 graduates were
practicing in 15 institutions across Ontario. Three were on
leaves of absence.

Recruitment
Ethical approval for this study was acquired from all institutions in which the ERPs practice. Based on estimated
patient volumes, ERPs were sent up to a maximum of
75 questionnaire packages (range 5–75). Questionnaire
packages included an introductory letter inviting patient participation, the patient-satisfaction survey, and a postage-paid
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return envelope. Consent to participate was implied in the
completion and mailing of the survey.
A clinic administrator, or in a few cases the ERP, introduced the study to each patient. Patients were asked to choose
whether or not to participate after leaving the clinic, and they
were informed in the introductory letter that their individual
responses would not be shared with their ERP. Patients were
encouraged not to tell their ERP whether they had chosen
to participate. If participants opted not to participate, they
were asked to discard the questionnaire package after leaving the clinic.
Surveys were identif ied by a study ID number.
This number identified the therapist and institution, and
was unique to each patient but not linked to identifiable
patient information. Following 8 weeks of recruitment, ERPs
reported how many surveys they had left over, such that we
could calculate the number of surveys distributed to patients.
Surveys were accepted by the study coordinator for 3 months
following the end of recruitment.

Survey content
Hudak and Wright detailed the various characteristics of patientsatisfaction measures. They outlined methodological attributes
related to question format and administration (eg, open-ended
versus closed-ended, or self- versus interviewer-administered),
as well as content axes (eg, satisfaction with a care versus treatment outcome, or generic versus disease-specific measures)
onto which various measures can be mapped.17 They noted
that the conclusions that can be drawn about satisfaction will
vary depending on the characteristics of the measures used,
and suggested that appropriate consideration be given to the
intended use of the study findings. The authors recommended
the use of complementary measures that include a combination
of validated and context- or population-specific items.
The nature and objectives of our study determined the methodology and content of the questionnaire. Methodologically,
this is a self-administered survey focusing on patients’
perceptions of the care they have received. The survey includes
both open and closed-ended questions, and the response format
of quantitative items was standardized across measures where
possible. The content of the survey focuses on care, as opposed
to treatment outcomes, utilizing generic measures to assess the
patient’s actual care experience. The questionnaire includes
both global and multidimensional measures.

Patient satisfaction
Our primary outcome was assessed using the eleven-item
Patient–Doctor Interaction Scale,18–20 modified to reflect the
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Patient–Practitioner Interaction Scale (PPIS). For each item,
the term “doctor” was changed to “advanced practitioner”.
Each item is a statement describing the occurrence of
various elements of a patient–clinician interaction, with
higher levels of agreement indicating a more positive
experience. Response options ranged from 1 (strongly
disagree) to 5 (strongly agree). The PPIS is comprised of
three subscales: providing information (two items), rapport
(six items), and communication (three items), which are
reported independently. Subscale scores are the mean of
completed items and range from 1 to 5, with 5 indicating
greater satisfaction. Subscale scores were not calculated
for those subscales with missing responses, as advised by
the developers.
Participants were also asked to complete selected
items from the Group Health Association of America’s
Consumer Satisfaction Survey (GHAA CSS).21 Six items
were chosen from the GHAA CSS that captured aspects of
care not addressed in the PPIS. These included history taking,
explanation of the results of investigations, the opportunity
to discuss questions, satisfaction with answers to questions,
the helpfulness of recommendations/advice provided, and
the usefulness of educational materials provided. Response
options ranged from 1 (strongly disagree) to 5 (strongly
agree), with higher levels of agreement indicating a more
positive experience.
In addition, two items were developed that addressed satisfaction with the physical examination and the explanation of
the patient’s diagnosis. Again, response options ranged from
1 (strongly disagree) to 5 (strongly agree), with 5 indicating
a more positive experience.
Individual items assessing satisfaction with additional
aspects of care included the following: 1) acceptability of
wait time since referral and in clinic at time of visit (two
items),22 2) a comparison of the arthritis care received from
the ACPAC program-trained clinician with that previously
received from other health care professionals (one item), 3)
the patient’s perception that their ERP was the most appropriate clinician to be seeing them (one item), and 4) overall
satisfaction with the quality and coordination of care provided
(two items).15

Other outcomes
In addition to patient satisfaction, the survey included an
11-point numerical rating scale for pain (points at 0 and
multiples of 10, 0 to 100 [pain as bad as can be]) and two
5-point numerical rating scales assessing function and overall
health (1 to 5 [excellent]).23 In an open-ended question,
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participants were asked to include any additional feedback
under the headings “Things we are doing well” and “Areas
for improvement”.

Demographics
The demographics section of the questionnaire collected
data regarding visit type (initial or follow-up), diagnosis,
and disease duration, as well as year of birth, sex, level of
education, work status, and urban/rural status using the first
three digits of the participant’s postal code.

Data analysis
Survey data were entered into an Access 2002 (version 10)
database by the study coordinator. Validity checks were in
place for each variable. Quantitative data were exported into
SAS (version 9.1) for analysis. Univariate statistics were used
to describe the study population (Table 1). PPIS subscores
were calculated in SAS according to the developer’s specifications.18 All secondary outcomes are reported at the item level.
In addition, participants’ answers to open-ended questions
were reviewed and common themes were extracted. Recurrent topics were grouped into broad categories. Reliability
(internal consistency) for the PPIS was calculated using
Cronbach’s α.

Results
A total of 695 surveys were distributed to patients at 15 institutions; 325 (46.8%) were returned to the study coordinator.
Percentage returns for individual therapists ranged from 8.0%
to 67.5% (mean 44.8%) and for institutions from 27.0% to
75.8% (mean 49.8%).

Participant characteristics
The mean age of respondents was 54 years (range 3–92
years); 72.4% were female and 78.9% lived in urban areas.
Most (67.1%) had completed high school or beyond, and
just over half (n=166, 51.1%) were not working, while 102
(31.4%) were working.
Just over half of the respondents had been diagnosed
with an inflammatory condition (n=165, 50.8%), 102
(31.4%) reported having noninflammatory conditions,
and the remaining 42 (12.9%) were unsure of their diagnosis. A detailed breakdown of participant diagnoses
is presented in Table 1. Mean symptom duration was
9.70 years. Respondents reported moderate pain, function, and overall health. Similar numbers of respondents
were seeing an ACPAC program-trained therapist for an
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Table 1 Characteristics of participants
Entire population
n=325
Demographic characteristics of participants
Age (years), mean (range)
54 (3–92)
Adult, n (%)
265 (81.5)
Pediatric, n (%)
53 (16.3)
Female, n (%)
233 (72.4)
Education, n (%)
 Elementary school (some or completed)
75 (23.5)
 Completed high school or higher
214 (67.1)
Other/not applicable (includes not yet in school) 30 (9.4)
Work status,a n (%)
Working for pay (full- or part-time)
102 (31.4)
 Not working (volunteering, retired, sick leave,
166 (51.1)
homemaker)
 Student
53 (16.3)
 Not applicable
11 (3.4)
Geographical location of residence, n (%)
Urban
247 (78.9)
Rural
66 (21.1)
Disease and disorder-related characteristics of participants
Musculoskeletal condition,a n (%)
Osteoarthritis
138 (42.5)
Rheumatoid arthritis
115 (35.4)
Psoriatic arthritis
21 (6.5)
 Lupus or SLE
9 (2.8)
 Gout
4 (1.2)
Ankylosing spondylitis
10 (3.1)
Juvenile idiopathic arthritis
10 (3.1)
Other musculoskeletal problem
35 (10.8)
Unsure of type/diagnosis
34 (10.5)
Musculoskeletal condition (grouped),b n (%)
Inflammatory condition
165 (50.8)
Noninflammatory condition
102 (31.4)
Other musculoskeletal problem
16 (4.9)
Unsure of type/diagnosis
42 (12.9)
Visit type, n (%)
 Initial visit
168 (53.0)
Follow-up visit
149 (47.0)
Duration of musculoskeletal symptoms
9.70 (0–75)
(years), mean (range)
Pain, mean (SD)
43.50 (27.2)
(0= no pain to 100= pain as bad as can be)
Function, mean (SD)
2.66 (1.1)
(1= poor to 5= excellent)
Self-reported overall health, mean (SD)
3.12 (1.1)
(1= poor to 5= excellent)
Notes: aPercentages do not add up to 100 because participants were asked to
check all that applied; ban additional variable was created to capture the broad
disease categories of patients seen by ERPs. Percentage total adds up to 100.
Inflammatory condition: any participant reporting an inflammatory diagnosis
(rheumatoid arthritis, psoriatic arthritis, lupus or SLE, gout, ankylosing spondylitis,
juvenile idiopathic arthritis). Noninflammatory condition: any participant reporting
an osteoarthritis diagnosis and no inflammatory diagnosis. Other musculoskeletal
problem: any participant reporting only “other musculoskeletal problem”. Unsure of
type/diagnosis: any participant reporting only “unsure of type/diagnosis”.
Abbreviations: SLE, systemic lupus erythematosus; SD, standard deviation; ERPs,
extended-role practitioners.
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initial (n=168, 53.0%) or follow-up (n=149, 47.0%) visit.
Demographic and disease-related variables are reported
in Table 1.

Patient–Practitioner Interaction Scale
Mean subscale scores for the PPIS were very high (5= greater
satisfaction): providing information (4.50), rapport (4.63),
and meeting patient needs (4.60). Mean item scores for the
PPIS ranged from 4.45 to 4.74. Univariate statistics for each
subscale are reported in Table 2. The PPIS showed good
reliability (internal consistency) across subscales: providing
information (α=0.89), rapport (α=0.87), and meeting patient
needs (α=0.84).
Table 2 Subscale and item-level scores for the Patient–
Practitioner Interaction Scale
Patient–Practitioner
Interaction Scale

n=325
Mean
(SD)

Median Mode Range

Subscale scores (1 to 5 [greater satisfaction])
Providing information subscale
4.5 (0.6) 5.0
5.0
(mean of items 1, 2)
Rapport subscale (mean of
4.6 (0.5) 5.0
5.0
items 3–8)
Meeting patient needs subscale
4.6 (0.5) 5.0
5.0
(mean of items 9–11)
Item scores (1= strongly disagree to 5= strongly agree)
1. The advanced practitioner gave 4.5 (0.6) 5.0
5.0
me the information I needed.
2. The advanced practitioner
4.5 (0.7) 5.0
5.0
helped me understand my
condition.
3. I feel that I can contact the
4.5 (0.7) 5.0
5.0
advanced practitioner if I
need to.
4. I could talk to the advanced
4.6 (0.6) 5.0
5.0
practitioner.
5. I would recommend the
4.6 (0.6) 5.0
5.0
advanced practitioner to a
friend.
6. The advanced practitioner
4.7 (0.5) 5.0
5.0
was attentive to me.
7. The advanced practitioner
4.6 (0.6) 5.0
5.0
was not in a rush.
8. The advanced practitioner
4.7 (0.5) 5.0
5.0
was professional.
9. The advanced practitioner
4.6 (0.6) 5.0
5.0
explained the reason for
treatment.
10. My needs were addressed.
4.6 (0.6) 5.0
5.0
11. The advanced practitioner
4.7 (0.5) 5.0
5.0
used words I understood.
Abbreviation: SD, standard deviation.
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2.5–5.0
3.0–5.0
2.7–5.0

3.0–5.0
2.0–5.0

2.0–5.0

2.0–5.0
1.0–5.0

3.0–5.0
2.0–5.0
3.0–5.0
2.0–5.0

2.0–5.0
3.0–5.0

Secondary patient-satisfaction outcomes
Univariate statistics for secondary patient-satisfaction outcomes are reported in Table 3. Mean scores for all eight
service-related items were high (5= greater satisfaction).
Mean scores for the six GHAA CSS items ranged from 4.13
to 4.57. Patients were also highly satisfied with the thoroughness of the physical examination performed by the clinician
Table 3 Item-level scores for secondary patient-satisfaction
outcomes
n=325
Secondary patient-satisfaction outcomes
Satisfaction with services received, mean (SD) (1= strongly disagree to
5= strongly agree)
 History taken was thorough and done with competence.a 4.57 (0.6)
 The physical examination was thorough and done with
4.64 (0.5)
competence.
 Results of investigations were well
4.52 (0.7)
explained.
Diagnosis was well explained.a
4.44 (0.8)
Opportunity to discuss all questions.a
4.57 (0.6)
 Happy with the answers to my questions.a
4.55 (0.6)
Recommendations, advice, and suggestions were helpful.a 4.38 (0.7)
 Educational materials provided were useful.a,b
4.13 (0.9)
Satisfaction with wait time, n (%)
Acceptable wait from referral to appointment
  Strongly agree
144 (46.0)
   Agree
130 (41.5)
  Neither agree nor disagree
22 (7.0)
   Disagree
13 (4.2)
  Strongly disagree
4 (1.3)
Acceptable wait in clinic today
  Strongly agree
145 (45.9)
   Agree
129 (40.8)
  Neither agree nor disagree
19 (6.0)
   Disagree
18 (5.7)
  Strongly disagree
5 (1.6)
Satisfaction with care compared to previous arthritis care received from
other health care professionals, n (%)
More satisfactory
189 (61.6)
 Same
113 (36.8)
 Less satisfactory
5 (1.6)
ACPAC program-trained therapist is the most appropriate health care
professional to be seeing me, n (%)
 Strongly agree
147 (46.0)
Agree
125 (39.1)
 Neither agree nor disagree
39 (12.2)
Disagree
8 (2.5)
 Strongly disagree
1 (0.3)
Overall satisfaction, mean (SD)
4.39 (0.8)
Overall quality of care (1= poor to 5= excellent)
4.36 (0.8)
Overall coordination of care (1= poor to 5= excellent)
Notes: aItems from the Group Health Association of America’s Consumer
Satisfaction Survey; bnumber of missing responses from item “Educational materials
provided were useful”: n=48 (14.8%).
Abbreviations: SD, standard deviation; ACPAC, Advanced Clinician Practitioner
in Arthritis Care.
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(4.64) and the explanation of investigation results provided
to them (4.52).
Eighty-eight percent (n=274) of respondents either
strongly agreed or agreed that the length of time from their
referral to their appointment was acceptable. Similarly, 87%
(n=274) expressed some level of agreement that their wait
time in the clinic was acceptable. In both cases, less than 8%
of patients disagreed or strongly disagreed that their wait time
was acceptable. A detailed breakdown of patient responses
is included in Table 3.
Over 98% of patients indicated that the arthritis care
provided by their ERP was comparable to (36.8%, n=113) or
better than (61.6%, n=189) that received from other health
care professionals. Less than 2% (n=5) of patients perceived
ERP care provision to be less satisfactory. Eighty-five percent
(n=272) of respondents felt that the ACPAC ERP was the most
appropriate provider of arthritis care at that point of contact.
Overall patient satisfaction with the quality (mean 4.39) and
coordination (mean 4.36) of their arthritis care was high.

Areas for improvement and
things being done well
About 25% of participants provided suggestions to improve
the care experience, the thematic analysis of which generated five core themes. Similarly, two-thirds of participants
included comments detailing elements of their care with
which they were satisfied, analysis of which generated
eight major themes. A detailed list of themes is included
in Table 4.
For example, one patient who might have benefited from
clarification of the ERP role noted that they “thought seeing a
physiotherapist would entail some treatment for [their] hand
and muscle pain and working to loosen joint stiffness. The entire
visit was more like a consultation only”.
Also included in participants’ recommendations were
suggestions for role expansion and raising public awareness
about this new role. One participant suggested “[educating]
more [ERPs] so they can help patients with their disease”,
and another recommended “[informing] the public about
the availability of these professionals and how they can help
sufferers of arthritis”.
Importantly, patients often noted the value of ERPs in
improving access to care, and were quick to highlight their
practitioner’s knowledgeable and caring manner:
What an excellent service!! It cuts down on the amount of
time you have to wait to learn more about the diagnosis,
ways to deal with it, and go for more tests before seeing
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Table 4 Participant responses to the open-ended items “Areas
for improvement” and “Things being done well” by theme
Theme
Areas for improvement
Time
 Coordination of care and
logistical issues

 Information or
educational needs
 Extended-role suggestions
Patient concerns
Things being done well
 Positive personal
attributes
Time
Comfort and confidence
 Knowledge and
information provision
 Communication
 Organization and
coordination of care team
Availability and access

Physical examination

Unacceptable length of wait;
insufficient time spent with patient
Desire for improved
communication between
health care providers; improved
access to assistive devices in clinic
Desire for different types of
information and educational
materials
Expanded role utilization; clarity
about role
Wanting more time with the
doctor
Personality, rapport,
comprehensiveness and
competence
Reasonable wait, efficiency and
sufficient time for appointment
Sense of comfort an trust in the
ERP
ERPs thought to be
knowledgeable; provided
information and education
ERPs exhibit excellent
communication skills
Recognition of the fact the ERPs
were part of well-organized
processes and teams
Appreciation for timely access
to the practitioner and often the
ability to reach them directly with
questions
Met approval, gentle

Abbreviation: ERP, extended-role practitioner.

the specialist. My advanced practitioner was very patient
and knowledgeable in every way.

Another patient wrote:
I am very pleased with the care and support I have received
from my practitioner. It is easy to talk with [them] and if
[they] don’t have an answer to a question [they are] quick
to find out for me. [My ERP] makes me feel like I am a
person and not just a number in a long line of people. [T]
his is a wonderful support system. Thank you.

Discussion
The goal of this study was to capture patient satisfaction with
the arthritis care received from ACPAC program-trained
ERPs. Patients were satisfied with the information provided
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to them, the rapport that was developed, and their ERP’s
ability to meet their health care needs. Patients felt that the
time they waited from referral to appointment and in clinic
was acceptable. They also felt that the ACPAC ERP was the
most appropriate health care professional to be treating them
for their MSK-related health problem, and they reported the
care they received to be comparable to or better than that
previously provided by other clinicians.
The limitations of this study were logistical and
measurement-related. Logistical limitations, such as the
language of our survey, narrowed our participant pool.
Measurement limitations, such as selection bias, have likely
skewed the data in our favor, a common and as-yet-unresolved
issue in the evaluation of patient satisfaction.5
The study questionnaire was not created for use in
children, making it cumbersome to issue in this population.
Additionally, the inclusion criteria of the study disqualified
patients who did not interact with their ACPAC programtrained clinician face to face and those who could not
complete the survey in English. These criteria may have
excluded potential participants at any of the 15 participating
institutions. These exclusions are unfortunate, because the
ACPAC program graduates, through the implementation
of new models of care and deployment in underserviced
areas, currently provide care and education to varied ethnic,
cultural, and geographical populations through different
modalities.
In a limited number of instances, ERPs gave survey packages to their patients. Every effort was made to ensure that
a clinic administrator gave the study package to potential
participants. However, as a result of clinic organization,
staffing issues, and home visits, recruitment by graduates
was unavoidable in some cases. Knowing that this might
be a concern at certain institutions, survey packages were
provided to each practice in sealed envelopes. Patients
were asked to decide whether or not they wished to participate after leaving the clinic. They were also advised not to
share their decision to participate with their clinician, and if
they chose not to participate, they were asked to discard the
survey package after leaving the clinic. All possible efforts
were made to avoid undue pressure to participate, as well as
any associated response bias.
The measurement limitations of this study include those
common to most patient-satisfaction studies: they are selection bias, acquiescence bias, and high undifferentiated levels
of satisfaction.17 The variety of constructs and question
types included in this study captured a wealth of valuable
information, including patient-generated suggestions for
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the improvement of care as it relates to the presence of an
ACPAC ERP.
Of note, we did not include a comparison group in this
study. Given the breadth of the roles assumed by ACPAC
ERPs, it was not feasible to include a comparison group.
There is no consistent comparator, such a physician specialist
or nurse practitioner, common to all 27 roles, geographical
settings, or models of care.
Finally, a large number of missing responses (14.8%,
n=48) to the GHAA CSS item “Educational materials provided were useful” suggests that further assessment of the
provision of educational materials by ERPs may be necessary.
Acknowledging the variation among roles, we recognize that
this question may not be relevant to all patient–ERP interactions (eg, follow-up visits with long-term patients).
It is a strength of this study that the patient populations
of all practicing ACPAC ERPs were included, considering
the broad spectrum of clinical care environments in which
dedicated arthritis care is provided by ACPAC ERPs.
Our analyses included a large sample of participants. We
are pleased with our response rate (46.8%), particularly considering that no reminder calls, replacement questionnaires,
or incentives were included in our study design and the fact
that our study population had a higher-than-normal chance of
experiencing writing difficulties due to MSK conditions.
The survey content was comprehensive. It included a
simple yet broad measure of patients’ satisfaction with their
clinician interaction, supplemented by additional satisfaction
items related to relevant aspects of the patient care experience, as suggested by Hudak and Wright.17 In addition, by
giving patients the opportunity to detail strengths and areas
for improvement, this study captured a wealth of new information that would otherwise have gone undetected. Hudak
and Wright17 noted that there can be a discrepancy between
the findings of qualitative and quantitative measures of
patient satisfaction,24,25 and Dougall et al25 suggested that the
use of standardized measures alone is insufficient. Qualitative
findings from this study will be used for quality-assurance
purposes in the ongoing improvement of the ACPAC program, and the growth and development of ERP roles.
In addition to collecting comprehensive satisfaction
data, we evaluated the reliability of the PPIS, which showed
good internal consistency across subscales, indicating that
it is a reliable measure of patient satisfaction for use in this
population.
Because the present study is just one component of
a larger system-level evaluation, it contributes valuable
information to a growing body of knowledge that supports
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the training and deployment of ACPAC ERPs. Focusing on
the patient perspective, this work captures the perceptions
and suggestions of a key stakeholder in the development
of extended-practice roles in arthritis care. We know that
there is far more to positive health-related outcomes than
“effective” treatments. Our findings suggest that patients’
high satisfaction with their ERP may, in concert with other
factors, impact positive health-related behaviors and treatment outcomes.
In a recent review of the literature evaluating the impact
of variably trained extended-practice physical therapists on
patients with MSK conditions, Desmeules et al26 identified
seven studies assessing patient satisfaction with care
received.27–33 These included studies conducted in a variety of
clinical settings in Canada, the UK, and Australia evaluating
ERP roles ranging from triage to primary care to independent
management. Represented patient populations included individuals with general MSK complaints, those with peripheral
MSK injuries, postsurgical patients, and pediatric inflammatory patients. Three of these studies comparing usual care
with services provided by ERPs found significant differences
in patient satisfaction favoring ERPs.28,30,31 Three other studies found no such difference,27,29,33 suggesting similar levels of
patient satisfaction with usual care and ERP services. Patient
satisfaction with MSK-related care provided by ERPs was
high in all seven studies.
Additional studies, which did not meet the inclusion
criteria for the aforementioned review, have also reported
high percentages of patients satisfied with ERP services.34–37
All conducted in the UK, three studies reported that 89% of
patients were satisfied with services provided by ERPs in
orthopedic outpatient clinics.34,35,37 One study evaluating an
ERP-led, community-based back pain-management program
(management activities included both ERPs and general practitioners with special interests) reported that 88% of patients
rated the service provided as excellent or good.36
These studies evaluated the impact of individual or small
groups of ERPs in specific settings, and reported very positive patient perceptions of the care they received. The present
study supports these findings and broadens the scope of the
ERP literature by specifically evaluating patients’ satisfaction
with the care provided by ACPAC ERPs, clinicians formally
trained and rigorously evaluated to ensure their competency
in arthritis care.
Future studies evaluating the impact of ACPAC program-trained clinicians at the patient level should focus
on health-related behaviors and treatment outcomes, as
well as the relationship between patient satisfaction and
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these two outcomes. Future work could also compare,
within context-controlled environments, the arthritis care
provided by ERPs benchmarked against other health care
practitioners. Patient-informed quality-improvement work
should also be conducted to refine and advance the new
models of care and novel roles developed by individual
ACPAC ERPs. The financial impact of these roles should
also be evaluated.
Based on our findings, both adult and pediatric patients
with varied diagnoses in a variety of clinical settings were
very satisfied with the care they receive from ACPAC
program-trained clinicians. The ACPAC program graduates
were viewed as knowledgeable and competent, and their roles
and unique models of care are being accepted by patients as
valuable and effective health care options, making them an
asset to the future of arthritis care.
In conclusion, patients were comfortable with and felt
well cared for by the ACPAC program-trained ERPs. Patients
found wait times associated with care provided by ERPs to
be acceptable, and were satisfied with the quality of care
received. Importantly, patients felt that ACPAC ERPs were
able to provide competent care that was comparable to or
better than that afforded by other health care providers.
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