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EXECUTIVE SUMMARY 
 
Primary Care Networks (PCNs) were established in Alberta in 2003 to plan and deliver care to 
defined populations throughout rural and urban Alberta. Although each PCN develops its own 
programs based on the unique health needs of its population, all PCNs share the common goals of 
improving access to 24/7 primary care services, emphasizing population health, health promotion 
and disease prevention, improving care for patients with chronic and complex health care needs and 
facilitating team based approaches to providing primary health care.  
 
The integration of nurses (Registered Nurses [RNs] including Nurse Practitioners [NPs] and 
Licensed Practical Nurses [LPNs]) into PCNs is widespread in Alberta. Since health promotion, 
disease and injury prevention and a focus on population health are foundational elements of 
Registered Nurses’ practice, nurses should ideally play a major role in helping PCNs achieve their 
stated objectives. The aim in this case study research was to examine the evolution of the 
introduction of nurses into three PCNs in Alberta and identify potential opportunities for improving 
the utilization of nurses in primary care. The study builds on prior research conducted in acute care, 
which had revealed significant underutilization of the knowledge and skills of nurses in that setting. 
The research identified important differences in how nursing roles have been enacted in the 
participating PCNs, but some recurring themes clearly stood out.  
 
All three case studies highlighted the importance of clarifying roles when interprofessional team 
models of care are introduced in new settings. This and other studies examining the practice of 
nurses have consistently reinforced that considerable role confusion exists within occupational 
nursing groups (RN, LPN and NP) as well as between nursing and other health care professionals. 
Although positive relationships eventually developed among team members in the PCNs 
participating in this study, resource intensive team building interventions were required in some 
cases. Strong leadership was shown to be instrumental in promoting effective utilization of nurses. 
In the absence of strong organizational support, successful implementation of interprofessional 
approaches to care relied on the ability of individual providers to establish effective relationships 
with their colleagues.  
 
In several ways, this study failed to accomplish the goal of optimizing the role of nurses in the 
context of an interprofessional team, in large measure because there was no consensus as to the role 
that nurses should play in primary care. Although Registered Nurses clearly addressed the health 
needs of individual patients, they played no role in assessing the broader health needs of various 
population sub-groups served by the PCN. The introduction of nurses has helped improve the 
management of patients with chronic disease but has done little to bring a more holistic health 
oriented and complementary perspective to the PCN.  Nurses in this study acknowledged that 
moving away from the more traditional individually focused and disease oriented model of care that 
is dominant in primary medical care will require a change in attitude on the part of physicians,  
other team members, and nurses themselves.  
 
It was evident in this study that the absence of a clear vision for primary care reform that is 
understood and championed by leaders at all levels of the healthcare system will make it difficult to 
determine what is considered optimal or effective utilization of nurses and other interprofessional 
team members in PCNs. Failure to address what constitutes effective and efficient utilization of all 
health care providers could lead to undue competition for scarce resources among PCNs in future 
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and will make it difficult for healthcare leaders to demonstrate accountability for the quality and 
sustainability of services delivered by PCNs.  
 
More research is needed into the factors that facilitate or impede the establishment of effective 
interprofessional teams in PCNs. Helping current and future health care providers attain confidence 
and competence in meeting the health needs of patients in primary care settings also requires 
attention. Many leaders and managers involved in this study expressed concerns that educational 
programs do not adequately reflect the increased shift toward community-based service delivery.  
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BACKGROUND 
Primary care renewal is a major focus of health system reform and is critical to sustainability of the 
Canadian healthcare system (Romanow, 2002). The convergence of an aging population, rising 
incidence of chronic disease, and significant health human resource challenges necessitate 
consideration of new approaches to delivering healthcare. Primary Care Networks (PCNs) emerged 
in 2003 in Alberta through a trilateral agreement among Alberta Health and Wellness, the Alberta 
Medical Association, and nine former regional health authorities, which merged as Alberta Health 
Services (AHS) in 2008. PCNs plan and deliver care to defined populations (i.e. patients of 
participating family physicians) throughout urban and rural Alberta. Although each PCN develops 
its own programs based on the unique health needs of its population, all PCNs share common 
objectives. These include: 1) round-the-clock access to primary care services; 2) emphasis on health 
promotion, disease and injury prevention; 3) improvement to care for patients with medically 
complex problems and or chronic diseases; 4) enhancement of the coordination of primary health 
services with acute, long-term, and specialty care services; and 5) facilitation of a team approach to 
providing primary healthcare (Primary Care Initiative, 2010). Nurses, social workers, behavioural 
health consultants, physical or occupational therapists, and /or pharmacists are among the 
professionals most commonly hired to support physicians in delivering PCN programs. There is 
good evidence to suggest that interprofessional primary care teams contribute to increased 
preventive care and health promotion (Shortt, 2004). 

The integration of nurses into interprofessional teams is widespread in PCNs in Alberta. Health 
promotion, disease and injury prevention and a focus on population health are foundational 
elements of Registered Nurses’ practice (CARNA, 2008). While RNs have successfully led 
initiatives aimed at refocusing service delivery toward primary prevention and population health in 
primary care (Besner, 2004), the limited body of literature on primary care nursing suggests that 
enactment of a nurse’s role varies significantly across physician practices. It is widely 
acknowledged that nurses may not work to their full scope of practice in primary care (Akcroyd, 
2009; Allard, 2010; Alsalfar, 2005), frequently performing such non-nursing activities as clerical 
work, stocking of supplies, and equipment cleaning (Oelke, 2006; Todd, Howlett, Mackay & 
Lawson, 2005). Research conducted in acute care suggested that the underutilization of nursing 
knowledge and skill potentially compromised quality of care in that setting (White et al., 2009). 
That research revealed that RN practice was largely focused on the performance of tasks and 
activities related to meeting patients’ bio-medical needs, while insufficient attention was given to 
promoting health and well-being. It was concluded that significant potential existed to improve the 
utilization of nurses and other healthcare providers by clarifying roles and responsibilities and 
implementing interprofessional collaborative approaches to service delivery (White et al., 2009). 
While the introduction of interprofessional teams is considered essential to achieving high quality 
primary care (Shortt, 2004), it is also known that effective team-based care requires clearly defined 
roles, valuing of complementary skills sets, and true collaboration among providers.  

The study described in this report builds on prior research about the utilization of nursing 
knowledge and skills in acute care settings. The aim was to examine the evolution of the enactment 
of nursing (Nurse Practitioners, Registered Nurses and Licensed Practical Nurses) roles in selected 
Primary Care Networks in Alberta and identify potential opportunities for improving the utilization 
of nurses in that setting.   

1.0 Research Objectives and Questions 
The objectives in this study were:  

1) To describe the current role of nurses within PCNs and identify opportunities for optimizing 
the role and 
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2) To enhance the effective utilization of nurses in three PCNs by implementing specific role 
optimization initiatives.  

  
The questions guiding the research included:  

1) What were the current roles of nurses within PCNs and how did those roles evolve over 
time? 

2) How could role optimization initiatives enhance the utilization of PCN nurses? 
3) What patient, provider, and system outcomes could be attributed to optimization of nursing 

roles in PCNs? 
4) What was the utility of selected data sources and tools for measuring patient, provider, and 

system outcomes? 
 

2.0 METHODS 

2.1 Study Design  
In this study, mixed methods were employed to provide rich detail about nursing role enactment in 
PCNs in Alberta. In Phase 1, qualitative approaches were used to document current nursing role 
enactment. Questions 2 to 4 were addressed during Phase 2, using embedded case study methods to: 
a) introduce job redesign strategies aimed at optimizing nursing role enactment in three PCNs; b) 
document selected system, provider, and patient outcomes associated with the redesign initiative; 
and c) determine the utility of the data sources and tools selected to measure outcomes in this study.   
 

2.2 Data Collection Methods 
 
In Phase 1, semi-structured, in-depth interviews (Appendix A) were conducted to elicit information 
about current nursing role enactment, as well as potential barriers or facilitators to role optimization. 
A total of 42 participants were interviewed during spring 2007. They included nurses, allied health 
professionals, physicians, and PCN stakeholders/administrators. Data collection for Phase 2 is 
described in the following section.  

2.2.1 RNs and LPNs 
 

To fully understand the current role of nurses in PCNs (activities, time spent on various role 
functions, and interactions with other healthcare providers and patients), eight nurses in PCNs 1 and 
3 were job shadowed and ethnographic field note data were collected at baseline (Phase 1). Nurses’ 
practice was documented according to time spent in one of five functional areas associated with 
nursing roles - administration, assessment, providing direct care, routine clinical activities, and 
communication (Appendix B). Ethnographic field notes were taken during job shadow sessions to 
describe the contextual environment within which observed practice occurred. Follow-up in-depth, 
semi-structured interviews were conducted during Phase 2 with 22 RNs and LPNs who participated 
in role optimization initiatives in each PCN. The intent of interviews was to gather nurses’ 
perspectives on factors that influenced the evolution of their roles over time (Appendix A).  
 
No observation data were collected in PCN2. Rather, data were extracted from PCN databases 
about the number and reason for patient visits to nurses for fiscal 2008-2009. Age and gender of 
patients who visited nurses during this period were tracked (outlined in Appendix D) and audits of 
nurses’ work over a three-month period were collected. Audits (activity records completed by 
nurses) consisted of information regarding the type, length, frequency, and focus of nursing 
appointments, as well as age and gender of the patients seen by nurses. A researcher interviewed 
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nurses immediately prior to a patient’s appointment about the care she/he intended to deliver. 
Immediately following the appointment, a second interview was conducted that focused on the care 
that was actually delivered. The purpose of the interviews was to explore the unique and contextual 
factors that influenced care provision.  

2.2.2 Stakeholders 
In-depth, semi-structured interviews (26) were conducted during Phases 1 and 2 in each 
participating PCN with key stakeholders, including physicians, executive directors, and 
interprofessional team members. These interviews focused on stakeholders’ perceptions of nursing 
roles, barriers and facilitators to optimizing them, and outcomes perceived to be associated with 
nursing work (Appendix A).   

2.2.3 Patients  
During the initial stage of Phase 2 data collection, 54 patients from PCN1 and PCN3 completed a 
series of short questionnaires: the EQ-5D EuroQol; SF36; Patient Questionnaire on Nursing in 
Primary Care Practices; and a Demographic Questionnaire (Appendix C). Collectively, these tools 
measured health outcomes/quality of life (EQ-5D and SF36), patients’ perceptions of care, access to 
primary care services, and quality of care received from primary care nurses (Patient 
Questionnaire), and socioeconomic status, such as income and educational level, among other 
measures (Demographic Questionnaire). Since some of the tools used in this study (e.g. EQ-5D) 
had not formerly been used to assess outcomes in primary care, their utility for subsequent research 
was to be examined. However, 19 patients were lost to follow-up between during Phase 2. Since 
only 35 questionnaires were completed during follow-up in Phase 2, it was not possible to 
determine the utility of these surveys for future primary care research. These data collection 
challenges will be discussed in greater detail in later sections of this report.  

With patient consent, in-patient and emergency department utilization data for 27 patients from 
PCN1 and PCN3 were abstracted from regional administrative databases, using personal healthcare 
numbers. These data were used to assess the impact of the role optimization initiative on 
participating patients’ health services utilization. Retrospective data were collected for those 
patients for two years prior to the onset and throughout the duration of the study.  

Patient-researcher encounters were also held in PCNs 1 and 3 during Phase 2. In one PCN, concerns 
about the confidentiality of data arose during an unrelated survey being conducted in the 
community. Consequently, several patients requested that questionnaires for this study be 
administered in person by a researcher wearing photo identification. Subsequently, all participating 
patients were offered the opportunity to have face-to-face interviews (rather than a mailed survey). 
Many participants responded to this opportunity, which led to informal patient-researcher 
encounters in public settings (i.e., coffee establishments). During these encounters, participating 
patients offered considerable insight into their experiences with PCN nurses and provided in-depth 
information about their health issues. A total of 54 patient-researcher encounters occurred during 
Phase 2 (35 initially and 19 during follow up). Ethnographic field notes were collected during all 
encounters. Writing ethnographic field notes was both an interpretive and interactive process, 
shaped by the researcher and participant. Ethnographic field notes described the actions, 
perspectives, and/or perceptions of participants regarding a particular place, topic, or experience 
(Emerson, Fretz & Shaw, 1995). 

Finally, to supplement quantitative data obtained from surveys, 10 semi-structured, in-depth patient 
interviews were conducted across the three PCNs at the conclusion of the study. Interviews focused 
on patients’ perceptions of nurses’ activities, roles, effectiveness, and their satisfaction with nursing 
care (Appendix A). Interview participants were recruited by research team members from each site 
using purposive sampling. 
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2.2.4 PCN 
Contextual data about each of the PCNs were collected throughout Phase 2. Demographic data 
about the populations served by each PCN were extracted from the 2006 Canadian Census 
Community Profiles. Health services utilization data (in-patient, emergency and ambulatory care 
admissions and lengths of stay where appropriate) were extracted from AHS administrative 
databases for PCNs 1 and 3. PCN-level data (i.e., number and reason(s) for nursing visits in fiscal 
2008-2009) were collected for PCN2.  

2.3 Data Analysis 
All interview data were recorded, transcribed, and subsequently analyzed using NVivo7.© This 
program facilitated data management and allowed for the simultaneous input of multiple researchers 
in the development of a coding framework. The data were analyzed thematically, an exploratory 
descriptive approach to qualitative data analysis widely regarded as appropriate for topics that are 
under-researched (Berg, 2001).  

Patient survey data were entered into the Stata SE 10.0.© Descriptive statistics (ranges, frequency 
distributions, and averages where appropriate) were calculated for each survey item. Ethnographic 
field notes were transcribed and analyzed using NVivo7© to capture common themes from multiple 
patient encounters.  

Data were analyzed by individual source (interview, survey, ethnographic field notes and health 
services utilization) and then integrated and synthesized by PCN (Yin, 1994). Each case report 
summarized “systematic inquiry into an event or a set of related events which aims to describe and 
explain the phenomenon of interest” (Bromley, 1990, p. 302). Case study research tends to be 
prospective, that is, it brings understanding to a particular situation and informs the development of 
strategies for strengthening, diversifying, or otherwise improving it in future (Bromley, 1990). A 
case report was prepared for each PCN and cross-cutting themes were subsequently identified. Brief 
highlights from each case report and key themes arising from the data will be discussed in Section 
3.0. Detailed case reports for each PCN are presented in Appendix D.  
 

3.0 RESULTS 

3.1 PCN1 

PCN1 was established on January 1, 2006. The PCN served a total population of approximately 
9110 in west central Alberta; 7500 of these individuals resided in the town in which the PCN was 
located, while the remainder resided on farms, in hamlets and on First Nations’ reserves in the 
surrounding area (Statistics Canada Census, 2006). In fiscal 2007-2008, the PCN consisted of 31 
primary care physicians and 15,948 enrolled patients, although this number continued to change as 
the provider and patient population evolved. The discrepancy between the number of enrolled 
patients and Statistics Canada (2006) population estimates resulted from the large number of 
citizens living in the surrounding areas (primarily in First Nations communities) not documented in 
the Statistics Canada Census. PCN staff was comprised of an executive director, four nurses (2 RNs 
and 2 LPNs), a nurse practitioner, dietician, midwife, part-time respiratory therapist, and an 
administrative coordinator who managed patient appointments and performed other administrative 
tasks. All providers were co-located in the same building, although PCN staff occupied the first 
floor of the town’s only family physician practice and walk-in clinic, which was situated on the 
second floor. The only other health facility in the town was a 30-bed Health Centre providing 
extended, 24 hour emergency and acute care services.  
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The majority of programs offered by the PCN were targeted at patients with medically complex 
problems and/or chronic diseases. As there were few speciality services available in the community, 
citizens were often required to travel for medical care that could only be accessed in the urban 
centre located some distance away. These service priorities were reflected in the organization of 
work within the PCN. The two RNs were initially recruited to the Mental Health and Chronic 
Disease Management programs, respectively. One LPN was assigned to the Hypertension program 
and the other served as a navigator, whose primary function was to link patients as seamlessly as 
possible to needed services such as referrals to specialists or diagnostic testing. In most instances, 
nurses saw patients only upon referral by physicians, some of whom were reluctant to refer patients 
during the early years of the PCN. The importance of trusting relationships between nurses and 
physicians as a determinant of the utilization of nurses was a recurring theme in this and the other 
PCNs.  

The role of nurses evolved over the course of this study. Initially, nursing practice was heavily 
focused on disease specific management of individual patient concerns and it was acknowledged 
that silos existed across programs. There was no attempt to create an integrated care plan for 
patients who were seeing more than one provider and in some instances nurses were unaware that 
patients were accessing other programs offered by the PCN. Although all PCN physicians had 
access to an Electronic Medical Record (EMR), other interprofessional team members were unable 
to enter or extract information from the EMR due to a change in vendor that occurred during the 
course of this study. This obviously made it difficult to share patient information in a timely fashion 
and was seen as a barrier to effective teamwork.  

It also became clear as the study progressed that significant ambiguity existed in relation to the roles 
of RNs and LPNs. Neither provider group was able to clearly articulate what distinguished them 
from each other. Both RNs and LPNs referenced comprehensive health assessment, health 
education and promotion, and coordination of care as key elements of their roles. During sessions 
focusing on role optimization, nurses disclosed that they did not understand what the terms scope of 
practice or role optimization really meant.  

Following sessions addressing the distinct role of RNs and LPNs, nurses reported feeling 
uncomfortable about the silo approach to delivering services that then characterized PCN programs. 
A case management model was implemented, which included the introduction of joint appointments 
with relevant providers for patients with complex health needs. The NP, who had previously 
functioned independently in the provision of women’s health services, became more involved in 
supporting the care of patients with complex and /or chronic diseases. While it was acknowledged 
that RNs could play a leadership role in promoting population health approaches in PCNs, it was 
noted that substantial support would be needed from physicians and other key stakeholders to allow 
this aspect of their role to evolve. It was generally felt that physicians would resist any effort to 
substantially change a nurse’s role in the PCN at this time. 

Current funding mechanisms and management structures were perceived by nurses in this PCN to 
inhibit optimization of professional roles. Funding served as a barrier to patients having direct 
access to non-physician health professionals. It was felt that the funding PCNs received to support 
interprofessional teams would not sufficiently cover the added cost of those providers without the 
fee-for-service amount that physicians received. The funding mechanism therefore reinforced the 
role of physicians as gatekeepers who control which patients were seen by which provider. Staff 
also expressed concern about health system inefficiencies resulting from duplication of services 
offered both by the PCN and AHS (e.g. Chronic Disease Management). They noted that patients 
were often required to travel to the urban centre for services that the PCN could provide locally, if 
there was more funding to do so. It was suggested that more integrated service planning and 
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enhanced collaboration between the PCN and AHS could result in improved utilization of personnel 
in both organizations and better access to needed services for residents of the community. 

3.2 PCN2 
PCN2 was established in 2005 as one of the first primary care networks in Alberta. The stated goal 
of the PCN was to ensure access primary care through a family physician and the enhancement of 
services to those with complex health needs. The PCN was situated in a large city which 
incorporated 21 independent communities adjacent to or within a few kilometers of the city, with a 
total population of 1.1 million people. The PCN provided services in 18 distinct family physician 
clinics that were accessed by patients residing in the south and southeast areas of the city, as well as 
other neighbourhoods in the city and surrounding communities. At the onset of the study, 100 
physicians participated in PCN programs providing healthcare services to 106,177 patients. Forty 
other healthcare professionals were employed in full and part time positions, with nurses 
representing more than half of the PCN staff. Other providers included social workers, dietitians, 
and administrative staff.  

The nursing complement in PCN2 incorporated NPs and RNs. In contrast to PCN1, RNs in PCN2 
functioned as generalists who could be directly accessed by patients, or referred to nurses by 
physicians, and other healthcare providers. Nurses had substantial autonomy in encouraging patient 
participation in relevant PCN programs, a majority of which retained a strong focus on chronic 
disease management. The NP complement had increased from one to five since the PCN was first 
established. There was no reported ambiguity between the roles of RNs and NPs. Nurse-physician 
relationships in this PCN appeared fairly collegial and supportive, although interviewees in both 
Phases 1 and 2 reported perceived lack of acceptance of nurses by some physicians. Overall, 
positive nurse-physician relationships were attributed to the fact that appropriate utilization of 
nurses and role optimization for both RNs and NPs were strongly emphasized by PCN 
administration. NPs were instrumental in promoting optimal utilization of nurses, although it was 
generally agreed that more needed to be done to promote a stronger population health focus in PCN 
programming. 

Study participants commented on the special characteristics that appeared to define nurses who 
adapted successfully to the PCN environment. It was felt that nursing students were inadequately 
prepared for work in primary care and that RNs who were comfortable with structured and often 
specialized nursing practice in acute care often found it difficult to adapt to the generalized 
approach that typified nursing in primary care in this PCN.  

As the PCN evolved, some physicians tended to become very possessive of the nurses assigned to 
their clinic and wanted them to serve their patients exclusively. Some physicians initially expected 
that the greatest benefit from having nurses in the clinic would be a reduction in their workload, 
since nurses could give injections or perform treatments such as dressing changes and wound care. 
It was quickly recognized, however, that nurses could very effectively be utilized in supporting the 
care of patients with psychosocial issues and complex healthcare needs.  

Despite the relative lack of conflict in the role of nurses and physicians, role ambiguity was 
reported between nurses and other providers, such as dietitians. It was noted that while conflict 
diminished as members of the interprofessional team became more aware of each others’ roles, 
failure to differentiate role from task contributed to unnecessary tension among providers. It was 
suggested that more attention be given to clarifying roles and making explicit the benefits to 
patients that would accrue if the right provider was involved in delivering the care that patients 
needed. Therefore, it was important to make explicit which provider had the depth of knowledge 
that best matched particular patient needs at a given point in time. Since there was substantial 
overlap in the range of activities performed by many professionals (e.g. diabetes education, glucose 
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monitoring) the question to be asked was not so much who could perform the task, but rather who 
should in particular circumstances, and why? 

As was the case in PCN1, study participants noted that members of the interprofessional team in 
PCN2 also had a tendency to work in silos. Strategies to implement shared care planning for 
patients with complex health needs were initiated during the latter phase of this study, to enhance 
interprofessional collaboration in the PCN.  

3.3 PCN3 
PCN3 was also located in a large urban centre with over one million residents. The PCN served 
approximately 263,790 people (Alberta Health and Wellness, 2009), making it one of the largest 
networks of primary care physicians in North America. In fiscal 2007-2008, 215 family physicians 
participated in the PCN and that number continued to grow as the study progressed. The PCN 
employed NPs, pharmacists, RNs and behavioural health consultants, as well as non-clinical 
personnel to manage operations, plan and evaluate programs, and coordinate administrative 
functions. The PCN offered a wide range of programs delivered in multiple clinics by an 
interprofessional team. Core programs included nursing, mental health, hospitalist liaison, physical 
therapy, pharmacy, and population health.  

Physicians were able to choose whether or not to access the nursing program, which consisted of 
two-half days of nursing time per month in participating clinics. Ideally, this allowed nurses to 
establish relationships with patients in each of the clinics to which they were assigned. PCN nurses 
who worked full-time provided service to multiple clinics across the city, while part-time nurses 
tended to be assigned to a smaller number of clinics. Given the lack of co-location of nurses with 
other members of the interprofessional team, nurses reported feeling professionally isolated and 
highlighted the difficulty of establishing relationships with colleagues with whom they had few 
encounters. In response, the PCN established monthly professional development opportunities to 
allow nurses and other team members to meet over dinner for networking and professional 
education. 

The nursing program was in the beginning phase of implementation at the onset of this study. Early 
interviews conducted with participants therefore reflected what participants envisioned as optimized 
nursing practice. There was general consensus that nurses should conduct comprehensive bio-
psycho-social assessment of health needs and coordinate patient care, although opinions varied as to 
whether they should be assigned to work in specialized programs (e.g. chronic disease 
management) or perform a generalist role. Subsequent data collected during interviews and job 
shadow sessions revealed that chronic disease management was a major focus of nurses’ practice 
and significantly more nursing time was devoted to addressing patients’ functional and physical 
limitations, rather than comprehensive health needs. 

Nurses in PCN3 were initially hired on a contractual basis, rather than as employees of the PCN. 
Since they were in essence self-employed, they were required to obtain licensure from their 
professional college (the College and Association of Registered Nurses of Alberta) as nurses in 
independent practice and to provide a detailed listing of their planned activities to CARNA as a 
condition of self-employment. This understandably placed constraints on role optimization, since 
permission had to be sought each time they wanted to perform previously undeclared activities or 
tasks that had not been incorporated into the PCN nursing role during the early phases of its 
evolution.  

In addition, participants acknowledged that the nursing role had not been sufficiently marketed with 
PCN physicians from the outset. Nurses felt they had been thrown into an evolving situation with 
little educational preparation and no administrative support for integrating a new role into physician 
practices. In many cases, physicians could not differentiate the primary care nursing role from that 
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of office nurses employed by some physicians (usually at a lower cost and to perform a narrower 
range of services). A tremendous amount of personal initiative and persistence on the part of the 
PCN nurses was required to establish trusting physician-nurse relationships over time. Not 
surprisingly, some physicians were reluctant to refer patients to PCN nurses, which some nurses 
interpreted as concern that they were viewed as an unaffordable overhead expense. Despite some 
improvement, the lack of uptake of nursing services by PCN physicians continued into Phase 2 of 
the study. Although patients who had been referred to nurses consistently reported improvements in 
health and wellbeing, providers and patients alike commented that the availability of nursing 
services in the family practice clinic was not well communicated to the patient population.  

The PCN identified population health as one of its priority programs and a small group of providers 
was interested in learning more about the population needs-based approach to healthcare delivery. 
Members of the research team were invited to conduct two workshops, targeted at nurses and a few 
other members of the interprofessional team. A primer (included as an attachment) was developed 
as the basis for discussion at these and a subsequent provincial workshop on the role of nurses in 
interprofessional primary care teams (held June 17, 2009). Although workshop participants found 
the sessions informative and relevant to their practice, it was generally felt that PCN stakeholders 
(i.e. administrators and staff) and physicians were not yet ready to fully embrace the population-
needs based approach at this time. It was acknowledged that moving away from the traditional 
individually focused and disease oriented model of care toward a more holistic health oriented 
model will require a change in attitude on the part of providers, as well as development of patient- 
centred collaborative practice knowledge and skills. Without a strong commitment to making a shift 
in the way in which the healthcare system is managed, operated and funded, large scale reform of 
primary care will remain elusive (Health Council of Canada, 2010).  

3.4 Summary 
Although the preceding summaries of the introduction of nurses into PCNs point to important 
differences in how nursing roles evolved, some recurrent themes clearly stood out. 

All three case studies highlighted the importance of clarifying roles when interprofessional care 
models were introduced in new settings. Positive relationships among team members eventually 
developed in all three PCNs, but resource intensive team building interventions were required in 
some cases. Strong leadership was instrumental in promoting effective utilization of nurses from the 
outset. In the absence of strong organizational support, successful implementation of new 
approaches to interprofessional care relied heavily on the ability of individual providers to establish 
effective relationships with their colleagues. Effective utilization of the health workforce cannot be 
made contingent on the quality of interprofessional relationships or co-location of team members. 
The more sustainable option is to establish clear roles and clear goals to facilitate effective 
teamwork from the start. 

Physician reimbursement models obviously influenced how other members of the interprofessional 
team were utilized. While it is unfair to expect that physicians should bear the full cost of 
developing effective models of interprofessional primary care, it seems equally unfair to deprive 
patients and families of services that could be of benefit to them if they had direct access to the full 
range of providers in the PCN. The current funding mechanism entrenched the role of physician as 
gatekeeper. This made patient access to other members of the team highly dependent on the degree 
to which physicians were willing to refer to other members of the team with whom they may have 
had relatively little personal contact and therefore may not have developed trusting relationships. In 
this study, the development of positive nurse-physician relationships was a significant factor in 
determining whether patients would be referred to a nurse. 
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4.0 DISCUSSION: Revisiting the Research Questions  

 4.1 What is the current role of nurses in selected family practices within PCNs and how 
has this role evolved over time? 
The purpose of nursing is to promote health, healing, growth and development; prevent disease, 
injury, disability; minimize distress and suffering; and enable people to understand and cope with 
their disease, its treatment and its consequences. Helping people gain the knowledge and skills they 
need to attain, maintain, or recover health is a major focus of nursing interventions that are targeted 
at the physiological, psychological, social, cultural, or spiritual responses of patients and families to 
health, illness, or crisis (Royal College of Nurses, 2010). RNs are expected to use the principles of 
primary healthcare in developing plans of care with patients and other healthcare team members and 
to work in collaboration with others in delivering services/programs that consider the needs of 
communities and populations as well as those of individual patients/families (CARNA, 2006). This 
description of the RN role is the lens against which nursing practice was examined in this study.  

Although the role of nurses evolved to some extent in all three of the PCNs over time, the study 
reveals that the management of patients dealing with one or more chronic diseases has remained a 
dominant focus of nursing practice. For the most part, nurses were hired to work in programs (e.g. 
diabetes, chronic disease management, mental health, women’s health) already established and 
defined by the PCN prior to the introduction of nurses. With the possible exception of PCN2, nurses 
did not feel particularly empowered to change established approaches to delivering PCN programs 
and felt that physicians and perhaps even PCN administrators would not welcome suggestions for 
reorienting service delivery toward a population needs-based approach. In fact, most RNs could not 
articulate the role of nurses in primary healthcare at the onset of the study, although they 
acknowledged that in theory, their educational programs prepared them to play a greater role in 
identifying and addressing inequities within and across population groups and sub-groups in the 
PCN. RN practice in these PCNs largely focused on the performance of tasks and activities to meet 
the needs of patients with specific medical conditions. That is, physicians referred patients with 
chronic or complex health needs for support, education, and/or follow-up by nurses. At an 
individual patient level, nurses conducted psychosocial assessments, provided on-going support and 
education, linked patients to other providers or services as needed and clearly enhanced many 
patients’ ability to cope with their health issues. As was the case in prior research in acute care 
(White et al., 2009), RNs in these PCNs did not question whether the programs they delivered were 
matched to the priority needs of the population being served by the PCN and did not consider their 
potential role in helping to shift the focus from simply intervening with individual patients toward 
developing programs that addressed the broader health needs of the total population of PCN 
patients. Although this study enhanced awareness of the expected role of RNs in healthcare 
delivery, most RNs remained sceptical that PCNs are ready to embrace population needs-based 
approaches to program development at this time. Rather, it was felt that the traditional disease 
oriented (e.g. Diabetes, Obesity, Mental Health, etc.) approach will continue to dominate in PCN 
business plans as long as program planning remains primarily the mandate of physicians and 
administrators, and does not include the perspectives of other members of the interprofessional 
team. The vision for the role of PCNs in addressing overarching population health needs remains 
somewhat elusive in Alberta at this time.  

In PCNs with both RNs and LPNs, the focus on individual disease oriented care was in part 
responsible for a lack of differentiation in nursing roles. LPNs tended to be viewed as more task 
oriented than RNs, although they perceived that they performed many of the same functions as RNs 
(e.g. patient education and support, navigation, etc.). Neither RNs nor LPNs could clearly articulate 
the difference in their respective roles, although it was generally accepted that RNs were assigned to 
work with more complex patients (e.g. diabetes management) than was the case for LPNs 
(monitoring of hypertension). A major differentiating factor between RNs and LPNs is the expected 
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focus of RN practice on determinants of health, consideration of health needs at the level of 
communities and populations as well as that of individuals and assessment of healthcare delivery 
issues that interfere with client access to needed health services (College and Association of 
Registered Nurses of Alberta, 2008). Until RNs who work in PCNs feel confident in their ability to 
enact those aspects of their role, the ambiguity that is currently evident in the respective roles of 
RNs and LPNs will continue, with consequent role confusion and underutilization of both groups of 
providers (White et al., 2009).  

Clearly, the evolution of the roles of nurses and other providers in PCNs is highly dependent on the 
establishment of trusting relationships among members of the interprofessional team. Insufficient 
attention has been given to the importance of role clarity as a necessary ingredient for effective 
interprofessional team functioning. This study confirmed that nursing roles were poorly understood 
by patients, physicians, and nurses themselves. Physician buy-in to the nursing program, which 
often relied on the establishment of personal and positive nurse-physician relationships, seemed 
more relevant than patient need in determining which patients were seen by nurses in most of the 
PCNs. Although strong leadership and effective marketing of the nursing role by PCN 
administrators has helped with the smooth integration of the nursing role, there remains a 
perception that physicians exercise ultimate control over the utilization of nurses and other 
providers.  

4.2 How can the LPN and RN role be optimized through job redesign initiatives?  
The intent in this study was to use data collected during Phase 1 to subsequently involve key 
stakeholders in initiating a job redesign intervention to optimize the role of nurses and other 
providers employed by the PCN. To that end, meetings were held with nurses and other members of 
the interprofessional team on frequent occasions throughout the project to discuss opportunities for 
enhancing the utilization of personnel, guided by analysis and interpretation of data. As previously 
noted, workshops were held with staff in PCN3 to present information about the population needs-
based approach in primary healthcare. A primer was developed to guide discussion and was later 
used with a larger group of nurses at a provincial workshop held in June, 2009. Although the 
workshop reinforced RN scope of practice and sensitized nurses to the gap between ideal and actual 
practice highlighted during the study, most participants doubted that change in practice would occur 
unless there was widespread support at the policy and governance levels for optimizing nursing 
roles. Participants recognized that while population health, health promotion, and disease 
prevention were common goals shared by all PCNs, there was no agreement as to the meaning of 
those terms among policy makers, physicians, PCN administrators and staff. In the end, the goal of 
achieving optimal enactment of the role of RNs and LPNs in the context of the interprofessional 
team was not accomplished. Participants doubted that effective utilization of all members of the 
interprofessional team could be realized unless changes occurred in the way in which physicians 
were funded and substantial effort was made to clarify goals (e.g. what is meant by population 
health improvement or health promotion) and develop a common understanding of the expected 
contribution that could be made by different members of the interprofessional team (i.e. clarify 
roles).  

 
4.3 What patient, provider, and system outcomes might be attributed to optimization of the 

LPN and RN role in PCNs? 

4.3.1 Patient  

A number of methodological challenges (discussed in the next section) interfered with the goal of 
quantifying patient outcomes over the course of the study. Although data collected during Phase 1 
suggested that nursing services led to increased patient satisfaction, improved quality of life, and 
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enhanced self-care capacity, comparison of findings over the duration of the study was precluded by 
data collection challenges. Self reports by patients nonetheless suggested that nurses were seen to 
conduct comprehensive health assessments and implement interventions that helped reduce 
complications and prevent further disease progression. People said they were better able to cope as 
a result of their interactions with nurses and consistently expressed a high degree of satisfaction 
with the introduction of nurses into the primary medical care setting. 

  4.3.2 Provider 
While nurses’ satisfaction with their work increased over the course of the study, this was attributed 
to improved physician-nurse collaboration and trust, rather than to redesign of their respective roles. 
Nurses whose prior experience was in acute care were particularly pleased to have the opportunity 
of working in a substantially more autonomous role and to be afforded the luxury of time to focus 
on meeting the comprehensive health needs of patients and families. Some nurses noted, however, 
that a significant number of nurses recruited from acute care had left the PCN as they had found it 
difficult to adjust to the unstructured environment that characterized the primary care setting. There 
were also a number of comments suggesting that nursing education does not adequately prepare 
nurses for the primary care nursing role. In a few instances, satisfaction with their role in primary 
care was clearly associated with nurses’ ability to take on tasks delegated to them by physicians 
(e.g. monitoring blood glucose).  

  4.3.3 System 

It was not possible to examine decreased utilization of Emergency Department or in-patient services 
during this study, for reasons described in Section 5.0.  

4.4 What is the utility of selected data sources and tools for measuring patient, provider, 
and system outcomes? 

In this study, the use of in-depth interviews and focus groups helped to document the experiences of 
patients, providers, and PCN stakeholders over time. Observations and ethnographic field notes 
were particularly useful in describing nursing role enactment and highlighting barriers and 
facilitators to optimal utilization of nurses and other providers.  

In contrast, quantitative data collection approaches proved particularly challenging. This reinforced 
the importance of using qualitative approaches when exploring novel situations about which 
relatively little is known. 

5.0 METHODOLOGICAL CHALLENGES   
A variety of methodological challenges were encountered in this study. Overall, engagement in and 
ongoing commitment to the research process proved difficult for PCN staff and physicians who 
dealt with increasingly high demands for patient care and administrative activities. Physician 
participation in discussion of potential nursing role optimization in PCNs was absent in all three 
PCNs throughout the duration of this study. Staff turnover and changes at the management level in 
some PCNs created challenges in implementing the research and made it impossible to compare 
quantitative data collected during Phase 2. For example, nurses who had been shadowed during 
baseline Phase 2 were no longer employed when follow up data were collected. Although there 
were differences in approach to data collection across PCNs (i.e. there were no observations in 
PCN2), the case study methodology selected in designing the study allowed rich description of 
contextual differences as well as similarities across PCNs. The participation of three PCNs that 
were geographically distant from each other challenged the creativity of the research team in 
maintaining effective communication with all those involved. 
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5.1 Patient Recruitment 
Although a standard ‘script’ and training were provided to help nurses recruit patients into the 
study, some were uncomfortable asking patients to become research participants. Nurses were also 
busy and found it difficult to make time to enrol patients. Not all patients seen by nurses required 
follow-up over an extended time, and it was therefore difficult to select patients who were likely to 
remain in contact with the same nurse for at least a year. Some of the patients who initially agreed 
to participate in the research later declined for a variety of reasons (e.g. they didn’t have time, had 
not fully understood the purpose of the study, had only seen the nurse once, etc.). Recruitment of 
patients took much longer than anticipated, which made it difficult to consider patient input when 
discussing potential job redesign opportunities.  

5.2 Patient Data Collection  
A number of strategies were used in collecting patient data for this study (e.g., surveys, corporate 
data and interviews). Collecting survey data proved particularly challenging. Although patients who 
had been recruited by nurses were contacted by a research assistant who explained the 
questionnaires and asked that patients return them once completed, the response rate was very low. 
As a result, a decision was made to attempt to complete questionnaires over the phone, which 
created its own set of issues. Participants did not always answer their phone, sometimes because 
they said they did not recognize the caller (many had call display) or they had other commitments 
(e.g. farming, vacations). Others were not willing to share information over the phone, particularly 
since they were being asked to provide their personal health number in order to track healthcare 
utilization. Although face-to-face meetings were offered, these were easier to schedule with patients 
residing in the same community as the research assistant. Face-to-face meetings required substantial 
commitment of time for both the research assistant and patient and proved inconvenient in several 
instances. A number of patients were lost to follow-up or simply could not accommodate an 
interview when the research assistant was available, while other patients said they had nothing to 
contribute to the study, since they had only seen a nurse on one occasion. In this study, inability to 
compare patient data collected across the duration of the study made it futile to attempt quantitative 
analysis of patient outcomes.  

6.0 CONCLUSIONS 
In several ways, this study has failed to accomplish outcomes initially set out. The goal of 
optimizing the role of nurses in the context of an interprofessional team was not realized, in part 
because physician participation was lacking, but mostly because there was no general consensus as 
to the preferred or ideal role of nurses in primary care. Nurses in this study felt that efforts to move 
toward population needs driven approaches to deliver primary care services in PCNs would be met 
with resistance or disinterest. While the study highlighted a gap between the ideal role of nurses 
(descriptions in professional documents) and actual nursing practice in primary care, it also 
underscored a general lack of clarity about the expected benefit of introducing nurses and other 
members of the interprofessional team into PCNs.  Questions remain as to whether non-physician 
providers are there to support physicians in providing more service to individual patients with 
chronic or complex medical issues (i.e. a substitution role) or to help achieve a fundamental change 
in service delivery in primary care (i.e. a complementary role) by shifting the focus toward 
improved health and well-being of the PCN population. In the absence of a clear vision for PCNs 
that is understood and championed by leaders at all levels of the healthcare system, it is difficult to 
determine what is considered optimal or effective utilization of nurses and other professionals in 
primary care. At this time, it is unclear who has ultimate accountability and authority for defining 
optimal utilization of healthcare providers in PCNs.  
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7.0 NEXT STEPS 

1. Articulate a clear and compelling vision for reform of primary care in Alberta 
The goals established for PCNs through the Tripartite Agreement among Alberta Health and 
Wellness, the Alberta Medical Association and Alberta Health Services imply an expected shift 
toward improved population health, health promotion, and disease prevention, to be accomplished 
in part by introducing interprofessional team-based care. The meaning of those concepts is not 
defined in explicit terms, however, which leaves considerable room for differences in interpretation 
and in selection of strategies to achieve the goals. In conceptualizing this study, it was assumed that 
there would be substantial opportunity to help shift PCNs away from the traditional illness care 
focus with heavy concentration on disease management toward the population needs-based 
approach that is more in keeping with the health promoting role of nurses. The population needs-
based approach emphasizes the significant role of patients and families in making decisions about 
their healthcare and the distinct but complementary contribution of all members of the healthcare 
team in reducing inequities and improving overall population health. The study revealed a dominant 
focus on chronic disease management in all three participating PCNs and perceived inability on the 
part of nurses to influence the direction of PCN programming. Although registered nurses identified 
the challenges that individual patients and families faced and provided considerable support in 
helping them attain their goals for health, they played no role in assessing the broader needs of 
various population sub-groups served by the PCN. For the most part, the introduction of nurses in 
PCNs has helped improve management of patients with chronic disease, which may have reduced 
the workload or increased the capacity of physicians who referred to them. It is nonetheless clear 
that nurses are perceived to add more value as physician substitutes than in bringing a more holistic 
health oriented and complementary perspective to the PCN. This raises the question as to whether 
interprofessional team-based care in PCNs will simply add cost to health care delivery or will result 
in true reform of primary care.   

2. Address the “practice readiness” of current and future health professionals for 
primary care  

This and other studies (Besner et al., White et al., 2009) examining the practice of registered nurses 
have consistently reinforced inability to clearly articulate the respective roles of RNs, LPNs, and 
other members of the nursing team (e.g. NP). The shift from diploma preparation to baccalaureate 
as entry-to-practice for RNs (2005) was an acknowledgment of the role that RNs were expected to 
play in transforming the health system by bringing their holistic view of people and health to 
delivery of health care in all settings where they practiced (CARNA, 2005). Unfortunately, 
relatively little (if any) effort was made to ensure that nurses already in practice updated their 
knowledge and skills to be consistent with the performance expectations reflected in revised entry-
to-practice requirements. Consequently, many RNs are either unaware of or are unable to articulate 
their role in promoting health and improving population health. Although students acquire 
theoretical knowledge consistent with the health promoting role of RNs during pre-service 
education, they seldom see it modeled by practicing nurses. In fact, many RNs and students report 
that employers, colleagues, and other providers place more value on skill proficiency (i.e. task 
focus) and disease management than on promoting health and wellbeing. Since there are few 
opportunities and little encouragement for RNs to enact the health promoting aspect of their role, 
they lack practice readiness for work in primary care. Considerable attention must be paid to 
creating environments that support full enactment of scope of practice for nurses and other health 
professionals. Substantial investments will also need to be made in supporting the development of 
competencies for interprofessional collaborative practice among all members of the healthcare 
team. The underutilization of healthcare workers represents a waste of resources that cannot be 
justified at any time, but which is particularly worrisome in view of anticipated shortages in many 
health professions in the near future.   
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3. Clarify expectations regarding the effective and efficient utilization of team 
members in PCNs  

Effective collaborative practice requires that all members of the team have a strong sense of 
professional identity and are confident about the distinct role they play in care delivery. Research 
conducted by the Health Systems and Workforce Research Unit (HSWRU) since 2003 has 
highlighted considerable role confusion within occupational nursing groups (e.g. RN and LPN)  as 
well as between nursing and other health care professionals. It is consistently found that most health 
care providers have a tendency to describe who they are as professionals (i.e. the role they are 
educated and authorized to perform) by reference to the tasks and activities they perform in 
enacting their respective roles. Given the substantial overlap that exists in the tasks (e.g. medication 
administration, patient assessment and education, etc.) performed by many health care providers, 
this approach to discussing professionals’ contribution to health care delivery results in substantial 
role ambiguity and excessive duplication of effort. Few health care providers seem able to clearly 
articulate how differences in education, knowledge, or expertise across professional groups does, or 
should influence decisions about the appropriate number and mix of personnel needed to optimize 
patient health outcomes and promote effective and efficient use of all health care providers. It was 
evident in this study that decisions about the number and type of programs offered and 
professionals needed to accomplish program goals were made by physicians and PCN 
administrators with seemingly little input from the providers themselves. Decisions about the type 
of personnel needed now and in future should be informed by population needs-based approaches to 
HHR planning.  Failure to address what constitutes effective and efficient utilization of all 
healthcare providers could create undue competition for scarce resources among PCNs in Alberta 
and make it difficult for health care leaders to demonstrate accountability for the quality and 
sustainability of services delivered by PCNs.  

4. Areas for future research  
More research is needed into the factors (i.e. structures and processes) that facilitate or impede the 
establishment of effective interprofessional teams in PCNs. A major limitation in this study was the 
absence of physicians in team meetings and discussions about optimal utilization of nurses and 
other providers. Decisions about future research must incorporate physicians’ perspectives, since 
their influence on the utilization of all members of the health care team is unquestionable. 

Helping current and future healthcare providers attain confidence and competence in being practice 
ready for work in primary care settings also requires attention. Most of the PCN leaders and 
managers involved in this study expressed concern that educational programs do not adequately 
reflect the increasing shift toward community-based service delivery.  
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Appendix A—Interview Guides 
 
Phase 1: Nurse Interview Guide  
 
1. Can you describe your role in this setting?  Probe for: 

• Roles, activities, accountabilities, responsibilities, 
etc. 

2. How have your responsibilities changed since you were first 
hired?  

Probe for: 
• How has this role evolved over time 
 

3. In your opinion, how can the role of nurses be optimized in the 
primary care setting? 

Probe for: 
• How can the role of nurses be optimized in a 

primary care setting  
 

4. What might be some of the barriers and facilitators to 
optimizing the role of nurses in primary care? 

 

5. How do you think registered nurses in primary care settings 
impact patient care outcomes? 

Probe for: 
• Quality of care, access 
 

6. Additional comments?  

7. Demographic questions: 
 Date of birth: 
 Type of nursing provider (RN, LPN, CNS, NP)  
 Year of graduation from nursing: 
 Additional Education (type and year of graduation): 
 Do you have an RN Diploma, Degree in Nursing or other 

(please specify): 
 How long have you practiced as an RN, LPN, CNS, 

NP: 
 How long have you worked in this setting: 
 Do you work full time, part time or casual: 

 

1



Phase 1: Provider Interview Guide  
 

1. Can you describe the role of nurses in this clinic and/or other 
primary care settings?  

Probe for: 
• Roles, activities, accountabilities, responsibilities, 

etc. 

2.  How have the responsibilities of nurses changed over the last 
number of years?  

Probe for: 
• How has this role evolved over time 
 

3.  In your opinion, how can the role of nurses be optimized in the 
primary care medical setting? 

Probe for: 
• How can the role of nurses be optimized in a 

primary care medical setting  
 

4. What might be some of the barriers and facilitators to 
optimizing the role of the RN in primary care setting? 

 

5.  How do you think the role of nurses (RNs, LPNs, CNSs, 
NPs) in primary care settings impact patient care outcomes? 

Probe for: 
• Quality of care, access 
 

6.  Additional comments?  
 

7.  Demographic questions: 
 Date of birth:  
 Type of provider: 
 How long have you practiced in this clinic? This PCN? 
 Do you work full time, part time or casual: 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

2



  
1. Can you describe your current role in this setting?  Probe for: 

• Roles, activities, accountabilities, responsibilities, 
etc. 

2. How have your role and responsibilities changed over the last 
year?  

Probe for: 
• Change since the beginning of the intervention 
 

3. How could the role of nurses be further optimized in PCNs? Probe for: 
• If required 
 

4. What have been some of the barriers and facilitators to 
optimizing the role of the RN in this PCN? 

 

5. What is the impact do you think the RN role has on patient care 
outcomes? 

Probe for: 
• Quality of care, access 
• Enhancing patient understanding and self care 

capacity 
• Provide an example 
 

6. What is your satisfaction with your role in this primary care 
practice? How has your satisfaction with your role changed? 

• Opportunities for contact/interaction with 
others (professionally and socially) 

• Recognition for work from peers, physicians, 
and management 

• Amount of encouragement/positive feedback 
7. How do the members of the team in this primary care practice 
work together? 

• Communication between team members 
• Work tension between team members 
• Shared team decision-making and care 

8. What is your ability to contribute to the patient care decisions in 
this primary care setting? How do you contribute? 

• Control over work conditions 
• Participation in decision-making 
• Level of responsibilities 

 Phase 2: Nurse Interview Guide
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9.Additional comments? 

Phase 2: Physician/Stakeholder Interview Guide  
 

1. Can you describe the current role of  RNs in this PCN?  Probe for: 
• Roles, activities, accountabilities, responsibilities, 

etc. 

2.  How have the role and responsibilities of RNs changed over the 
last year?  

Probe for: 
• How has it changed since the beginning of the 

intervention 

3.  If possible, how could the role of RNs be further optimized in 
the PCNs? 

 
 

4. What have been some of the barriers and facilitators to 
optimizing the role of the RN in this PCN? 

 

5.  How do you think the RN role in the PCN impacts patient 
care outcomes? 

Probe for: 
• Quality of care, access 
 

6. How has the optimizing role of the RN impacted your role 
and other roles? How has your role changed or not? 

• Physician 
• Administrative staff 
• Interprofessional team members 

7. What is your current level of job satisfaction in this primary 
care practice? How has your level of satisfaction changed over the 
last year? 

• Follow-up data-how has satisfaction changed 
over the last year; if it has changed? 

 8.  How do the members of the team in this PCN work together? • Communication between team members 
• Work tension between team members 
• Shared team decision-making and care 

9.  Additional comments?  
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Phase 2: Patient Interview Guide           
 
1. Can you describe the activities of the registered nurse in the clinic? Probe for: 

•  Types of activities carried out by the nurse 
• Understand if they can identify the RN 

2. Have the activities of the RN changed over the last year that you 
have attended this clinic? 

• Has the role changed since intervention? 

3. What would you like to see the RN in this clinic doing? Probe for:  
• How can the role of nurses be optimized in a 

primary care medical setting  
 

4. How do you feel the RN in this clinic impact the care you receive? Probe for: 
• Quality of care, access 
• outcomes 

5. What is your level of satisfaction with the care received from the 
RN at the clinic? 

 

6. What is overall satisfaction with the care at the clinic?  

7. What improvements would you suggest?  

8. Additional comments?  
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Appendix B—Job Shadow Data Collection Tool & Results  
 
Job Shadow Data Collection Tool 
 
Area of Practice Practice Activities 
Administration  General 
         Filing 
         Faxing  
         Printing 
        Other general 
 Documentation 
         Charting 
         Filling in chart 
         Filling in forms 
         Informal notes 
         Updating of files 
 Other  
Assessment  General 
         Check in 
         Family history 
         Health history  
         Risk factors 
         Current meds 
         Current health concerns  
         Patient mobility  
 Physical assessment  
         Listening to chest 
         Heart 
         Bowel sounds 
         Blood pressure 
         Vital signs (temp/resp/pulse) 
          Weight/height 
          Other  
 Psychological assessment 
        Coping 
        Stressors 
        Meaning of illness 
        Other 
 Social assessment  
         Social support 
         Financial resources 
         Housing 
         Education  
 Cultural/spiritual 
 Other assessment  

6



 
Routine Clinical 
Activities 

 
Individual 

       Clean room/equipment  
       Equipment set-up 
       Personal  
       Physician orders 
       Reading 
       Review patient information 
       Spatial organization 
       Strip/make exam table 
       Wash hands 
        Navigation with patient 
        Travel 
 Teamwork 
        Assist other staff 
        Assist other nurse 
        Hand off patient  
        Observe student 
        Assist with procedures  
 Tasks of Others 
        Filling in forms for physician 
        Handling another staff’s patient  
 Other  
Communication Mode of Communication 
        Write, Phone, Fax, Email or Verbal 
 What 
        Referral arrangements 
        Set-up appointment 
        Diagnostic imaging/lab 
        Update on patient information 
         Other  
 Whom 
         Patient-group 
         Adult (one) 
         Child (one) 
         Physician 
         Couple 
         Child/guardian 
         Family 
         Multidisciplinary team conference 
         Other nursing  
         Administrator/clerk 
         Social work 
         Home care 
         Dietician 
         Long-term care/lodge 
         Other  
 Engagement Activities 
 CDM Database 
Providing Care Direct care 
         Dressing change 
         Specimen collection 
         Administer medications/injection 
         Mobility check 
         Other 
 Psychosocial care 
          Patient social/family support 
          Pain management 
          Coping 

7



          Stressors 
          Meaning of illness 
           Other 
 Education 
          Procedure 
          Self care 
          Knowledge exchange with patient 
          Physical assessment discussion 
 Other  

*Patient disposition, other activities not elsewhere classified, and whether or not patient declined observation were also recorded.  
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Appendix C- Patient Survey Tools  
 
EQ-5D1   
 

                                                
 

1 Note that the EQ-5D and SF-36 survey tools are not reprinted due to copyright concerns.  
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SF-362      

                                                
 

2 See footnote 1.  
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 Patient Questionnaire on Nursing in Primary Care Practices  
 
Dear Patient 
 
The nurses at your practice want to provide the highest standard of care. Feedback from this survey will help 
them to improve the care that they provide for patients in the clinic. Your feedback is very valuable. 
Please answer ALL the questions that apply to you. There is no right or wrong answer and your responses will 
NOT be able to be identified. Thank you for your assistance. 
 
    None Once  Three Five or Seven times 
1  In the past 12 months, how  or twice or four six or more 
 many times have you seen a  times times 

 nurse from your practice? 1 2  3 4 5 
 

 

2  Thinking of times when you want to see a nurse: (please tick one box only) 
 
     Same Next Within 2 Within 3  Within 4  5 or more Does not 
  a) How quickly do you day working working working working working apply 
   usually get to see the  day days days days  days 

   nurse? 1 2  3 4 5 6 7 
 
    Very Poor Fair Good Very  Excel- Does not 
  poor    good lent apply 

  b) How do you rate this? 1 2  3 4 5 6 7 
 
 

3  Thinking of times when you want to see a nurse: (please tick one box only) 
 
     Same Next Within 2 Within 3  Within 4  5 or more Does not 
  a) How quickly do you day working working working working working apply 
   usually get an appointment  day days days days  days 

   to see the doctor? 1 2  3 4 5 6 7 
 
    Very Poor Fair Good Very  Excel- Does not 
  poor    good lent apply 

  b) How do you rate this? 1 2  3 4 5 6 7 
 
 

4  a) How long do you usually have to wait at 5 minutes 6-10 11-20 21-30 More than 
   the practice for your consultation with a  or less minutes minutes minutes 30 minutes 

   nurse to begin?  1 2  3 4 5 
  (please tick one box only) 
 
     Very Poor Fair Good Very  Excellent 
     poor    good 

  b) How do you rate this? 1 2  3 4 5 6 
 
 

5  How long do you spend with the nurse on average (in minutes)?      
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6  What topics did you discuss with the nurse when you were attended for an appointment? 

   Diet           Stress Reduction           Mental Health     Your condition (please specify)     

   Exercise    Family concerns            Women’s health  Upcoming tests 

   Other (please specify)                
 
 

 

7  What topics would you like to discuss with the nurse when you attend for an appointment? 

   Diet           Stress Reduction           Mental Health     Your condition (please specify)     

   Exercise    Family concerns            Women’s health  Upcoming tests 

   Other (please specify)                
 
 

8  Thinking about your the nurse at the physician’s office, how do you rate the following: 
 

     Very Poor Fair Good Very Excel- Does 
     poor    good lent not apply 
 

  a) How thoroughly the nurse 1 2  3 4 5 6 7 
   asked about your symptoms and 

   how you are feeling? 
 

  b) How well the nurse listened 1 2  3 4 5 6 7 
   to what you had to say? 
 

  c) How well the nurse put you 1 2  3 4 5 6 7 
   at ease during your physical 
   examination? 
 

  d) How much the nurse involved 1 2  3 4 5 6 7 
   you in decisions about your care? 
 

  e) How well the nurse explained 1 2  3 4 5 6 7 
   your problems or any 
   treatment that you need?  
 

  f) The amount of time the nurse 1 2  3 4 5 6 7 
   spent with you today? 
 

  g) The nurse’s patience with  1 2  3 4 5 6 7 
   your questions or worries?  
 

  h) The nurse’s caring and 1 2  3 4 5 6 7 
   concern for you? 
 
 

12



9  After seeing the nurse at the physician’s office do you feel… 
 

    Much more A little more The same or Does not 
    than before than before less than before apply  
    the visit the visit the visit 
 

  a) better able to understand your problem(s) 1 2  3 4 
   or illness? 
 

  b) better able to cope with your problem(s)    1 2  3 4 

   or illness? 

 

  c) better able to keep yourself healthy?       1 2  3 4 
 
 

10 Thinking of times you have phoned the practice, how do you rate the following: 
 

     Very Poor Fair Good Very  Excel- Don’t know/ 
     poor    good lent  never tried 

  a) Ability to speak to a nurse 1 2  3 4 5 6 7 
   on the phone when you have a 
   question or need advice? 
 
 

11 All things considered, how satisfied are you with the care  you received from the nurse in your physician’s 
office? (please tick only one box) 
 

 1  Completely satisfied 2  Very satisfied 3  Fairly satisfied 4  Neutral 

 5  Fairly dissatisfied 6  Very dissatisfied 7  Completely dissatisfied 
 
 

 

12 General Comments:  
 

 What is particularly good about your the care you receive in your family physician’s office? 
 
 
 
 
 
 How could services be improved? 
 
 
 
 
 Other comments? 
 
 
 
 
 
 

Thank you for taking time to complete this questionnaire. 
This questionnaire has been adapted with permission from the GPAQ (Nurse Consultation Version) developed by of the National Primary 
Care Research and Development Centre, University of Manchester and Safran/NEMCH
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Patient Demographic Questionnaire   
 

The following questionnaire will assist us in knowing the types of clients being served. Please 
assist us by completing the following questions. Information will be kept confidential and your 
individual answers will not be shared. If you attended the family practice for your child, please 
answer the questions based on the information of your child.  
 
1. Date of birth (year/month/day)?       
 
2. Sex:     Male  
    Female 
 
3. Highest Level of Education:   
    Less than high school 
    High school graduate 
    Technical diploma 
    Some university 
    Bachelor’s degree 
    Graduate degree 
 
4. Is there a particular nationality or ethnic/cultural group to which you belong?  
    Caucasian    Arabic  
    Asian    Hispanic 
    Aboriginal     Black 
    East Indian     Other, please specify___________ 
 
5. What is your marital status? 
    Single 
    Married/co-habitating 
    Separated/divorced 
    Widow(er) 
 
6. Living Arrangements:   
    Alone  
    With a family member/significant other  
    With friends  
    In a care facility   
    Other (please specify)      
 
7. Type of accommodation:  
    Rented     Apartment 
    Owned    Townhouse 
        Condominium 
        Duplex 
        House 
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8. Employment:   Employed 
    Self-employed 
    Unemployed, looking for work 
    Student 
    Retired 
    Disability 
    Looking after your home/family 
    Other (please specify)        
    Not applicable 
 
 
9. Income Level (combined family income): 
    
    Below $25,000 
    $26,000 to $40,000 
    $41,000 to $55,000 
    $56,000 to $70,000 
    $71,000 to $85,000 
    Over $86,000 
 
 
11. Long standing illness or disability (an illness or disability that has been a concern for you over a 
period of time and will likely continue over a period of time) 
    No 
    Yes (please specify)        
 

Thank you for taking time to complete this questionnaire. 
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Final Case Report for Primary Care Network 1 
 

Overview   
Primary Care Network 1 (PCN 1) was one of three sites enrolled in the CIHR and AHFMR-funded 
research project Optimizing the Practice of Registered Nurses in the Context of an Interprofessional 
Team in Primary Care. Broadly, this study aims to explore the evolution of nursing roles in PCNs in 
Alberta, identify opportunities to optimize nursing scopes of practice and implement strategies to 
improve the effective utilization of nurses working in primary care settings. The research focuses on 
determining the impact of optimized nursing role on patient, provider and systems-level outcomes. Data 
collection to elicit this information included patient surveys, interviews and ethnographic field notes 
collected during patient-researcher encounters (patient-level perspective); job-shadow and interview 
data collected from PCN providers and other stakeholders (provider-level perspective); and population 
data sources, including socio-demographic and health services utilization data from government 
(Statistics Canada) and health region databases (systems-level perspective). Each of these data elements 
were collected at two time points in the research study (Phases 1 and 2). Table 1 provides a summary of 
data sources collected in the PCN 1. 

Table 1: Summary of Data Sources Collected in PCN 1, Phases 1 & 2 
   

       
 a t a D Source 

Phase Interviews3 Job 
Shadow 
Sessions 

Patient 
Surveys 

Patient 
Encounters 

Population 
Data 

Health 
Services 
Utilization 
Data 

Patient 
Profiles 
Using 
PHNs 

Chart 
Review 

1 12 4 23 15 Yes Yes No Yes 
2 19 4 8 8 Yes Yes Yes No 

 
The purpose of this case report is to describe the context of PCN 1, outline key thematic findings from 
data collected during Phases 1 and 2, describe role optimization initiatives led by the research team and 
discuss methodological challenges encountered throughout the research study.  

PCN 1: A Contextual Overview  

PCN 1 was established approximately 5 years ago and serves a smaller Alberta community, as well as 
the population from a number of farms, hamlets and Aboriginal reserves within the surrounding rural 
area. In fiscal 2007-2008, the PCN consisted of several dozen primary care physicians and 15,000 
enrolled patients, although this number fluctuates on an ongoing basis. For example, at the time of 
writing the PCN is comprised of over a dozen active member physicians and a panel of 13,000 
patients4. PCN staff is comprised of an executive director, multiple Licensed Practical Nurses (LPNs) 
and Registered Nurses (RNs), a nurse practitioner (NP), dietician, midwife, and part-time respiratory 
therapist. An administrative coordinator is also employed to manage patient appointments and perform 
other administrative tasks. All providers are co-located in the same site, near a family practice/walk-in 
clinic. Despite this proximity, however, the family practice/walk-in clinic and the PCN remain only 
loosely connected. PCN physicians and staff provide care across numerous program areas, such as: 

 
                                                 
3 Given the relatively small sample of interview participants, all non-nurse participants will be identified as ‘PCN 
Stakeholders’ to ensure anonymity. Stakeholders include physicians, pharmacists and interprofessional team members. 
 
4 Personal communication with PCN Executive Director, November 4, 2009 

21



 

 

1.   Blood pressure screening and management
2. Diet counselling 
3. Geriatric care 
4. Mental health 
5. Women’s health 
6. Men’s health  
7. Diabetes care 
8. Sexual health 
9. Respiratory services 
10. Obstetrical care 

PCN nurses are assigned to one or more of the programs listed above. The RNs employed by the PCN 
focus their practice on mental health and chronic disease management, respectively. The LPNs, are 
responsible for hypertension screening/management and ‘nurse navigation,’ a practice aimed at 
enabling patients to efficiently and effectively manage their various contacts with the health care 
system across the continuum from ambulatory care, acute care, diagnostic testing and other care 
settings external to the PCN. Recently, the PCN adopted a model to guide their overall organizational 
structure and clinical practice, which emphasizes functional and clinical outcomes for chronic disease 
patients. Since implementing this model,  RNs and allied health professionals operate as ‘case 
managers’ for a specifically-defined group of patients (i.e. patient panel), which tend to be classified by 
disease category.   

PCN 1 is situated within, a region of central Alberta with a population of about 10,000 citizens5. In 
2006, 65% of the population of the municipal county in which the PCN is found, resided in a small 
town within the county. The socio-demographic characteristics of the PCNs town-based population are 
similar to those of the county within which the town is situated.  For example, as is the case with the 
municipality, approximately 80% of people in the town are aged 15 and over. The proportion of 
individuals aged 15 or over with less than high school education (31.5%) is somewhat lower in the 
town than in the rest of the county (35.2%), although both are considerably higher than the Alberta 
average (23.4%). Median income for town residents aged 15 and over was approximately $27,500 in 
2005, similar to that in the municipality ($25,900). In 2005, 10.5% of persons living in private 
households in the town were of low income, which is higher than for the county (7.3%) as a whole. 
There is little linguistic or racial/ethnic diversity in the population (only 2.5% of the population is of 
visible minority status and 98.4% are Canadian citizens). Additional population data are presented in 
Tables 2 and 3).  

                                                 
5 Statistics Canada Census, 2006 
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Table 2: Income Distribution for PCN 1 (Town and Greater Municipal District), 2006  
 
 Town Municipal district 
Income in 2006 Total Male Female Total Male Female 
Persons 15 years and over with income (counts)  4,995 2,515 2,480 9,110 4,750 4,360 

Median income - Persons 15 years and over ($) 27,486 43,352 17,553 25,874 36,287 18,329 
Median income after tax - Persons 15 years and over ($)  24,626 38,011 17,117 23,999 31,854 17,297 
Composition of total income (100%) 100 100 100 100 100 100 

Earnings - As a % of total income  86.2 88.0 82.3 81.3 85.5 71.6 
Government transfers - As a % of total income  6.3 3.9 11.5 8.7 5.9 15.0 
Other money - As a % of total income  7.5 8.1 6.3 10.1 8.7 13.3 

Income status of all persons in private households (counts)  6,590 3,300 3,290 11,725 6,075 5,650 
% in low income before tax - All persons  10.5 9.1 11.9 7.3 7.2 7.4 
% in low income after tax - All persons  6.1 7.0 5.3 4.6 4.8 4.4 
% in low income before tax - Persons less than 18 years of 
age  10.5 11.2 9.8 7.8 7.6 7.9 

% in low income after tax - Persons less than 18 years of 
age  7.0 10.1 3.7 3.6 3.5 3.6 

Source: Statistics Canada; 2006 Census of Population 
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Table 3: Education Attainment in PCN 1 (Town and Greater Municipal District), 2006 
 

 Town Municipal District 
Educational attainment, 2006 Total Male Female Total Male Female 
Total population aged 25 to 34 960 515 440 1,235 615 620  

No certificate, diploma or degree  195 110 85 295 175 115 
High school certificate or equivalent 285 135 150 390 165 220 
Apprenticeship or trades certificate or diploma  185 150 30 185 135 50 
College, CEGEP or other non-university certificate or diploma 170 70 100 245 80 160 
University certificate or diploma below the bachelor level  20 10 10 20 10 10 
University certificate, diploma or degree  110 45 65 105 45 60 

Total population aged 35 to 64 2,490 1,170 1,325 5,365 2,680 2,685 
No certificate, diploma or degree  570 260 310 1,465 870 595 
High school certificate or equivalent 655 245 410 1,455 570 880 
Apprenticeship or trades certificate or diploma  420 300 120 915 705 210 
College, CEGEP or other non-university certificate or diploma 480 215 265 1,080 365 715 
University certificate or diploma below the bachelor level  75 25 50 115 25 85 
University certificate, diploma or degree  285 120 170 335 145 190 

Source: Statistics Canada; 2006 Census of Population 
 

Data are available regarding the utilization of in-patient and emergency services at a local healthcare 
facility for fiscal 2007-2008. The health centre is a facility that provides extended care, 24 hour 
emergency care and acute care services. In fiscal 2007/08 there were 28,000 visits to the emergency 
department at this facility, an average of 77 visits per day.  ‘Other medical care’ was the most 
responsible diagnostic category for emergency visits in fiscal 2007/2008. The top 10 diagnosis 
categories (diagnosis assigned upon discharge from ER) account for 28.3% of all Emergency 
Department visits, and are summarized in Table 4.  
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Table 4: Top Diagnostic Categories for Emergency Visits, Local Health Centre, Fiscal 2007/2008 
 

Most Responsible Diagnosis Category Fiscal 2007/2008 

Other medical care* 2,342 8.3% 
Acute upper respiratory infections of multiple and 
unspecified sites  

1,112 3.9% 

Suppurative and unspecified otitis media 620 2.2% 
Abdominal and pelvic pain 613 2.2% 
Other disorders of urinary system 578 2.0% 
Other surgical follow-up care 558 2.0% 
Acute pharyngitis 556 2.0% 
Other non-infective gastroenteritis and colitis 554 2.0% 
Migraine 537 1.9% 
All other diagnosis categories 20,443 72.3% 
Total visits 28,289 100.00% 

*Other medical care includes radiotherapy session; chemotherapy session for neoplasm; other chemotherapy (IV Therapy); 
blood transfusion without reported diagnosis; preparatory care for subsequent Rx NEC; palliative care; desensitization to 
allergens; other specified medical care; and medical care unspecified.  
 
In-patient admissions data from 2002-2008 fiscals demonstrates the wide variety of case mix groups 
that account for number and percentage of days spent in the local health centre. Leading case mix 
groups include other factors causing hospitalization (6.7%); simple pneumonia and pleurisy (4.6%); 
heart failure (4.6%); and aftercare following surgery or treatment (4.3%). These and other data are 
summarized in Table 5.    
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Table 5: Top 25 Case Mix Groups by Patient Days, 2002-2007, Local Health Centre 
 

Case Mix Group (CMG)    
 

  

Code and Description Patient Days % of Site 
Total 

Cases DTHR 
Rank 

Site 
Rank 

 
Other factors causing hospitalization 2628 6.7% 141 1 1 
Simple Pneumonia and Pleurisy 1830 4.6% 346 3 2 
Heart Failure 1796 4.6% 170 4 3 
Aftercare following Surgery or treatment 1707 4.3% 90 114 4 
Esophagitis, Gastroenteritis and 
Miscellaneous Digestive Disease 

1350 3.4% 281 2 5 

Chronic Bronchitis 1237 3.1% 123 8 6 
Other Specified Aftercare 977 2.5% 91 5 7 

 659 setebaiD 2.4% 62 6 8 
Renal Failure without Dialysis 950 2.4% 11 92 9 
Vaginal Delivery 842 2.1% 579 12 10 
Dementia with or without Delirium with 
Axis III Diagnosis 

781 2.0% 29 100 11 

 777 aimhthyrrA 2.0% 113 14 12 
Respiratory Neoplasms 714 1.8% 43 29 13 
Chronic Obstructive Pulmonary Disease 
(COPD) 

644 1.6% 413 15 14 

 375 sitilulleC 1.5% 14 9 15 
Lymphoma and Chronic Leukemia 569 1.4% 131 16 16 
Nutritional and Miscellaneous Metabolic 
Disorders  

540 1.4% 37 25 17 

Dementia with or without Delirium without 
Axis III Diagnosis  

536 1.4% 51 11 18 

Femur or Pelvic Fractures and Dislocations  510 1.3% 70 27 19 
Lower Urinary Tract Infection 491 1.2% 26 57 20 
Subtotal, all other CMGs 16,755 42.6% 3,031   
Totals 39,413 100.0% 6,007   
 

 
Phase 1 Findings 
Information was collected during Phase 1 using job shadow techniques, interviews, field notes, patient 
surveys, patient encounters and chart review. Major findings from Phase 1 are outlined in the section 
that follows, providing a snapshot of nursing roles in the PCN at the outset of the study. A commentary 
on perceived facilitators and barriers to optimal role enactment is also offered. Finally, patient 
outcomes believed to be linked to the introduction of nurses in the PCN are also discussed. 
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Nursing Roles De ined by Practice Area 
 
During the early phase of this study, the various RNs hired by the PCN were assigned the title(s) of 
mental health nurse and/or chronic care manager, while the LPNs shared the responsibilities of nurse 
navigator and hypertension nurse. When asked to describe their roles, nurses and other stakeholders 
tended to refer to day-to-day activities. They also described equipment or protocols used in performing 
their work, such as sophisticated blood pressure monitors, chronic care algorithms developed by the 
former health region, and the use of computers for scheduling patient appointments (i.e., making 
appointments with specialists in nearby cities).  
 
Observation of nurses’ activities during job shadowing confirmed that nurses working in chronic care 
(i.e., as chronic care manager or hypertension nurse) tended to divide their time among multiple spheres 
of nursing practice, rather than focusing on a singly area (see Figures 1 and 2). Additionally, shadow 
sessions confirmed a comparable distribution of time across various areas of practice between the 
chronic disease nurses. 
  

 
 
 

Figure 1: Breakdown of Chronic Disease Nurse 1’s Overall Time Distribution 

Other
12.0%

Providing Care
13.0%

Communication
8.0%

Routine Clinical Activities
18.0%

Assessment
27.0%

Administrative Activities
22.0%

27



 

In contrast to other nursing roles, the nurse navigator spent the least amount of time assessing patients 
or providing care (see Figure 4). Observation data revealed that a significant proportion of time was 
devoted to sharing patient information with staff in specialists’ offices (usually via telephone or 
facsimile), phoning patients about their appointments and updating patient information in the electronic 
medical record (EMR). Although observation data suggested that the nurse navigator fulfilled primarily 
an administrative role, focused largely on communicating information using various technologies, 
discussion with nurses during change team meetings revealed the need for substantial nursing 
knowledge in this role. For example, nurses indicated that preparing patients for specialist appointments 

Providing Care
26.0%

Communication
14.0%

Routine Clinical Activities
15.0%

Assessment
20.0%

Administrative Activities
25.0%

Figure 2: Breakdown of Chronic Disease Nurse 2’s Overall Time Distribution 
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Figure 3: Breakdown of Mental Health Nurse’s Overall Time Distribution 
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Somewhat contrastingly, shadow data revealed that while the distribution of the mental health nurse’s 
time was similar to that of chronic care nurses (Figure 3) the focus of activity within the various 
categories was substantially different. More specifically, the mental health nurse focused heavily on 
psychosocial assessment and interventions, while chronic diseases nurses paid more attention to 
biophysical issues, such as vital signs measurement and medication review. The mental health nurse 
also spent more time communicating with patients and other providers, either in-person or via 
telephone.  



 

 

or screening tests (i.e., for a mammogram or colonoscopy) could not be done adequately by a non-
nurse. 

Data from patient surveys (Table 6) substantiated the strong clinical (i.e. biomedical) focus of nursing 
practice in the PCN. The primary reasons for visiting a nurse related to clinical conditions, diet and 
exercise.   
 
Table 6: PCN 1 Patients’ Topics Discussed with Nurse during Appointment, as Reported by 
Patients* 
 

Topic Number of Patients 
 81 teiD
 61 esicrexE

Stress Reduction 5 
Family Concerns 1 
Mental Health 1 
Women’s Health 0 
Your condition** 23 
Upcoming Tests  6 

*Note: Total numbers do not reflect the number of patients (23) surveyed at Time 1, since many patients reported that several 
topics were often covered during a single visit.  
**‘Your condition’ included COPD, medication interaction, type-2 diabetes, and hypertension 

Beyond Practice Focus: Broader Descriptions of the Nursing Role 
 
Despite participant’s tendency to define nursing roles within the context of their area of practice (e.g. 
chronic disease), a broader description of nursing roles within the PCN was provided by some 
participants. For example, some participants acknowledged that prevention is a key element of nursing 
practice. These participants emphasized that nurses were uniquely situated to provide education aimed 
at preventing the onset or progression of chronic disease.  
 

The reason I think I like it is because I get to go on the preventative side. I get to see a different 
aspect of people. I don’t get to see people when they’re their complete worst and there’s 

Providing Care
1.0%

Communication
54.0%

Figure 4: Breakdown of Nurse Navigator’s Overall Time Distribution 

Routine Clinical
Activities

17.0%

Administrative
Activities

28.0%
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nothing--how do you say it? It’s not that you can’t do anything for them, but its--this is 
something that I--its patient teaching and I love it. And its healthy people, so far, that we can 
hopefully keep healthy (PCN Nurse). 

This view was confirmed during observation of nurses’ work, which demonstrated that 23-45% of the 
time chronic disease nurses spent in care provision focused on educating patients around disease 
prevention and/or slowing the progression of an existing condition.  
Some nurse participants also noted that an important aspect of their role was the coordination of care, 
which involved referral to other professional colleagues who could assist in meeting patient needs.  
 

I guess with me, I coordinate--with their patient care, when I first see somebody, I try to assess 
what their needs are. As soon as I’ve assessed their needs, where they’re lacking, where they 
need education, then I, as their coordinator, direct them to either education, whatever area they 
need to be filled (PCN Nurse). 

It was interesting that in some instances, participants described their role less by reference to what it 
involved than by contrasting it to other roles within the PCN (e.g. other nurses or physicians).   

Well I think it’s a different way of assessing than a physician does. And I think its more of a--
physicians have a relationship with their patients, but it’s a little bit more goal oriented, in 
terms of the physician wanting to expedite it, to be as efficient as possible. Whereas nursing is 
more about the relationship with the patient and I was just doing some reading, in terms of 
long-term outcomes. That relationship, as a nurse with a patient, is seen by the patient anyway, 
as to be more beneficial. In that they have an advocate; they have a sounding board. Which I’m 
not sure the physicians---not because they don’t want to, but they don’t have the resources in 
terms of time. And maybe not even in terms of how they’re trained. I mean in my training 
anyway, there was a huge emphasis on the nurse/patient relationship. And I think nurses are 
taught how to enable and to empower patients in a more consistent manner. Ask the question, 
well what are you going to do about that?  And rather than here’s a prescription and away you 
go kind of thing. So I think that’s what is different from nursing to a physician (PCN Nurse). 
But like nurses in the medical clinic will actually even do things like do laundry and stuff. I 
mean they’ll be doing a lot--they’ll do injections and that kind of stuff…I see their nursing role 
in the clinic as being very much prescribed by the physician, with not a lot of room for, or at 
least you don’t see a lot of room for the nurses to function to their full capacity…The RN in the 
PCN actually sees patients…individually and that’s probably the biggest component. They’ll see 
patients for counselling and that kind of thing. Where they don’t see patients for that in the 
clinic, to my knowledge (PCN Stakeholder). 

Nurses were often unable to clearly articulate the role of a RN within the PCN in broad terms.  The 
importance of establishing strong relationships with patients, families, and co-workers and the ability to 
practice more autonomously in PCNs than in other settings nonetheless emerged through their examples 
about enactment of their roles.    

Interprofessional Practice and Collaboration 
 
Although interprofessional collaboration constitutes an important element of expected nursing practice, 
job shadow data revealed that it constituted a relatively minor aspect of the work nurses were observed 
doing. For example, one participant was engaged in a multidisciplinary team conference, but this 
constituted only 20% of the total amount of time this individual was seen to be involved in 
communication during job shadowing. Observation of nurses’ work generally suggested that PCN 
nurses tend to see individual patients on their own. Some participants nonetheless noted during 
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interviews that they saw much promise for interprofessional practice and collaboration within the team 
and expected that to evolve over time as the PCN matured.  

I think the teams are evolving. I think that there’s within the staff of the PCN, like the nurses and 
the dietician and reception and everybody, I think we have like a lot of teamwork, but we’re 
developing still as well. And even teamwork as how we interface with the clinic. With the--
because I think that we’re figuring out where we sort of articulate, you know how it works--how 
we can work with each other. Like I think there’s a great enthusiasm, but just to--the next step is 
to make sure that people are really helping each other in the roles. You know that as 
appropriate kind of thing (PCN Stakeholder). 

 
Although evidence of interprofessional practice was not obvious during job shadow sessions, many of 
the participants who were interviewed commented on the fact that interprofessional referrals were 
common within the PCN: 

We all are looking at okay, so this person has--okay, last week, [CDM Nurse], she is the chronic 
care person, she has a lady that is really struggling with managing her depression or her 
diabetes and its pretty clear from the history that she took, that she’s got some environmental 
barriers. So she’s not too sure where to send her for that, and she also has some depressive 
illness going on. So she sends her to me, which I will do that piece, but I will also look at 
outside of this clinic, as to how to help some of the environmental issues. In terms of the 
financial support she needs to be able to manage her disease appropriately. Like being able to 
access enough money, to be able to eat right and those kinds of things. So it’s a circular thing. 
And there are inter-paths all over the place (PCN Nurse). 

The importance of interprofessional collaboration in meeting patient needs was emphasized in field 
notes gathered from patients during patient-researcher encounters. Although it is difficult to describe 
any of the patients as ‘typical,’ it was clear from discussion with patients that many were dealing with 
complex chronic diseases, problems with interpersonal relationships and a lack of social and economic 
capital. Several patients reported several co-existing conditions (e.g., type 2 diabetes, hypertension, and 
dysplipidemia), struggles with interpersonal relationships with their spouses, children, and/or siblings 
(ranging from slightly dysfunctional to severely abusive) and social isolation. Social isolation was 
particularly common among the elderly, who often had outlived their peers and/or were estranged from 
their adult children and siblings. Additionally, some of the patients reported a lack of steady, adequate 
income, little or no savings and challenges in meeting monthly payments. It was clear that no one 
provider could adequately address many of the complex medical and psycho-social challenges that 
hindered patients’ ability to manage their health.    
  Outcomes Associated with the Nursing Role 

Since the implementation of the PCN and the introduction of nurses as team members were 
relatively recent during Phase 1, it is not surprising that participants found it difficult to articulate 
outcomes specifically associated with the nursing role.  Some participants nonetheless noted that the 
patient-centred care offered by nurses enhanced patient satisfaction.  

I think my role actually improves the quality of patient care. When it comes to our specific role 
within the PCN, I’m doing referrals and we’ve had much, much excellent feedback from 
patients. The referrals are made more timely. Referrals are more personable. It’s more of a 
personal approach to healthcare, I think, that way. It’s not just a piece of paper that they get 
mailed. It’s actually somebody to talk to. It somebody to you know I really need to be seen 
sooner and is there something you think you can do? That is not always easy if it’s just you and 
the doctor. That way we act kind of as the middleman and it has a lot more personal effect to 
patient care (PCN Nurse). 
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Again, outcomes are a new thing for us as well. But the patients, so far, are incredibly happy 
with the care. You know, because [the nurse] has just started with chronic care, so she’s 
starting to see a lot of diabetics, you know? And explain how to use their monitors correctly and 
you know such as that. So they’re very happy with that. Same with mental health. The liaison 
nurses, they’re all---patients that come down here didn’t realize we had a service like this. 
Because it’s new and we haven’t--it’s just getting going, but word of mouth is getting around 
now. And so [the mental health worker] is actually going to be doing a talk for the community 
here.  Next month I believe it is. And after that, word will get out. You know if somebody is 
having struggles and they might just need some short-term advice or like either socially or you 
know, mentally. She’ll be able to, hopefully, guide them in the right way or you know if they 
need more help, she’ll be able to get them more help. So patients are quite excited about what’s 
happening with the hiring of all of our nurses (PCN Stakeholder). 

Patient survey data echoed the high level of patient satisfaction with nursing care: 82.6% of surveyed 
patients indicated that their nursing care was ‘very good’ to ‘excellent,’ and 73% indicated that they 
were ‘much more able’ to keep themselves healthy as a result of receiving nursing care. Field notes also 
reflected the positive impacts nurses were making for patients. As mentioned previously, many patients 
faced three interconnected problems: a diagnosis of at least one chronic disease, poor interpersonal 
relationships and a lack of social and economic capital. This manifested in ways that severely affected 
their health. For example, many patients spoke to the confusion they faced in successfully navigating 
multiple chronic disease diagnoses and attached programs, meaning they were simultaneously enrolled 
in regional CDM programs, as well as PCN programs. Often, this led to overlapping assessments, 
multiple referrals and an inundation of reading material in the form of pamphlets. Patients were often 
overwhelmed by this and expressed a desire to have their care concentrated within a single location, and 
delivered by a consistent provider or providers.  

 
Additionally, patients found that their complex interpersonal relationships distracted and discouraged 
them to the point that they found it very difficult to even ‘pay attention’ to their chronic conditions. In 
other cases, unhappiness over strained interpersonal relationships led patients to engage in acts that 
further exacerbated their existing conditions, such as smoking, excessive drinking, narcotic abuse, and 
binge-eating. Finally, due to a lack of social and economic capital, patients were not able to effectively 
manage their chronic conditions. Many elderly patients could no longer drive, had no one to drive them, 
and thus had no means of attending appointments at the clinic, hospital, or regional city based facilities. 
Many of these patients also lacked financial resources, and could thus not afford the cost of their health 
supplies, such as diabetic strips. As a result, appointments were not attended, and routine health 
monitoring was not taking place. Despite these issues, several patients indicated that when they started 
seeing nurses, issues surrounding their difficult interpersonal relationships were dealt with through 
referrals, therapeutic conversations or strategy development. As a result, patients were able to 
effectively return to focusing on the effective management of their condition(s).  Additionally, patients 
who had many chronic conditions indicated that the introduction of nursing positions allowed them to 
have a ‘constant’ support within their family physician’s clinic, who they felt increased their continuity 
of care and navigated them through the often confusing health care system.  

 
Positive outcomes for physicians as a result of the introduction of nurses were also identified through 
interviews. More specifically, participants noted that the integration of nurses alleviated workload 
pressure for PCN physicians: 

The doctors are certainly a lot less stressed. They don’t have--they’re starting to feel, I think 
around here, a much easier workload. Things are starting to flow; things are getting done 
quicker. They’re not having the frustration level of being overworked. Having to feel like they 
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have to do all of these extra things. So it’s definitely--we definitely have started to notice that as 
of late (PCN Nurse). 

It takes the pressure off of the physicians. And we have such a shortage of physicians here that 
I think anything that takes the pressure off of them is worth it. Because they have more time, 
well to do the things that are important. I mean they need time with their families and they don’t 
get it…I’m amazed. I wonder sometimes how their families survive as families, because they’re 
always working (PCN Nurse). 

Facilitators and Barriers to Optimizing Nursing Roles 
 

Few facilitators and barriers to optimizing nursing roles in the PCN were identified through 
interviews. In some cases, participants did not feel they had enough experience in their position to 
identify the factors that impeded or promoted role enactment. Other participants only speculated on 
what could potentially be a facilitator or barrier, and even fewer identified actual barriers or facilitators 
they had experienced. Adequate funding from the provincial government to support the introduction of 
nurses, a well-functioning EMR and educational opportunities for nurses were all important supports to 
effective enactment of the nursing role, while lack of adequate clinical space was seen as a definite 
barrier.  

I think the only barrier we have here at the moment is space. Trying to implement and put 
together programs and not having a lot of space. And because the PCN is such a new facet to 
the medical clinic here, that space is a concern when we’re trying to optimize and come up with 
some new clinics and new wellness clinics and stuff.  So we’re trying; we’re getting there. Space 
is going to be, I think, the biggest hurdle to get through. And there’s the cost involved in that too 
(PCN Nurse). 

Contextual field notes, however, indicated some potential barriers or issues with implementing an 
optimized nursing role. For example, patients indicated that there was an inadequate marketing of the 
PCN nursing program’s purpose and goals. As a result, patients were initially confused about what the 
primary care nursing role was. When they were sent to the nurse, they often did not know why, and this 
was not explained to them by any other providers. Since these patients were often accustomed to seeing 
nurses in a limited, physician-assistant type of role in primary care, if they had seen them at all, they 
doubted their abilities. Additionally, many patients indicated that the PCN lacked a systematic process 
for being referred to the nurse. Some patients either requested a referral because they had heard about 
the nursing program through a friend or family member who was attending, while others indicated that 
referrals were being made by some physicians but not others.   

Role Optimization Initiatives  
PCN 1 conducted a series of role optimization initiatives from late, 2007 to early, 2009. The sessions 
largely focused on an overview of similarities and differences in RN/LPN scopes of practice, with an 
emphasis on the connection between scope of practice and role optimization. Participants were 
encouraged to devise solutions for optimizing their roles and to spend some time reflecting on how they 
would achieve this. This approach to role optimization was developed in response to nurses disclosing 
that they did not understand what the terms ‘scope of practice’ or ‘role optimization’ meant. The 
sessions were very well-received, and nurses indicated that the entire nursing population, in the town in 
which PCN 1 is set, could benefit from similar clarification of the roles of different occupational groups 
within nursing. Participants particularly noted that the distinction between RN and LPN roles was 
helpful. 
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Phase 2 Findings 
 
Time 2 data offered rich, contextual information on current nursing roles, how they had evolved, what 
barriers to optimizing nursing roles remained, interprofessional practice issues and outcomes associated 
with enactment of nursing roles.  
 
Current Nursing Roles 
 
During Phase 2 interviews, nurses continued to describe their roles in terms of their areas of focus or 
speciality (i.e. mental health, hypertension, diabetes, navigation). Participants also indicated their work 
had been heavily influenced by an increase in workload due to growing demand for services by 
patients. In general, the main role functions described by nurses included patient education, direct 
patient care and interprofessional collaboration.  
 
An important finding was the demarcation of RN/LPN roles that emerged across Phases 1 and 2. Job 
shadow data demonstrated that RNs in this context tended to spend more time in assessment and care 
provision (versus routine clinical activities or administrative activities) than LPNs, for example 
(highlighted in Table 7). Field notes demonstrated that RNs dedicated more time to assessing patient 
health needs and providing care than LPNs. These activities encompassed comprehensive assessment 
and interventions related to psychosocial issues, such as providing social/family support, helping 
individuals develop capacity for managing life stressors and understanding the impact of illness on the 
patient and family. Interventions often required interprofessional collaboration, such as making referrals 
to other RNs or other members of the interprofessional team. One RN spearheaded the implementation 
of group appointments for chronic disease patients, which would integrate chronic disease and 
hypertension nurses as well as the PCN dietician in providing services to this group of patients. 

Convergence and divergence among nursing provider groups themselves was also evident in job 
shadow data.  For example, LPNs spent relatively similar amounts of time on administrative work (6%-
9%) and providing direct patient care (9%-10%). However, the amounts of time they dedicated to 
routine clinical activities (i.e. reviewing patient information, reading) and communication (i.e. 
arranging referrals, setting up patient appointments) varied considerably. Time spent on communication 
varied from 15% to 57% and routine clinical activities varied from 27% to 58%. Furthermore, 
assessment was an activity completed by only one of the LPNs during their job shadowing session.   
  
Job shadow findings for RNs indicated that while similar amounts of time were spent on assessment 
(8%-15%), time dedicated to other activities differed substantially. For example, one RN spent a 
majority of time on routine clinical activities (46%) and 18% of time on communication and providing 
care respectively.  About 10% of time was spent on administrative tasks such as charting. Another RN 
spent the majority of time on provision of care (31%), followed by communication (28%) and routine 
clinical activities (26%) and did not spend any time completing administrative activities.   
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Table 7: Time 2 Job Shadow Findings, by Provider Type  
 

Activity  Average (range) percent of 
time spent by RNs 

Average (range) percent of 
time spent by LPNs 

Administration  5% (0-10%) 7.5% (6-9%) 
Assessment 11.5% (8-15%) 4.5% (0-9%) 
Communication 23% (18-28%( 59% (15-57%) 
Provision of Care 24.5% (18-31%) 9.5% (9-10%) 
Routine Clinical Activities 36% (26-46%) 42.5% (27-58%)  

 

Evolution of Nursing Roles 
 
Time 2 findings suggested that nursing roles in the PCN had evolved significantly since Time 1. When 
reflecting on their roles, participants often referenced future changes to their roles, implying their belief 
that their roles will continue to evolve for some time. Participants recognized that this evolution may 
have resulted in nursing roles straying from the PCN’s original vision. However, it was not believed 
that this ‘straying’ had hindered the optimization of nursing scope of practice:  

  
I think we're evolving. We're ever evolving. And I think that we started out with a vision in mind 
and I think we strayed from that vision, but I think we're trying to get back to that. But I think 
we're trying to optimize the nurses here, and I don't know how that's going to look. But we're 
working on it and I don't have a clue how it's going to work (PCN Nurse). 
 

Throughout the year, RNs began taking on tasks that were previously completed by physicians, but 
were within nursing scope of practice. Participants described these changes quite positively and 
indicated that they were largely driven by patient need. An example of patient-driven change was the 
implementation of joint appointments whereby the nurses jointly met with patients to discuss their 
health issues and set treatment goals.   

 
You know they were looking at the Wagner model and they kind of had an idea, but nobody 
really knew what it was going to look like and all of us have just kind of evolved.  Change--I 
mean it's patient driven (PCN Nurse). 
 
I said let's get together and we're going to see this patient together as a team and we're going to 
come up with a set of goals. And by god, if it didn't work well (PCN Nurse). 

  
Interview participants indicated that physician acceptance of nurses’ “expanded” duties largely 
determined the extent to which they could fully enact their role. Over time, as trusting relationships 
developed, a shift in physician mindset seemed to occur. Trust was established primarily through 
relationship building and physicians witnessing the successes of PCN programs in improving patient 
outcomes. Some physicians took more time than others to feel comfortable in referring patients to the 
PCN nurses. 

 
But it's come a long ways. Like in terms of the acceptance around our role and what it is that we 
can offer has certainly changed. We have one real late adopter, one of the physicians and he's 
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slowly, slowly, like he has probably referred to every discipline that we have downstairs. So 
that's huge, because initially, he wasn't sending anybody (PCN Nurse). 

 
Challenges to Role Optimization 
 
Many challenges to optimizing nursing roles were identified through interviews.  A common barrier to 
nursing role enactment was the attitude towards and acceptance of nursing roles among PCN 
physicians. Whether or not physicians readily accepted full enactment of nurses’ role determined the 
degree of professional autonomy that was allowed to the PCN nurses. Buy-in and acceptance among 
PCN physicians appeared to vary and strongly influenced nurses’ day-to-day clinical practice.  This was 
a source of frustration for study participants and at times led them to take a ‘hands-off’ approach.   

 
But we've just kind of revolutionized it, so that if--say, I don't know, it depends on the doctor 
too. Some doctors will make sure everything is ordered and some doctors just send you the 
referral and you order everything (PCN Nurse). 
 
He just doesn't buy in. He's old fashioned and he doesn't buy in and I will go upstairs and say--
and I do. I'll go upstairs and say I did see your patient and this is what's happening.  What are 
we going to do about it? And then let him deal with it (PCN Nurse). 

 
Despite efforts to increase physicians’ knowledge of the roles of nurses in the PCN, there was a strong 
perception among study participants that some physicians simply did not understand why nurses had 
been introduced into the PCN. Lack of role clarity clearly accounted for differences in the extent to 
which physicians accepted and referred to PCN nurses.  

 
I think most of the physicians here would be pretty accepting of our roles, in terms of--we do 
order and there's all of that kind of stuff. It's just that I'm not sure that they're aware of what 
we're doing all the time in the background (PCN Nurse). 

 
Role ambiguity influenced the quality of the relationships between PCN nurses and staff of the former 
Regional Health Authority. Initially, nursing roles were not particularly clear, which resulted in 
confusion for nurses newly integrated into the PCN, particularly in regards to completing tasks that may 
have previously been undertaken by physicians. Additionally, participants stated that the former heath 
region Chronic Disease Department staff did not understand the role of the PCN or its nurses. This lack 
of role clarity created tension among staff and contributed to perceptions that services were being 
duplicated across health region and PCN sites and programs. Participants sought improved role clarity, 
collaboration and communication between the PCN and the health region in an effort to streamline and 
improve patient care. 

 
I guess, is that there's an angst between regional programs and PCNs. Not everybody wants to 
talk about it, but I think it's there; I really do. Because you feel the tension in every meeting you 
go to. Whether I'm sitting with provincial people or whether I'm sitting with the management 
people or the specialty care. Everybody has a bit of angst, and I don't know what else to call it. 
And I think that it's because they don't necessarily always understand each other's roles (PCN 
Nurse). 
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Both field note and interview data demonstrated that issues related to technology and the flow of patient 
information acted as a barrier to working effectively. Participants acknowledged that while the 
electronic medical record (EMR) was integral to communicating patient information among physicians 
and PCN nurses, the existing EMR was cumbersome, time intensive and difficult to navigate. 
Participants believed that the system itself created a barrier to working efficiently, and tended to result 
in a duplication of laboratory work and unnecessary amounts of time spent in retrieving patient 
information. There were other issues related to the manner in which patient information could be 
accessed. For example, despite the fact that nurses were able to order laboratory tests for patients, they 
were not allowed to view the results electronically, but had to do manual searches for test results, which 
was very time consuming:  

 
It triples, quadruples my workload to the point where I'm actually not doing the patient, but I'm 
doing clerical (PCN Nurse). 
 
So it would be a little bit nicer if we could just bring them [the patients] right up and have all 
the labs there and then figure out who needs what at what time [in the EMR].  You know if 
they're due their cholesterol or they're due their diabetic medication or blood work and make a 
list of it. So it would be a lot easier with an EMR that actually tracks that (PCN Nurse).   

 
Additionally, some participants discussed systems-level issues they perceived as barriers to effective 
enactment of their roles. During job shadow sessions, participants disclosed that the ongoing 
reorganization of Alberta Health Services made providers anxious about the future and focus of their 
roles as nurses, despite the fact the PCN was an “autonomous” body. They also indicated that the 
provincial body governing PCNs tended to operate in a reactive (versus proactive) manner. As a result, 
this body was not able to provide the PCN with the supports required to operate effectively, which 
compromised the PCNs entire programming, including the nursing program:  
 

And [the provincial governing body], to be honest, is quite often in disarray. They're not seen, I 
think, provincially as being terribly--well they're not very proactive. You know they're always 
scrambling. Like they ask about change management. Well, it's change reaction I think for them 
mostly. They're not--so they're not very proactive, but they're also seen, I think, as less than 
receptive sometimes. And I think that's because their work is evolving too. And they don't always 
have the support structure they need to be able to help us adequately. So there is a lot of 
growing pains still I think (PCN Stakeholder). 

 
Contextual field notes highlighted other challenges experienced by PCN nurses in enacting their roles 
effectively and efficiently. It was noted that nurses worked in cramped, sometimes inadequately 
furnished offices that were often shared with other providers. Nurses spent inordinate amounts of time 
trying to organize office space or communicate their needs to others, rather than meeting the needs of 
patients and families. 
  

Teamwork and Decision Making 
 
Time 2 data demonstrated that the PCN team worked very well together and often collaborated on cases 
in order to provide comprehensive patient care. Most participants indicated that each team member 
contributed significantly to patient care and improved patient outcomes. That being said, job shadow 
data and field notes suggested a higher level of collaboration between the RNs in the clinic than 
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between RNs and LPNs. This appeared related to the fact that many patients with co-morbidities such 
as chronic disease and mental health concerns were managed concurrently by the CDM and Mental 
Health Nurses (RNs), who frequently discussed patients with each other.  

 
Job shadow and field note data also revealed that informal communication often occurred between PCN 
care providers and administrative or support staff. The co-location of PCN staff, physicians and other 
personnel in the same building was conducive to frequent exchange of knowledge about patient issues 
(i.e., the progress of a patient being seen by several providers in the PCN). Staff also readily shared 
information about material covered during educational sessions, conferences they attended or new 
information obtained through on-line searches. Ongoing PCN issues (i.e., the availability of space; 
problems with the PCNs EMR; scheduling of appointments) were also frequently discussed among 
PCN personnel. It appeared that informal communication occurred more readily and easily in this rural 
setting than in the larger, urban PCNs that participated in this study, eliminating the need for ‘network 
days’ held in the larger PCNs. 

 
Nurses felt they achieved success in promoting change or improving approaches to service delivery in 
the PCN and elsewhere. For example, they were successful in promoting patient self-care management 
as part of the discharge planning process in the local hospital, introduced joint appointments for 
assessment of patients with complex health needs, as well as group education sessions. Although many 
improvements were noted over time in the effectiveness of communication among members of the 
team, it was also viewed as an area that required further improvement. For example, lack of 
communication among team members was cited as one reason for duplication of lab work in some 
instances.  
 

Impact on Patient Care Outcomes 
 
Job shadow and interview data confirmed that PCN nurses tended to focus on the comprehensive needs 
of patients, rather than on their medical condition alone.  They believed this holistic care positively 
impacted patient monitoring and health outcomes. Nurses also spoke quite positively about enabling 
patients to become more capable of managing their health issues, which tended to prevent worsening of 
their medical condition.    

 
It's actually I think improved, because I think patients feel that they're being followed more 
closely. The INR team, the OBS team, the Blood Pressure/Lipid Clinic, between all of that, I 
think patients feel that. And I know they do. I've heard within the community that they know 
they're being followed better (PCN Nurse). 
 
And it's probably because we've been allowed the time and maybe because we've been trained 
different, I guess. We're not specialized in medicine, whereas we're specialized in the person 
(PCN Nurse). 

 
This opinion was echoed in findings from Time 2 patient encounters, during which patients noted they 
had established longstanding and successful relationships with nurses and achieved improved health 
outcomes. The few patients who participated in both Time 1 and 2 interviews reported favourably on 
the care received by nurses. Field notes taken at both data collection periods highlighted nurses’ 
attention to the psycho-social issues that influenced patients’ ability to manage their chronic diseases. 
Time 2 data suggested that nurses increasingly focused on encouraging patients to become more 

38



 

 

actively engaged in managing their care. Between the two data collection intervals, several patients had 
registered for exercise programs while others were reporting increased attention to diet and nutrition. 
Some were serving as mentors to others, by participating in CDM peer mentorship programmes within 
their community, or encouraging pre-diabetic family members and friends to visit the nurses and start a 
program of exercise.  

 
Nurse participants also believed they had contributed to improved access to services and better 
continuity of care by taking on work previously performed by physicians, freeing up physician time and 
decreasing waiting time for medical appointments.   

  
We are making huge benefits to outcomes. Nursing is so much more than just taking care of 
people when they're sick or acutely ill. But providing for them when they're well to maximize 
their wellness. And in that, improving outcomes. (PCN Nurse) 
 
Versus waiting three weeks to get into see a doctor for a blood pressure. They're being followed 
weekly by a blood pressure clinic down here, which is huge. Sometimes that's just peace of 
mind, right? (PCN Nurse). 
 

Participants also noted that nurses were able to spend more time with patients than other providers, 
which allowed them to address multiple issues simultaneously. According to some participants, this was 
a “luxury” for patients who were accustomed to being rushed through appointments with their 
physicians: 

We have a lot more time to spend with the patients than the doctors do. They really appreciate 
the fact that we can answer their questions. Like if they have more than two questions, we can 
sit here and explain it to them and answer their questions. Whereas in the doctor’s office, they 
don't get that luxury (PCN Nurse).  
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Methodological Challenges  
 
Ongoing methodological challenges were encountered throughout the course of this study. At time 1, 
patient recruitment fell short of the goal of 50 participants. Unfortunately, Time 2 data collection was 
even more problematic. The participation rate in both patient surveys and patient encounters declined 
significantly, and only eight of the 23 patients who completed surveys in Phase 1 remained in the study 
during Phase 2. However, all eight patients agreed to engage in a face to face interview with a member 
of the research team. The low participation rate eliminated any possibility of demonstrating changes in 
patient outcomes of study interest, such as health services utilization. Since the patients involved with 
nurses during Times 1 and 2 were not always the same, it was not feasible to use billing data to monitor 
changes in patient encounters with their physician. At Phase 1, nurses were newly integrated into the 
PCN and were still somewhat unclear about their roles, and about their involvement in the study more 
specifically. As a result, patients who were seeing nurses for 'one-time' type of issues (i.e., a driver's 
fitness exam; a memory test; a referral) were no longer attending appointments, and were therefore 
were not engaging in ongoing relationships with nurses. As a result, patients who were contacted 
regarding a follow-up survey identified their involvement in the study as inappropriate and asked to be 
removed from participation in the study.  
Additionally, some patients were reluctant to participate in the study, given the nature of their medical 
condition. For example, patients seeing the mental health nurse were less likely than others to agree to 
participate in the study. Turnover in mental health nursing personnel also caused some patients to stop 
coming to appointments or to feel that it was inappropriate to participate, given that they were seeing a 
different provider across study phases. As well, the majority of patients for whom the nurse navigator 
provided service were inappropriate study participants, since they consulted with the nurse mostly on a 
one-time basis.  
Nurses who participated in the study also revealed in time that they were never entirely clear about the 
intent of the study, did not fully understand what ‘role optimization’ meant, nor did they have a clear 
notion of  the ‘scope of practice’ of RNs and LPNs. As was found in other research on nursing role 
optimization, this lack of role clarity poses particular challenges to the effective utilization of nursing 
roles and requires “systemic” change to support new approaches to practice. In primary care settings, an 
important factor influencing nursing role enactment is physician understanding and acceptance of a role 
for nurses that they do not necessarily support at the outset. It is also difficult to optimize the role of 
nurses in one setting (i.e., primary care) in the absence of more system wide strategies to clarify and 
enact effective utilization of nurses in all settings where they practice.       
 
Conclusion 
 
Key findings from both phases of the research study are as follows: 

• Nursing roles in the PCN have continued to evolve over the course of the research study. 
This evolution has largely been spurred by an increased demand for nursing care by the PCN 
patient population.  

• The extent to which nursing providers are effectively utilized in PCNs is largely 
influenced by physician attitude and expectations. If physicians ‘buy-in’ to full enactment of 
nursing roles, nurses are more likely to positively influence health outcomes. Time and the 
development of trusting relationships between nurses and physicians are key to promoting 
physician buy-in.     
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• This study reinforced some of the differences in the roles of RNs and LPNs. LPNs are 
more likely to be assigned functions that relate to the provision of “medically” oriented 
direct care, such as monitoring of patients with hypertension. RNs tend to provide more 
comprehensive assessments that incorporate determination of the multiple contextual (i.e. 
psychosocial) factors that influence patients’ ability to manage their health. RNs are also 
more involved in the coordination of care and planning and implementation of programs that 
address the needs of the population served by the PCN.   

•  The study revealed some likely duplication in services offered by the PCN and the 
Regional Health Authority, which may be due in part to ineffective communication and lack 
of joint service planning between the two organizations.  Strategies to better integrate 
service delivery within this rural community would likely improve access to needed health 
care in this setting.  

• Many patients with chronic disease also report a variety of psychosocial issues that 
impede their ability to manage their health. This reinforces the need for and importance of 
effective interprofessional teams in primary care settings. 

• The introduction of nurses in primary care has resulted in increased self-care capacity, 
better management of psychosocial issues and overall health improvement. Physicians also 
seem to benefit from having nurses take on a variety of work formerly performed by 
physicians, thus freeing up valuable time for managing the care of complex patients.  
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Introduction 
 
The research study, “Optimizing the Practice of Registered Nurses in the Context of an 
Interprofessional Team in Primary Care,” funded by CIHR and AHFMR, was initiated in the fall of 
2006. Three Alberta Primary Care Networks (PCNs) participated in the study over its three year course. 
Primary Care Network 2 (PCN 2) was one of the PCNs involved. The objectives of the study were to 
explore the evolution of the registered nurse (RN) role and to identify and implement opportunities to 
optimize RN scope of practice in the primary care setting. Patient, provider and system level outcomes 
were to be assessed following job redesign initiatives in each of the PCNs. Data were collected at two 
points during the study - Phase 1 (baseline) and Phase 2 (follow-up). Data were also collected on the 
job redesign initiatives conducted in each of the PCNs. In PCN 2, interviews were conducted at two 
points in time during baseline data collection. A nursing activity audit was also completed. Finally, in 
Phase 2, data were collected through the process of interviewing nurses, patients and other PCN 
stakeholders and reviewing activity records for the nurses. This report provides a comprehensive case 
description of the data on nursing role integration and optimization in PCN 2. 
 

Description of PCN 2 
 
PCN 2 was among the first primary care networks developed and implemented in Alberta. PCN 2’s 
primary goal was to increase the number of patients who have access to a family physician and to 
provide help to populations who need extra help staying healthy. The city, in which PCN 2 is found, 
encompasses an area of Alberta that includes over 20 independent communities adjacent to or within a 
few kilometers of the city limits.6 The population of the city in which the PCN is located numbers in the 
hundreds of thousands, with the great area encompassing more than one million people. 
 
PCN 2 provides primary care services within many medical clinics in many communities across the 
city. The PCN provides primary care programs and services to physician patient panels living in these 
and other communities within the city and surrounding areas. 
 
 
 
 
 
 
 
 

 
Currently, dozens of physicians are part of PCN 2, which reflects an average of less than 10 physicians 
at each of the PCN supported clinics. The PCN identified approximately 100,000 residents as having 
received or who are currently receiving healthcare services through PCN 2 programs. 
 
PCN 2 has approximately 40 FTEs with nursing representing more than half of PCN staff. The staff 
complement includes such roles as nurses, social workers, dietitians and administrative staff. The role 
of nurses and other healthcare professionals in PCN 2 is described below.  
 

                                                 
6 Statistics Canada Census, 2006 
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“These professionals work with Alberta Health Services and other health care professionals to 
improve, coordinate and deliver primary health services for their patients in the family practice 
environment.” (PCN Stakeholder).  

 
Description of Patients Seen by PCN Nurses 

 
The total number of encounters patients had with PCN 2 nurses is summarized in Figure 1. Nurses 
provided an average of almost 3000 encounters per month from March – June 2009. The total number 
of encounters has increased by 13% since 2008.  
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Figure 1. Total patient encounters with PCN 2 Nurses 
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The average age of patients seen by PCN nurses has increased slightly from 58.3 to 59.2 years old and 
the proportion of male (39%) and female (41%) patients remained relatively stable, although a spike in 
utilization by females was evident (Figure 2 and 3).  
 
Figure 2. Average age of patients seen by PCN nurses by month and year 
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Figure 3. Number of male/female PCN patients by month and year 
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Initial Interviews to Describe Current Nursing Roles 
 
A series of interviews were conducted with nurses and other stakeholders in PCN 2 to better understand 
nursing roles at the time the study was initiated. In total, 18 in-depth, qualitative interviews were 
completed with those with roles such as RNs, nurse practitioners, physicians, social workers, and 
administrative staff in spring 2007. Interview questions during this series of interviews focused on the 
following topics: 
 

• Descriptions of nursing roles within the PCN, and how these roles developed over time 
• Discussion of the barriers and facilitators (personal, professional, and organizational) to 

optimizing nurses’ scope of practice within the PCN 
• Perceptions of how nurses, particularly RNs, could be better utilized in the primary care setting 
• Perceptions of impact of nursing roles at the patient, provider, and system levels as well as 

perceptions about the extent to which nurses were working to their full scope of practice 
• Nurses’ satisfaction with their current roles 
• Nursing roles in the context of the rest of the team 

 

Nursing Roles in the PCN 
 

RN Role 
 
RNs interviewed across the PCN described their roles primarily as generalists, taking any and every 
patient that came through the door and providing assessment and education. Participants explained that 
they provided proactive healthcare for patients and assisted physicians in caring for their patients, 
particularly in view of the shortage of family physicians at the time. Nurses noted that they had more 
time to spend with patients than their physician counterparts, who were often booked solidly throughout 
their days. As a result, physicians focused on the patient’s immediate health concerns. PCN nurses 
believed they could spend as much time with patients as was needed, which translated into an hour (or 
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more if necessary) at a single appointment. The type of patient visits reported by nurses is summarized 
in Figure 4.  
 
Figure 4. Type of visits conducted by PCN nurses 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The fact that nurses were able to spend as much time as necessary with a patient allowed them to use 
their education and knowledge to help patients achieve optimal health. One participant described her 
role as “a bridge between the patient and the physician and other members of the team.” In acting as a 
‘bridge,’ nurses assisted patients to navigate through the health care system. Connecting patients with 
the resources they required in a timely and efficient manner was an important aspect of the nursing role 
described by the nurses who were interviewed. This was further enhanced by the opportunity to work 
with an extended health care team (pharmacists, social workers, etc), a practice which was noted by 
some participants.   
 
The key focus of RN roles in PCN 2 was chronic disease management. They helped patients focus on 
self care, understand disease progression, the importance of follow-up and monitoring of chronic 
conditions, and provided outreach to patients at risk of developing chronic conditions, although time 
constraints limited the extent to which they could focus on primary prevention. Many of the nurse 
participants expressed a desire to provide more proactive education for at-risk patients. Nurses also 
made referrals to other services that would benefit their chronic disease patients. Building relationships 
with chronic disease patients allowed nurses to add psychosocial support to their practice over time. 
  
Most interview participants described some geriatric assessment or teaching as part of the PCN nurses’ 
responsibility, particularly with elderly patients dealing with a complex range of needs. Nurses were 
particularly helpful to physicians in caring for these patients. 
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In addition to RN nursing roles, PCN 2 employed nurse practitioners (NPs). NPs stated that they 
worked quite independently, booking their own appointments with patients, assessing, diagnosing and 
sometimes treating the patient independently of the physician. When lab tests were required, they were 
able to request and interpret them quite independently from physician involvement, although physician 
consultations and updates were sought on an ongoing basis.  
 

I see patients independently. I don’t see them jointly with the physicians. And then, depending 
on the physician, some I go ahead and diagnose and treat and order tests and kind of just run 
the full gamut and then just keep them informed of what I’m doing (PCN Nurse) 

 
As with the RNs in the PCN, most of the NP work was focused on chronic disease management. NPs 
primarily conducted patient teaching about chronic disease, its progression, goal setting with patients, 
facilitation of self care, and disease monitoring.  
 

Geriatric Providers 
 
Several interview participants also noted that some nurses focused exclusively on geriatric patients. 
These nurses assumed the role of program planners for geriatric care, provided some direct patient care 
to patients, and mentored other nursing staff in enhancing their approach to geriatric care and 
assessments. In addition, geriatric nurses handled referrals and consultations with social agencies and 
other health care providers, as well as offering educational resources for healthcare professionals who 
worked with the elderly. 
 

Other PCN Provider Roles 
 
In addition to nurses, social workers worked as members of the team in PCN 2. They focused for the 
most part on mental health issues and were seen as a valuable addition to the team by both nurses and 
physicians. Patients were referred to social workers and seen at a central location as opposed to working 
directly in physician clinics, as was the case for nurses. PCN 2 also employs a dietitian and pharmacist 
that serve patients throughout the PCN.  
 

The RN Role in the Context of the Team 
 
Most of the RNs enjoyed working with other team members in the PCN. They greatly appreciated the 
training that was provided to facilitate their collaboration with physicians and other providers. Working 
directly with physicians was sometimes challenging, as many RNs reported a need to ‘prove’ 
themselves to gain the trust of physicians; this sentiment was not necessarily shared by NPs. In light of 
trust-establishment issues, interview participants noted the necessity of educating other providers 
(particularly physicians) about the RN role. According to participants, clarity regarding the RN role was 
an issue that determined whether or not there was uptake of the nursing role by physicians.  Patients 
were also unclear about the RN role in a physician’s office. Participants noted instances in which 
patients did not want to be seen by a nurse because they felt only their physician could manage their 
concerns.  
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People don’t know exactly what the role of a nurse is. Patients themselves. I don’t want to see a 
nurse; I want to see my doctor. You know just realizing we’re more than somebody who can 
empty a bedpan and give an injection or take out staples. We’re more then a task thing and we 
do have education and we’re not stupid. There’s so much more we could do if they would let 
us...I mean there’s lots we could do that could free up their time to deal with the more 
complicated things. (PCN Nurse)  

 

Barriers and Facilitators to Implementing the RN Role 
 
A challenge mentioned repeatedly by interview participants was the large physician-to-nurse ratio, 
which limited the ability of nurses to provide all of the services they believed patients required. Another 
challenge voiced by participants was the lack of space available for nurses in physicians’ offices. Many 
nurses did not have desks or storage space causing problems in organizing work sites and patient files. 
In some cases, participants felt that the lack of space provided for them reflected a devaluing of their 
work. Most of the participants acknowledged that when physician clinics were established, they had no 
plans to hire nurses. Space issues limited not only current work, but also limited the potential to hire 
more nurses to support primary care services in the PCN. 
 
Overall, most participants were satisfied with the work of PCN nurses. Despite logistical and 
professional barriers, many participants believed that the relatively new addition of PCN nurses as 
members of the primary care team was an excellent step towards optimizing patient care. Moreover, it 
was acknowledged that progress was being made to optimize nurses’ roles, assisting them to work to 
their full scope of practice. Some felt the introduction of nurses into the PCN was ‘a work in progress’ 
while others perceived that any barriers initially present had been addressed over time. According to 
interview participants, nursing role optimization could be improved by strengthening the continuity of 
practice protocols and information flow between organizations involved, and standardizing nursing 
education and practice across all institutions.  
 

A More Indepth Look at RN Roles  
 
PCN 2 decided in the early stages of this project to focus on the RN role in relation to Type 2 diabetes 
patients. They also chose to work with and optimize the role of RNs who had been with the PCN for a 
period of time. This focus changed over time, when few diabetic patients were recruited to the study, 
and the number of original nurses decreased. Hence the research refocused on the nursing role more 
broadly, encompassing the entire nursing team.  
 
Activity audits and follow-up interviews were also conducted to discuss the process of care planning 
and nursing interventions for Type-2 Diabetic patients. Interviews with nurses focused on four key 
areas: 1) care planning; 2) context and unique components of appointments; 3) the adjustment of care 
planning to incorporate psycho-social issues and finally, 4) the next steps in care planning. The data 
ultimately revealed a gap between the intended care plan and actual care delivery that occurred for a 
variety of reasons during appointments, including co-morbid conditions and psycho-social issues. More 
specifically, nurses notes that the care plan developed during a patient’s first visit is usually based on an 
assessment of factors related to the presenting condition (e.g. type-2 diabetes) that must be addressed in 
order to maximize patients' likelihood of achieving optimal health. Thus, while nurses’ intended 
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approach to patient care delivery could include education about diabetes, discussion of lifestyle factors, 
nutrition and so on, information obtained during the nurse-patient interaction makes it clear that the 
original plan is unrealistic given the patient's psycho-social context (e.g. finances, home situation). As 
such, the plan is adjusted to account for those factors and care provision is extended beyond biomedical 
intervention.   

Job Redesign Initiatives 
 
PCN 2 embarked on several initiatives to enhance the RN role. A facilitator was hired to conduct a 
number of focus groups with various stakeholders in the PCN including physicians, multidisciplinary 
team members and a longer session with the nurses themselves. Focus group questions for 
interprofessional team members and nurses are outlined in Tables 1 and 2. Information from the focus 
groups (excluding data collected from physicians, which was not available) provided the foundation for 
discussion about nursing role optimization. Field notes were also gathered by research team members at 
two of the focus groups with nurses and interprofessional team members. 
 
Table 1. Focus group questions for PCN interprofessional team members 
 
Focus group questions 
What is the most valuable contribution that nurses make to the MDT? 
What are the core pieces of the nurse’s role within the MDT? 
How could the role of nurses be expanded/broadened/modified/changed? 
How do you think optimizing the role of nurses will benefit the clinic? 
What do you need from nurses as they choose to change their roles? 
What do you need from nurses as they implement the changes? 
 
 

 
 
 

 
 
Table 2. Focus group questions for PCN nurses 
 
Focus group/small group questions 

Which elements/aspects of what you do are of the highest value?  
Which aspects/expertise would other team members say nurses bring to the team? 
What do think patients say are the aspects most valued? 
What do nurses do today that could be done by others? 
Which attributes/characteristics does a nurse need to be successful? 
Which areas could be broadened/deepened/changed to fully utilize their knowledge and skills? 
 
Two weeks later, a full day workshop was planned to develop an action plan for refocusing the roles of 
nurses and making explicit their impact on patient care. Field notes were collected for the full day 
workshop conducted with the nurses. Notes from the facilitator were also available. Themes from the 
focus groups are outlined in Table 3.  
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In addition to the themes outlined in Table 3, nurses were asked by the facilitator what was most 
rewarding about their role as a PCN nurse. The single most important factor was their relationships 
with patients. Secondly, nurses talked about their collaborative working relationship with physicians 
and the fact they perceived increased responsibility working in a primary care role compared to 
positions they had held in other settings. They also spoke about the positive work environment and the 
variety they encountered in their position. 
 
Themes from the focus groups were discussed during the workshop and subsequently informed 
strategies to optimize the nursing role, which were reviewed several months later. 
 

Follow-up Data Collection 
 
Nurses and other PCN stakeholders were interviewed approximately two years from baseline data 
collection, to elicit perspectives on the RN role in this primary care setting. Interviews were conducted 
with RNs, patients, and other stakeholders including physicians, other health professional team 
members, and administrative staff for a total for 17 interviews. Activity records were collected again 
from the nurses. Field notes were gathered by a research team member at a follow-up meeting with 
nurses to determine what each nurse had implemented as a job redesign activity.  
 

Perceptions of the RN Role in PCN 2  
 
PCN stakeholders consistently discussed the value of nurses and how they increased the quality of care 
provided in the primary care setting. Specifically, stakeholders described the impact of nurses on 
physician workload, since physicians were able to decant various activities to the nurse.  

I think these RNs are having significant value. They’re bringing a kind of release value on the 
demands, and they’re adding a level of knowledge translation to the patient that wasn’t there 
before. (PCN Stakeholder)  

Overall nurses stated they believed there was a good fit for the nursing role in primary care.  

I think we look at them [patients] more holistically and I think the time that we’re able to spend 
getting to know them and fitting their healthcare---their personal goals and agenda, their 
healthcare and you know the physicians goals and agendas, and putting the two together. I 
think that’s sort of what is missing. You know the docs; they know the medical stuff inside out 
and backwards. And they can give it, but it’s putting that into play in an individual’s life, you 
know? That’s a different story all together. (PCN Nurse) 

 

The Evolving Role 
 
Nurses stated that the physician’s practice determined the enactment of their role in this primary care 
setting. Less change and evolution was noted for the RN role over the last year. However, until the last 
year, the role of the RN in this PCN was considered to be rapidly evolving.  

 
I think [our role] has been about the same [over the last year]…the nurses were a bit taken off 
by—you know when we first started and said okay, here’s your clinic; this is generally what you 
want to do. Now, you go and define it. I think a lot of them struggled a bit with that definition, 
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because they were never used to that, right? They were used to going into places where they 
were told exactly what to do and what not to do. But for the most part, they’ve embraced that 
really well…we’ve had a couple. You know they really struggled with the lack of rules if you 
will. And so, they’ve just moved onto a different place. (PCN Nurse) 
 
I think it’s been changing, yeah. I mean everything is a work in progress. This is so new that I 
don’t think that there’s any definitives and I’m okay with that, because I don’t believe that even 
in hospital your role is definitive (PCN Nurse) 
 

Initially the RN’s role focused on offsetting physician workloads related to ‘basic patient care’ such as 
injections, dressings and wound care. As the role evolved there was increased demand from physicians 
for nurses to address the medical and psychosocial needs of the more complex or chronic patients. PCN 
stakeholders and nurses themselves suggested that it was primarily in supporting patients dealing with 
psychosocial challenges where nurses could contribute most effectively to primary care.  
 

I think the nurse’s impact comes—it’s in the area of complex patient care. When a lot of time is 
required, there’s multiple co-morbidities or one issue that’s very difficult to manage, multiple 
meds, tremendous influence of stress outside of the clinic. Family, housing, finance, all those 
things that impact who we are and how we feel. The more complex the issue, the more difficult 
it is for a single provider to manage all of the issues. And so, the RN comes in and helps with…I 
think they manage to decant some of that work off the physician. (PCN Stakeholder) 
 

The scope of practice of nurses was discussed as having evolved and was further enhanced by 
experience in the primary care setting. Nurses perceived that their role in the PCN had changed from a 
specialized focus in managing chronic disease such as diabetes, COPD and hypertension to a generalist 
approach. They also were asked to conduct other activities, such as dressing changes and injections. 
They took advantage of such opportunities to connect with patients, conduct additional assessment and 
follow-up with patients.  
 

You have to also have the time to work in the moment. Like if something comes up, then like 
somebody needs a dressing change because they came in to see the doctor and there is a big 
area that needs to be addressed. So that’s something we do as well, and then maybe if it’s a 
senior that has been falling, maybe you can address the issue that they might be having while 
you’re doing the dressing change, right? Like all those things also help. And like doing the 
injections, a lot of them are seniors, so it is also a way of monitoring and seeing how they’re 
managing. (PCN Nurse) 

 
Nurses’ practice in a physician’s clinic involved a number of functions associated with the RN role, 
including assessment, monitoring, coordination of care, establishing healthcare goals, patient education 
and advocacy.  
 

Basically we ensure that they have all of their lab follow-up. We see them as often as we deem 
appropriate, depending on their level of control. Counsel them, teach, you know teach them 
how to use their equipment, educate them on their disease and that sort of thing and follow 
them and monitor them. We’re sort of like cheerleaders a lot of the time, I think. You know 
phoning and touching base with them, keeping them on track and motivated and that sort of 
thing. (PCN Nurse) 
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Give them some counselling about all the different aspects of their care that they will need to 
work on. And then, because I have more time than the doctor does. The doctor has only ten 
minutes and I can take an hour to work with the patients. And then I can follow-up, I can make 
sure they have regular lab work done, for example, to see what I’ve been doing and what the 
doctor has been doing is helping. And if it looks like maybe they need to be on more medication 
or the medication needs to be optimized, then I can talk to the doctor about that and see if he 
would see it the same way. (PCN Nurse) 
 

Nurses and PCN stakeholders also highlighted differences in nursing practice often attributed to clinics 
that had relatively little experience with an autonomous RN role. Increased experience and awareness 
of an RN’s scope of practice reportedly increased the likelihood that nurses would more fully enact 
their role in the clinic and allowed them to focus on patients who would benefit most from seeing a 
nurse.  
 

Well, I think it just takes time. I also think its been a real awareness for the teams in the clinics, 
because they’ve—you know they could quite easily have the nurses do non-nursing tasks. But 
when they see the benefit and we’ve been pretty adamant that they shouldn’t be focusing on 
non-nursing tasks. But once they see the benefit and the value added for the patients that really 
need it, then the whole team helps work towards the patients that—you know let’s get the nurse 
to help with the patients that really need the help and not just everybody. (PCN Nurse) 

 

Professional Autonomy  
 
Both the stakeholders and nurses themselves discussed professional autonomy within the RN role. 
Nursing care was based on patient needs and RNs were accountable to multiple stakeholders in the 
PCN, mainly the physicians in the clinics in which they practiced.  
 
Perhaps the best demonstration of what is meant by professional autonomy in primary care settings was 
seen in examples contrasting the PCN to acute care settings. Nurses and other PCN stakeholders 
perceived stark differences in RN autonomy between acute care and primary care settings. 
 

[In the PCN] you’ve got different doctors here and each one, as I’m getting to know them, I can 
go ahead and do this. In a hospital, in long-term care, in home care, you’ve always got to have 
that contact with the physician for any types of changes. There are certain things that you can 
do as the RN that you use your critical thinking skills for. You’re not going to call the doctor for 
every little thing, but you know you’ve got your autonomy that you can do certain things, but in 
other areas, you still have to have the physician’s okay. And here, I don’t need a written order 
per se, right? I mean its just yes, okay or whatever. But I mean like in a hospital setting or in 
long-term care, home care, you have to have the doctor’s written order before you can really do 
anything. (PCN Nurse) 
 
We had no autonomy whatsoever here [acute care]. The patients didn’t trust you; the doctors 
did to some extent, but your role was very boxed. (PCN Nurse) 
 

Professional autonomy positively contributed to the satisfaction that all stakeholders expressed with the 
RN role in the PCN.  
 

60



 

 

But the ones that we have, I think they’re very satisfied with their roles. They love the 
autonomy, they love to be able to define their own practice, they love the full scope of practice. 
So the nurses are really satisfied, and the physicians as well. The physicians and the whole 
clinic team are really satisfied with the nurses as well. Because they help manage those 
complex patients that otherwise, they wouldn’t probably be doing a good job of taking care of. 
(PCN Stakeholder) 
 

Many of the nurses commented on their job satisfaction during interviews, which is addressed in more 
detail in the outcomes section of this report.  
 

Role Accountability 
 
Although RNs said they were able to practice autonomously, they and other PCN stakeholders seemed 
to feel that primary accountability for managing expectations and determining priorities with respect to 
patient care belonged with physicians. They viewed the patient-physician relationship as the ‘most 
important relationship in family practice’ (PCN 2, 2009).  
 

You need to have personal understanding; you need to have professional respect and rapport, 
because when the physician says hey, I need you to do this for me on this particular patient, 
that’s the physician’s responsibility if something didn’t go right. It’s also the physician’s 
livelihood. This is their practice. It’s their professional identity. A lot of riding on the quality of 
work this other team member provides. And so, there has to be trust in that relationship. (PCN 
Stakeholder) 
 

RNs are expected to balance the demands of the PCN as a whole and those of individual physician 
colleagues. This may at times create unique challenges, particularly when nurses perceive themselves 
to be “under the supervision” of physicians in primary clinic clinics while still needing to align with 
PCN initiatives.  
 

But when there are problems—you’ve got multiple doctors, multiple office staff and then our 
staff members. And who is in charge; who is the boss. And they need to mesh with the clinic, but 
they need to be living the ideals of the PCN business plan as well. So you can have sometimes 
the doctors want to go this way, but the business plan is going this way and they’re off by a few 
degrees. And the nurse has to go this way and yet, somehow stay with the doctor in the clinic. 
And we have [many] clinics, so [many] different cultures that we need to fit in with a single 
culture of a PCN. (PCN Stakeholder) 
 
I’m accountable to the doctors that work here, and also, to the primary care network. (PCN 
Nurse)  
 

The PCN tries to support nurses in their primary care role by holding weekly sessions facilitated 
through problem based learning approaches. From the outset, these meetings were held for a full day, 
but have recently been reduced to half day sessions in response to workload demands. The PCN 
continues to resource and advocate for these sessions to help nurses maintain close liaison with the 
PCN and build relationships between multidisciplinary team members. 
 

 

61



 

 

We need to bring the team together, because when you’re a nurse working alone, the 
connection with the PCN is important.  The downside is people look at it and say they should be 
in the clinic, there’s too much work to do. So we’re in this negotiated point of saying hey, 
there’s too much time away from the clinic by spending a half-day or a day a week.  Barriers 
for success are we’re decentralized. We don’t see patients here for the most part.  Our nurses 
and social workers—our nurses are assigned in the clinics; our social workers and dieticians 
go to the clinics as they’re needed. And being decentralized means that we don’t see—I can go 
a couple of weeks and not see some or any PCN staff. So they’re in an environment where 
they’re enmeshed in that environment, but they’re not an employee of the clinic. (PCN 
Stakeholder) 
 

Facilitators and Barriers to Integration of the RN Role in Primary Care 
 
The introduction of the RN role was new to the nurses, primary care physicians and the PCN.  
All stakeholders commented on initial challenges in introducing the RN role that were addressed over 
time.  Professional knowledge and competence were obviously critical to successful introduction of 
RNs into a primary care clinic elements to the nurses hired, but not sufficient.  

We want somebody that is a good technician that can step in and support patient care with 
that…clinical skill and that nursing knowledge. What has changed is now, [within the PCN we 
can] take any RN, because an RN has the same foundation of knowledge. They’ve branched off 
over their careers and done different things, but the foundation is all there and if they don’t 
have tremendous knowledge of diabetes, we can quickly get them back onto that path. What’s 
most important for new nurses coming to primary care is that they have a core competency that 
they can fit as individuals in primary care. (PCN Stakeholder) 

The amount of past nursing experience held by PCN RNs was thought to be of less importance than the 
type of nursing experience they had. Nurses who had previously practiced in a fairly autonomous role 
appeared to adjust more readily to the primary care setting in the PCN. These included nurses who had 
previously provided direct primary care services (e.g., northern, remote communities), as well as those 
who had worked in public and community health.  

[There’s] public health nursing and there’s community health nursing, and there’s outpost 
nursing and in fact, nurses that come from an outpost—they actually slide into it well, because 
they do have that. They’ve delivered babies and they’ve set broken arms and they’ve helped 
with infections, and so, they’ve got a broad range of experience and they’re used to being, if 
they’re in a community, they’re used to having relationships with people over the long term. So 
an outpost nurse that works in a community where there was no physician fits really well. (PCN 
Stakeholder) 

The development of the PCN was often perceived to coincide with the development and evolution of 
the RN role; as the PCN matured so did enhancement of the RN role.  
The amount of support provided (e.g. regular education sessions) by the PCN contributed significantly 
to the evolution of the RN role and enabled RNs to more fully enact their role.  
 
Lack of space was a recurring theme during interviews, particularly for nurses who found it difficult to 
conduct assessments and carry out other work without dedicated space.  
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I mean this office could be shared if there was an exam room that could be shared. But there 
isn’t. And you can’t; there’s no place to go. (PCN Nurse) 
 

It was evident from the data that RNs’ perceptions about the extent to which they could fully enact their 
role had less to do with the particular activities they performed than with the quality of the relationships 
they were able to develop with primary care physicians, patients and other members of the team.   

 

The RN Role in the Context of the Primary Care Team 
 
Some physicians were initially reluctant to collaborate with RNs in the PCN, largely because they were 
unsure of the role and had not yet realized the benefit to their patient population of introducing nurses 
to the practice. Increased collaboration was reported as greater levels of trust were established as 
physician awareness of the RN role increased.   

 
I think it can have a little bit to do with the patient population of the physician. I think a doctor 
that’s got a lot of seniors will be onboard real fast, because I mean they get the people that take 
the time and time that they don’t have. And so, it’s like okay, what can do? Can you help me?  
So there was one doc at [a clinic] that sort of---you know once I started going, it’s like you 
could have just been a full-time nurse for that one himself. And so they had that commonality. 
And I think with---there was one that kind of held back at the [clinic]. And so, there’s one that’s 
kind of holding back, but I think with both—you know you’re getting their patients, but they’re 
the people that kind of want to be in control and don’t want to let go a whole lot. They want to 
do everything, because they’ve been doing [it] for so long that it’s kind of like yeah, you’re 
here, but I still want to have the complete control. I don’t want to give it away. (PCN Nurse) 
 
There’s always the initial barriers, but within just a few short months, those barriers go away 
and they’re not an issue. Like you know there’s always the talk about office staff not really 
adopting the nurse and physicians not really sure which patients, but that gets washed out 
really quite quickly and it’s not an issue. (PCN Nurse) 

 
Awareness of the nursing role alone did not, however, necessarily result in effective utilization of 
nurses. In many cases, physicians remained concerned about referring patients to nurses who may not 
know the patients as well as they do. However, participants reported that as workloads became 
excessive, there is little choice but to engage the help of other providers. As a result, resistance 
diminished.           

 
He’s got an older patient that comes in and he’s just hoping to keep his [driver’s] license. And 
the doctor, you know, when it falls on the doctor, so this program was made so that the doctors 
are not involved anymore in that. So the nurses would be giving the CMARD and sending them 
to the Drive Able. But I know that some of the docs still like to say: “Well, you know, if they’re 
squeezing by and they’re looking okay. Well, we’ll give you your license this year, but next 
year, you know?” So they’re still not used to sending them off to somebody else. You know, I 
think it’s because the doctors know their patients so well that they know that driving would be a 
terrible thing to take away from somebody. And maybe we don’t know them well enough and 
we’d just say well, we’ll just take away their license, you know? So I know that they’re afraid to 
give that piece up for that reason, I think. (PCN Nurse) 
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Perhaps the greatest barrier to optimized nursing practice in the PCNs remained the “sacredness” of the 
physician-patient relationship and unwillingness to let go of traditional ways of working.    
 

The doctors—it’s still really young [the PCN nursing program]…some of their stuff they still 
want to keep to themselves kind of thing. I find that here a lot. You know they’re still not ready 
to give up all that they do. (PCN Nurse)  

 
Participants reported that as trust develops between nurses and physicians, there was a greater 
likelihood that patients would be referred and as that occurred, nursing satisfaction with the primary 
care role increased.  
 

But overall, the role; I love the role. I like the relationship that I have now with the physicians 
and you know that’s come [along]. That took time, which was something that was new to me 
after having come from a hospital for fifteen-plus years and working critical care. I had a very 
tight relationship with the physicians and a lot of—there was a lot of trust already. You know a 
lot of trust built there. And it was interesting to be back in the beginning and trying to start that 
all over again. But I’m really satisfied with it now. (PCN Nurse) 

 
Ambiguity surrounding the nursing role was not only a phenomenon with physicians, but with other 
members of the primary care team, including office personnel. Over time, the nursing role was better 
understood, which allowed nurses to more effectively enact their role.  
 
In contrast to acute care settings, primary care was described as being more collaborative and less 
“territorial in the provision of patient care.” That being said, nurses still felt that despite enhanced 
collaboration, it was more difficult to gain access to other healthcare professionals due to their limited 
number and the centralized service delivery model. 

 
Here, I think there’s better teamwork with the clinic.  With me making referrals, with our 
mental health team, our dietician. You know you’re working with all of them, right? And 
everybody works together and if I make a referral to the dietician, she knows it’s come from me. 
If I’ve made a referral to a mental health worker, they know it’s come from me. So I mean 
there’s, I guess, the constant feedback. Nobody just takes that one, that patient and say this is 
mine.  I’m not going to tell you anything about them. You’re all working together to try and 
provide the best care. And it’s even when you’re making the referrals to the community for 
whatever. They get back to you too. If you say you’re the nurse at the clinic and because you 
can give them your cell phone number. Easy access; they’ll get back to you. (PCN Nurse) 

 

Optimizing the RN Role in the PCN 
 
A follow-up meeting was held with nurses to discuss the action plans they had developed in December. 
Approximately 70% of the nurses who attended had developed an action plan. Plans focused on 
strategies such as space modifications, enhanced prenatal education, better diabetes follow-up, 
increased nursing hours available at a specific clinic, increased variety and complexity of patients seen, 
improved communication with physicians, and increased collaborative practice with multidisciplinary 
team members. The following accomplishments were reported.  
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Table 4. Outcomes of individualized nurse action plans 
 

 emoctuO nalP
Space modifications to create space for RN and 
other providers 

Has not yet moved forward with the same 

Enhanced prenatal education Developed customized handout 
Improved follow-up for diabetes patients 
(multiple nurses focused on this) 

Reviewing diabetic lists once a month and 
calling patients for follow-up 
Developed a diabetic registry with follow-up 
times for clinics in patients 

Increase nursing hours in clinic (multiple 
nurses focused on this) 

Presentation to the board and two new nurses 
are being hired 

Increase in variety of patients, greater 
communication with physicians 

Discussed with a couple of physicians and 
agreed to have nurse see patients prior to 
physician seeing them 

Increase in collaborative practice with other 
team members 

Now doing joint bookings with the dietitian for 
patients; see patients separately, but work 
together to provide care for patients 

 
 

Outcomes  
 

Impact  for  Patients  
 
Overall PCN nurses felt that patients with chronic conditions and complex health needs had 
experienced better care coordination and management. There was a sense that RNs working in the PCN 
added significant value to the care provided in primary care settings. Both their professional and 
personal qualities as nurses were valued, which contributed to the establishment of supportive 
relationships for patients in primary care.  
 
Access 
 
As RNs were introduced into a clinic, they helped improve access to chronic disease management 
services for patients with a variety of conditions (e.g. diabetic, hypertensive) as well as for patients 
presenting with multiple complex health issues.  
 

My understanding is that they see referrals in terms of chronic diseases such as what I have is 
diabetes. So I see [an RN] more as giving more detail than what the physician has time to do. 
Like he just does the diagnosis and prescribes medication, but she was able to provide more in 
terms of information, which was—the thing I’ve appreciated the most has been the support. And 
that’s basically how I see the project. (PCN Patient) 
 
I mean they can’t afford to keep it in the hospitals, because that’s where it cost so much money. 
If you can do preventative, you know? I mean you look at—a person is diagnosed with diabetes 
and the doctor says don’t eat sugar and five minutes later, they’re gone. They don’t have a clue 
about their disease. I mean this way, you know they can come and talk to the nurse, even maybe 
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that same day or very soon. I mean you can spend an hour or an hour and half two or three 
times with them, you know?  So that they get their diet, they get what the complications are. 
They know why they should be checking blood sugars. You know that is just one chronic disease 
and I mean there’s tons of other things. (PCN Nurse) 

 
Although PCN nurses originally set out to address chronic disease issues, other issues surface during 
visits and are addressed as appropriate.  
 

Yeah, it’s grown. I mean I would do it initially, but you know I think as the trust builds, so does 
you know how much you will go into with that patient. I mean whereas I would essentially—they 
looked at it that I was going to deal with their diabetes, you know? Now I talk to them about 
their hypertension and their dyslipidemia…the sugar control is pretty good, but the blood 
pressure is really not. And so, like it’s just grown and kind of branched out into more of the 
whole patient. Or it’s something that has nothing really to do with their diabetes, but did you 
know that his wife and dog just died and he’s depressed as heck and he needs? So it just goes 
out into totally something else entirely. So it’s grown; it’s expanded. (PCN Nurse) 

 
Timely access to nursing services is an important factor in helping to build positive nurse-patient 
relationships, an important element of RN role enactment. Patients generally responded favourably to 
the timeliness and length of their visits with nurses.   

 
It’s the same anywhere. There is—they’re so busy. You know like they don’t have a lot of time to 
spend, especially the doctors. [This doctor] is good, but I know he’s busy, so it’s like you don’t 
feel like you can really, you know? Whereas with [an RN], I feel like I can do that. (PCN 
Patient) 
 
You know with your geriatric clients, you know just the follow-up, they’re dealing with the 
families and you know their happiness or satisfaction with what you’re doing, knowing that they 
can just call you. Because it’s easy to get a hold of me than it is the doctor, right? You know if 
they need a requisition. Say if you’re a diabetic and they need something done or whatever, they 
can call me and then I can just send it out to them. (PCN Nurse) 

 
As the role evolved, workloads increased, since most nurses supported several physicians on their own.  
As s result, wait times to see a nurse increased with demand for the nursing service and decreased 
nurses’ ability to continue to provide comprehensive care.   
 

Our nurses started three years ago, we’ve always had this vision. And I think it’s just 
progressively improved over time. Because there is only one nurse for every three to four 
doctors, they’ve had to be very careful about what they do, because otherwise, they wouldn’t 
have time for the patients that really need them. And I think it’s just been really refinement of 
their role more than anything. (PCN Stakeholder) 
 
Because I’m in this clinic only two days and in the other clinic two days, there’s so much more I 
could be doing. But it’s because I’m only in the clinic two days. And I mean that’s because 
there’s not enough doctors in both clinics. Now we go one RN to three doctors. We mostly work 
with the family docs. And here, there’s one full-time doctor and two part-time ones. So I’m only 
allowed to be in two days and two days over there. But there’s so much more I could do. It’s 
frustrating sometimes. (PCN Nurse)  
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Continuity of Care 

 
Patients perceived RNs as healthcare professionals who spent time working through multiple and 
underlying health issues with them. The relationship developed between patients and nurses over time 
was thought to improve quality of care and was seen as supportive, collaborative and responsive to 
individual needs. Nurses decide along with patients how often they should be followed, the frequency 
of phone calls and clinic visits. This flexibility was seen by PCN stakeholders as important to the 
success of the nursing role. The establishment of a long term relationship with the same healthcare 
provider over time was considered important in the management of complex health issues and chronic 
illness.  
 

You’ve got to be capable of and wanting to build long-term relationships with patients. Again, 
family medicine in acute care is pretty transient.  Patients come in and you may see them for 
days or weeks, but eventually they go.  Primary care is months and years and entire lifetimes 
that you have to have a relationship with patients. So you have to really be that compassionate 
people-person that wants to be there.  (PCN Stakeholder)  
 

RNs commented that the opportunity to develop long-term relationships with patients was a unique 
feature of primary care, something that was not often possible in settings such as acute care. 
 

Well, the nurses here are establishing relationships with patients that are long-term now.  So 
patients are talking about my nurse, my doctor. It’s no longer the nurse; it’s my nurse.  And the 
nurses already know the patients. They know who they are and they can keep tabs on them and 
they don’t have to go back to the history. So it’s becoming much like what family doctors—the 
relationships that I’ve established over ten years, over twenty years with patients. Nurses are 
starting to develop long-term relationships with patients that are more enduring. And I think 
that’s something the nurses are seeing as different. You know as far as the experience that 
nurses have had, it’s not like they’ve had before. (PCN Stakeholder) 

 
The long term relationship with the nurse was highlighted by various interview participants, including 
nurses, PCN stakeholders and patients It increased the comfort level for patients, provided them a sense 
of hope in being able to manage their chronic or complex condition and appeared to impact their sense 
of accountability in trying to follow through with recommendations made by the nurse.   
 

Just checking in to see how I’m doing with my blood sugars and one thing that I’ve really 
appreciated is it’s really hard to make change. And [the nurse] has never been negative with 
me. She’s always been positive, even if I haven’t been successful. And I think that’s a really 
good—it’s a good way to approach it because it makes you feel there’s hope. You know if you 
have a bad day, it doesn’t mean three days of the week weren’t good. You know what I mean? 
So I think that’s really important that you have somebody like that. It was for me. (PCN Patient) 

 

Job Satisfaction for Nurses 
 
Overall, nurses interviewed described a high level of job satisfaction. Building relationships with 
patients with shared accountability for managing health issues was highlighted as the key factor in role 
satisfaction.  
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Aside from when I have a computer breakdown or I run out of supplies or there’s no room to 
see my patient or anything like that, awesome. I mean I love what I do and I love my time with 
the patients. Like I truly do love what I do. Some of the--like I say, the little frustrating bits, you 
know, like that’s not very bloody satisfying. You know, truly. But overall, the role; I love the 
role…I like the relationship that I have now with the physicians and you know that’s come. That 
took time, which was something that was new to me after having come from a hospital for 
fifteen-plus years and working critical care.  I had a very tight relationship with the physicians 
and a lot of--there was a lot of trust already. You know a lot of trust built there. And it was 
interesting to be back in the beginning and trying to start that all over again. But I’m really 
satisfied with it now. (PCN Nurse) 
 
Oh, I love my role. My job is--I feel like I’ve died and gone to heaven. I just really, really enjoy 
my role. Yeah, there are some days when you think oh my lands, what difference am I making? 
You know especially when you get these patients that you work and try, but you know, you also 
have to account that patients have to be responsible for themselves too. You know, you can only 
do so much and I’m not a babysitting service. I’m here to help them and to try and promote 
change and what have you, but they have to be willing to--you work with them at the stage that 
they’re at. (PCN Nurse) 
 
I guess you probably just get a little more confident as you do it more. And you know as you 
build up more of a relationship with the patients and certainly they’re more willing to listen to 
you, because you’ve built this rapport and they’ve seen some changes or they’ve seen some 
improvement. (Nurse PCN) 
 

Over time, PCN nurse satisfaction with their work increased as physicians were more aware and better 
understood the roles of RNs.  
 

I like the relationship that I have now with the physicians and you know that’s come.  That took 
time, which was something that was new to me after having come from a hospital for fifteen-
plus years and working critical care. I had a very tight relationship with the physicians and a 
lot of--there was a lot of trust already. You know a lot of trust built there. And it was interesting 
to be back in the beginning and trying to start that all over again. But I’m really satisfied with it 
now. (Nurse 261) 

 
Nurses discussed the lack of connection to other nurses and team members and working in a 
decentralized model as contributing to job dissatisfaction, but overall job satisfaction was perceived to 
be very positive.  

Summary 
 

• RN role has evolved over time, although more so in the early days of the PCN 
• Perceptions only of scope of practice with no data on role optimization 
• Patients are referred from the physician initially, but over time keep these patients to follow and 

monitor developing their own patient panels with increased autonomous decision-making 
• Push/pull between accountability to physicians and PCN 
• Decentralized model is driven by local needs of the physician panel 
• Outcomes:  

o Access to primary care services, particularly those delivered by nurses 
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o Continuity of care 
 Relationship based 
 Support to patients 
 Increased accountability for patients to achieve health goals based on nurse-

patient relationship 
 Appears to have improved outcomes for chronic and complex care patients 
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Final Case Report for Primary Care Network 3 
 

Overview  
 

As part of the CIHR and AHFMR-funded research project, “Optimizing the Practice of Registered 
Nurses in the Context of an Interprofessional Team in Primary Care,” data on nursing role integration 
and optimization has been collected in Primary Care Network 3 (PCN 3). Broadly, this study aims to 
explore the evolution of nursing roles in three PCNs in Alberta and identify and implement 
opportunities to optimize nursing scopes of practice. The research focuses on identifying how an 
optimized nursing role may influence patient, provider and systems-level outcomes. The data collection 
strategy tailored to elicit this information includes the following tools: patient surveys, interviews and 
ethnographic field notes based on patient-researcher encounters (patient- level perspective); job-
shadow and interview data with PCN providers and stakeholders (provider-level perspective); and 
population data sources, including socio-demographic and health services utilization data from 
government (Statistics Canada) and health region sources (systems-level perspective). Each of these 
data elements were collected at two time points in the research study (Phases 1 and 2). Table 1 provides 
a summary of data collected in PCN 3. 
  

  
Table 1: Summary of Data Collected in PCN 3, Phases 1 & 2  
       

Data Source  
Phase Interviews7 Job 

Shadow 
Sessions 

Patient  
Surveys 

Patient 
Encounters 

Population 
Data 

Health 
Services 
Utilization 
Data 

Patient 
Profiles 
Using 
PHNs 

1 12 4 31 20 Yes Yes No 
2 14 4 11 11 Yes  Yes Yes 
 
The purpose of this in-depth case report is to describe the context of PCN 3; outline key thematic 
findings from data collected during Phases 1 and 2; describe role optimization initiatives led by the 
research team; and discuss methodological challenges encountered throughout the research study.  
 

Primary Care Network 3: A Contextual Snapshot 
 

PCN 3 is located in an Alberta city and serves a geographic catchment area of approximately 263,790 
people8, making it one of the largest PCNs in North America. The PCN was comprised of over 2009 
family physicians in fiscal 2007-2008, a number that continues to expand as the PCN recruits more 
physicians. The PCN is among the largest in Alberta, based on the size of the population served, 
number of physician members and total payments made to the PCN by Alberta Health and Wellness.10 
The PCN also employs nurse practitioners, pharmacists and many registered nurses (RNs). Behavioural 
health consultants work with the PCN population through a shared-care agreement between the PCN 
and Alberta Health Services. The PCN also employs several non-clinical staff members, who focus on 

                                                 
7 Given the relatively small sample size of interview participants, all non-nurse participants will be identified as ‘PCN 
Stakeholders’ to ensure anonymity. Stakeholders include physicians, pharmacists and interprofessional team members. 
8 Based on 2007-2008 fiscal year estimates from Alberta Health & Wellness’ Insurance Plan Statistical Supplement 
(http//www.health.alberta.ca/newsroom/pub-annual-reports.html, retrieved October 14, 2009). 
9 See note 2. 
10 See note 2. 
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areas such as operations management, program planning and evaluation, and administrative 
coordination.  
 
Decision making and leadership within the PCN reside with PCN administration, which comprises an 
elected Board of Directors (physician members), a governance committee and representatives from 
Alberta Health Services. The PCN’s programming is wide in its scope, and is envisioned, planned and 
coordinated by the aforementioned groups, and delivered throughout multiple clinics in the PCN’s 
geographic catchment by an interprofessional care team. Programming consists of many overarching 
areas, such as: 

 
1. Primary Care Nursing  
2. Mental Health  
3. In Hospital   
4. Referral and Discharge Planning   
5. Physical Therapy   
6. Primary Care Network Clinics  
7. Specialized Seniors Clinic  
8. Geriatric Health  
9. Primary Care Pharmacy  
10. Primary Care Dietician  

 
Physicians can choose whether or not to avail themselves of the PCN nursing program; if they do so, 
they receive a certain amount of nursing time per month in their clinic. Ideally, this model allows 
nurses to establish patient panels in each of the clinics in which they work. Some PCN nurses travel to 
multiple clinics across the area to deliver care on a full-time basis, while others work part-time within a 
smaller number of clinics. Since many nurses work across a number of family practice clinics, often in 
relative geographic and interprofessional isolation, they often do not know the members of their 
network or the clinic(s) in which those members work. The PCN has attempted to counteract this 
through the creation of networking opportunities.  
 
The PCN’s geographic service area encompasses multiple communities, spanning the city and several 
suburban developments. As a result, the PCN’s patient population is incredibly diverse on a variety of 
socio-demographic makers. For example, the 2006 Canadian Census indicates that the annual family 
income of PCN residents ranged from a low of $30,411 in one community within the PCN to a high of 
$184,383 in another community. Additionally, the average age of community residents ranged from a 
low of 29.9 years in one community to high of 54.8 years in another. The percent of community 
residents with less than high school education ranged from a low of 0.0% in a particular community to 
a high of 29.5% in another community. The diversity of the PCN’s geographic population also ranges 
significantly, with only 11.5% of one community’s members being of visible minority status, versus 
63.2% in another community. These and other figures are included in Table 2, which highlights 
sociodemographic information on the population served by the PCN. As demonstrated by Table 2, 
given the diversity of the PCN’s geographic area, a ‘typical’ patient is difficult to describe.  
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Table 2: Selected socio-demographic characteristics of sub-populations served by PCN 3 
Source: Statistics Canada Census, 2006  
 
Community 
 

Average 
Age 

(years) 

Median 
Household 
Income ($) 

Population 
with less 
than high 

school 
education 

(%) 

Home 
Ownership 

(%) 

Visible 
Minority, 

Immigrant & 
Aboriginal 
Population 

(%)11 

Recent 
Immigrants 
to Canada 

(2001-2006) 
(%) 

Non-
English 

or 
French  

speaking 
(%) 

Low 
Income 

Residents 
(%) 

Community 1 41.2 46,089 23.6 61.1 11.5 5.8 0.6 8.9 
Community 2 45.2 100,844 13.1 97.2 47.6 2.4 1.2 7.0 
Community 3 39.8 62,063 18.1 77.0 32.9 4.0 1.4 11.8 
Community 4 46.1 52,261 20.9 76.1 32.2 2.6 0.6 10.4 
Community 5 36.8 51,192 17.9 62.7 29.7 4.3 0.5 15.9 
Community 6 35.8 53,768 14.3 58.8 20.8 0.75 1.8 13.6 
Community 7 39.6 42,845 21.9 53.9 59.5 5.57 1.0 23.3 
Community 8 37.2 51,409 20.1 57.3 33.2 3.8 0.6 14.0 
Community 9 41.4 57,728 15.0 80.2 30.6 4.6 0.2 9.9 
Community 10 44.8 63,588 16.2 82.0 24.8 3.1 0.7 11.4 
Community 11 47.1 64,535 13.1 81.7 20.0 1.2 0.3 8.9 
Community 12 49.2 72,674 10.3 91.6 34.8 1.8 1.1 6.9 
Community 13 33.1 43,674 24.9 36.6 29.9 1.2 0.5 20.1 
Community 14 29.9 31,251 16.7 21.2 48.8 11.1 1.2 28.3 
Community 15 38.9 46,458 20.2 55.9 29.3 2.9 0.5 25.5 

Community 16 50.1 57,603 16.9 63.2 23.6 0.9 0.6 7.3 
Community 17 34.9 88,328 10.5 92.6 44.7 5.4 1.6 7.1 
Community 18 43.9 52,468 16.4 57.3 24.4 2.3 0.0 12.3 
Community 19 42.1 101.603 5.3 95.5 23.7 2.6 0.7 6.4 
Community 20 47.1 105,139 10.1 92.3 33.1 4.2 1.3 9.8 
Community 21 32.4 39,425 25.0 39.0 35.7 6.3 0.9 22.6 
 Community 22 33.1 49,954 16.7 52.5 29.4 3.6 0.2 17.6 
Community 23 30.9 30,411 21.6 36.7 41.0 5.2 0.7 28.9 
Community 24 46.4 61,175 16.3 78.6 26.8 1.0 0.6 11.2 
Community 25 30.1 37,040 13.7 30.0 32.6 4.0 0.3 25.0 
Community 26 38.9 40,733 27.1 34.2 39.8 7.0 0.7 27.6 
Community 27 31.9 32,474 14.8 20.2 33.8 4.1 0.2 31.4 
Community 28 36.7 55,400 18.9 79.9 35.7 3.1 0.5 10.2 
Community 29 54.8 93,360 11.0 71.6 24.6 1.9 0.6 6.2 
Community 30 48.9 135,081 7.1 96.0 14.7 1.3 0.0 7.7 
Community 31 50.1 72,317 17.7 93.3 19.5 0.5 0.0 10.3 
Community 32 35.2 38,012 16.6 38.6 32.7 4.6 0.6 28.2 
Community 33 46.8 54,309 22.1 75.7 27.3 2.0 0.6 9.4 
Community 34 48.9 78,786 14.4 77.0 47.0 4.6 2.5 8.9 
Community 35 40.1 45,545 28.5 47.0 17.0 0.5 0.0 15.5 
Community 36 48.3 88,357 11.8 83.3 32.2 4.4 0.0 9.7 
Community 37 47.9 102,664 12.3 95.2 35.8 1.1 1.5 8.4 
Community 38 48.9 75,337 9.9 84.3 35.4 2.5 1.4 5.0 
Community 39 48.1 127,135 7.0 80.0 26.1 0.0 0.5 4.3 
Community 40 44.8 62,374 10.7 60.8 22.6 4.0 0.0 16.0 
Community 41 46.7 72,415 21.7 89.3 19.5 0.4 0.5 10.0 
Community 42 49.6 119,459 14.9 90.5 21.4 0.0 0.0 0.0 
Community 43 31.7 32,409 16.2 17.0 38.5 6.8 0.0 30.1 

                                                 
11 This figure should be interpreted with caution: individuals who are immigrants and visible minorities are counted twice, 
thus inflating the values.   
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Community 
 

Average 
Age 

(years) 

Median 
Household 
Income ($) 

Population 
with less 
than high 

school 
education 

(%) 

Home 
Ownership 

(%) 

Visible 
Minority, 

Immigrant & 
Aboriginal 
Population 

(%)11 

Recent 
Immigrants 
to Canada 

(2001-2006) 
(%) 

Non-
English 

or 
French  

speaking 
(%) 

Low 
Income 

Residents 
(%) 

Community 44 38.1 60,937 13.4 56.9 24.6 3.6 0.0 13.6 
Community 45 34.8 36,368 27.2 47.2 17.3 1.9 1.6 19.5 
Community 46 31.3 35,576 11.9 19.7 37.1 3.8 0.5 23.9 
Community 47 42.3 80,210 17.5 62.0 63.2 7.4 2.2 21.8 
 Community 48 44.3 65,169 29.5 84.5 34.1 2.3 2.3 13.8 
Community 49 50.9 184,383 9.5 98.0 19.4 0.0 0.0 0.0 
Community 50 48.9 120,387 12.0 82.5 18.0 1.9 0.0 7.9 
Community 51  32.7 47,964 3.5 46.1 45.7 7.01 1.8 25.6 
Community 52 42.9 116,131 9.3 100.0 27.3 0.0 0.0 8.5 
Community 53 38.1 67,698 12.9 58.7 26.8 0.0 0.0 20.8 
Community 54 45.2 79,917 3.4 85.2 21.1 0.0 0.0 0.0 
Community 55 46.8 79,948 8.3 71.6 28.5 4.7 0.0 7.5 
Community 56 49.2 138,124 12.0 100.0 16.2 2.7 0.0 0.0 
Community 57 45.7 153,667 0.0 100.0 16.2 2.5 0.0 0.0 
 
Health services utilization data for residents within the geographic boundaries of PCN 3 provides 
insight into the actual or potential health issues within this population.  More specifically, utilization 
data for various sites/types of services from Alberta Health Services administrative databases describe: 
 

• GP office visits   
• Emergency department visits  
• Hospital admissions to area hospitals 

 
Information on utilization of these services is available for the 2005-2006 fiscal year. In some 
instances, detailed information on the utilization of these services is available for various sub-
populations within PCN 3 (i.e., particular communities and age groups). This information suggests that 
the leading reason for visits to family physicians’ offices during 2005-2006 were related to chronic 
disease, including hypertension uncomplicated (15.3% of total visits), COPD (2.3% of total visits) and 
depression (2.0% of total visits). These figures and additional reasons for utilizing family physicians’ 
services are summarized in Table 3.   
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Table 3: Number (%) of GP office visits by selected diagnosis categories in PCN 3, 2005-2006* 
 
Diagnostic Category Number Percent 
Hypertension uncomplicated 34171 15.3 
Chronic obstructive pulmonary disease 5177 2.3 
Depression 4538 2.0 
Hypothyroidism 2201 1.0 
Deficiency anemia 2084 0.9 
Congestive heart failure 1269 0.6 
Diabetes uncomplicated 1109 0.5 
Rheumatoid Arthritis/Collagen 776 0.4 
Cardiac arrhythmia 686 0.3 
Solid tumor without metastasis 601 0.3 
Peripheral vascular disorders 395 0.2 
Fluid and electrolyte disorders 237 0.1 
Neurological disorders 236 0.1 
Diabetes complicated 213 0.1 
Renal Failure 151 0.07 
Psychoses 137 0.06 
Weight loss 86 0.04 
Hypertension complicated 83 0.04 
Obesity 79 0.04 
Valvular disease 77 0.03 
Liver disease 76 0.03 
Coagulopathy 48 0.02 
Drug abuse 43 0.02 
Metastatic cancer 38 0.02 
Lymphoma 34 0.02 
Pulmonary circulation disorders 28 0.01 
Peptic ulcer disease excluding bleeding 28 0.01 
Alcohol abuse 22 0.01 
*the diagnostic condition is not limited to the most responsible diagnosis and can therefore appear anywhere in the 
physician billing record.   
 
Utilization of urgent care services by residents living in the PCN geographic catchment are not 
particularly aligned with data from family physician’s offices (i.e., rooted in chronic disease). Rather, 
51% of all visits by ICD10 chapters are for injury, poisoning and certain other consequences of 
external causes (24.1%); factors influencing health status and contact with health services (14.6%); and 
symptoms, signs and abnormal clinical and laboratory findings, not elsewhere classified (12.3%). 
71.2% of all visits to urgent care occurred at urgent care centre 1, versus only 28.8% of visits to urgent 
care centre 2. Urgent care centre 1 is an inner-city urgent care centre, whereas urgent care centre 2 is 
located near the perimeter of the city. The heavy utilization of the inner city urgent care centre is not 
entirely surprising when information on access by community is considered: despite the great number 
of communities served by the PCN 3, nearly a quarter (23.7%) of all urgent care visits in 2005-2006 
were made by residents of only three communities within close proximity to urgent care centre 1: 
community 58 (8.3%), community 59 (7.9%) and community 60 (7.5%). All three of these 
communities are among the poorest in the city in which the PCN is situated, as reflected in Table 2. 
Detailed information on urgent care visits is listed in Tables 4-6.   
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Table 4: Number (%) of urgent care visits by ICD10 chapters based on primary diagnoses, 2005-
2006   
 

ICD10 Chapter Number               Percent 
1  Infectious & Parasitic Diseases 24 1.1 
2  Neoplasms 10 0.5 
3  Diseases of the Blood & Blood Forming Organs 2 0.1 
4  Endocrine, Nutritional & Metabolic Diseases 24 1.1 
5  Mental & Behavioural Disorders 30 1.4 
6  Diseases of the Nervous System 6 0.3 
7  Diseases of the Eye and Adnexa 27 1.3 
8  Diseases of the Ear and Mastoid Process 54 2.6 
9  Diseases of the circulatory system 128 6.1 
10 Diseases of the respiratory system 198 9.4 
11 Diseases of the digestive system 119 5.7 
12 Diseases of the skin and subcutaneous tissue 118 5.6 
13 Diseases of the musculoskeletal system and  
     connective tissue 

189 9.0 

14 Diseases of the genitourinary system 100 4.8 
15 Pregnancy, childbirth and the puerperium --- --- 
16 Certain conditions originating in the perinatal 
      Period 

--- --- 

17 Congenital malformations, deformations and  
     chromosomal abnormalities 

--- -- 

18 Symptoms, signs and abnormal clinical and  
     laboratory findings, not elsewhere classified 

259 12.3 

19 Injury, poisoning and certain other consequences of 
     external causes 

507 24.1 

20 External causes of morbidity and mortality --- --- 
21 Factors influencing health status and contact with  
     health services 

306 14.6 

Total 2101 100.0 
 
 
Table 5: Urgent care centre visits by site, 2005-2006   
  
Site Number of Visits Percent of Visits 
Urgent Care Centre 1 1495 71.2 
Urgent Care Centre 2 606 28.8 

Total 2101 100.0 
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Table 6: Number of urgent care centre visits and patients by communities within PCN 3 
boundaries, 2005-2006 
 

Community 
 

Number of 
Visits 

Percent of 
Visits 

Number of 
Patients 

Percent of 
Patients 

Community 58 175 8.3 83 6.0 
Community 59 166 7.9 83 6.0 
Community 60 157 7.5 102 7.4 
Community 10 87 4.1 60 4.4 
Community 25 84 4.0 49 3.6 
Community 1 79 3.8 54 3.9 
Community 6 67 3.2 41 3.0 
Community 8 63 3.0 41 3.0 
Community 61 62 3.0 42 3.1 
Community 4 62 3.0 42 3.1 
Community 47 56 2.7 38 2.8 
Community 2 56 2.7 42 3.1 
Community 28 49 2.3 14 1.0 
Community 31 45 2.1 29 2.1 
Community 18 39 1.9 34 2.5 
Community 16 39 1.9 29 2.1 
Community 62 38 1.8 20 1.5 
Community 51 36 1.7 29 2.1 
Community 11 33 1.6 26 1.9 
Community 63 31 1.5 19 1.4 
Community 15 30 1.4 17 1.2 
Community 39 30 1.4 24 1.7 
Community 5 28 1.3 24 1.7 
Community 22 27 1.3 20 1.5 
Community 27 25 1.2 17 1.2 
Community 30 25 1.2 20 1.5 
Community 64 25 1.2 17 1.2 
Community 9 24 1.1 17 1.2 
Community 3 23 1.1 15 1.1 
Community 46 22 1.1 13 0.9 
Community 34 21 1.0 17 1.2 
Community 65 20 1.0 15 1.1 
Community 66 20 1.0 14 1.0 
Community 33 20 1.0 16 1.2 
Community 38 18 0.9 9 0.7 
Community 43 18 0.9 12 0.9 
Community 41 17 0.8 12 0.9 
Community 12 16 0.8 14 1.0 
Community 24 14 0.7 11 0.8 
Community 7 13 0.6 10 0.7 
Community 23 13 0.6 11 0.8 
Community 29 13 0.6 12 0.9 
Community 26 13 0.6 12 0.9 
Community 37 12 0.6 11 0.8 
Community 54 12 0.6 8 0.6 
Community 45 12 0.6 7 0.5 
Community 55 11 0.5 8 0.6 
Community 19 11 0.5 5 0.4 
Community 20 11 0.5 9 0.7 
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Visits to PCN 3’s major hospital’s emergency department occurred for a great variety of reasons, many 
of which align with the reasons for visiting family practitioners as outlined above. More specifically, 
the leading reasons for visits in 2005-2006 were chronic disease and related complications, such as 
ischemic heart disease (5.1% of total visits), cardiac arrhythmia (5.0%), and COPD (4.8%). Closely 
following these diagnostic categories were injuries, including those to the hip and leg (4.2%) and 
shoulder and arm (3.7%). Table 7 summarizes these figures and additional information. 
 
Table 7: Number (%) of emergency visits to PCN area hospital by selected diagnosis categories, 
2005-2006* 
 

Diagnostic Category Number Percent 
Ischemic heart disease 650 5.1 
Cardiac arrhythmia 643 5.0 
Chronic obstructive pulmonary disease 613 4.8 
Hip & leg injuries 537 4.2 
Shoulder & arm injuries 473 3.7 
Influenza & pneumonia 458 3.6 
Congestive heart failure 365 2.9 
Fluid and electrolyte disorders 365 2.9 
Head & neck injuries 360 2.8 
Trunk & pelvis injuries 295 2.3 
Hypertension uncomplicated 255 2.0 
Solid tumor without metastasis 208 1.6 
Renal Failure 203 1.6 
Diabetes uncomplicated 199 1.6 
Diabetes complicated 191 1.5 
Dementia 163 1.3 
Weight loss 117 0.9 
Neurological disorders 115 0.9 
Alcohol abuse 98 0.8 
Metastatic cancer 94 0.7 
Depression 91 0.7 
Pulmonary circulation disorders 86 0.7 
Peripheral vascular disorders 82 0.6 
Acute upper respiratory tract infection 62 0.5 
Coagulopathy 51 0.4 
Psychoses 36 0.3 
Liver disease 31 0.2 
Hypertension complicated 26 0.2 
Rheumatoid Arthritis/Collagen 20 0.2 
Lymphoma 19 0.2 
Acute lower respiratory tract infection 16 0.1 
Valvular disease 15 0.1 
Peptic ulcer disease excluding bleeding 13 0.1 
Deficiency anemia 11 0.09 
Drug abuse 10 0.08 

* the diagnostic condition is not limited to the most responsible diagnosis and can therefore appear anywhere in the health 
record.   
 
Leading reasons for in-patient admissions to the area hospital, based on ICD10 chapters in 2005-2006 
related to pregnancy, childbirth and the puerperium (17.7%), factors influencing health status and 
contact with health services (15.2%), and diseases of major bodily systems, such as the digestive 
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(8.8%), genitourinary (8.3%) and circulatory systems (8.3%). These figures, in addition to others, are 
summarized in Table 8.  
 
Table 8: Number (%) of area hospital admissions by ICD10 chapters based on primary diagnoses 
(all ages), 2005-2006.   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Additionally, the age and sex distribution of PCN 3 patients admitted to the area hospital demonstrates 
that the leading group of visitors (46.6%) in 2005-2006 were individuals aged 20-64; 54.44% of these 
visits were made by females and 34.4% by males. This group was followed by those aged 65 years or 
older (33.1%); among this group, 29.2% of visits were made by females, and 39.3% by males. These 
figures are summarized in Table 9.  

  
Table 9: Age distribution of PCN 3 patients who were admitted to the area hospital in 2005/06 
separated by sex 
 
Age Group Female Male Total 
 Number Percent Number Percent Number Percent 

0-4 867 15.0 940 25.4 1807 19.1 
5-19 81 1.4 35 1.0 116 1.2 

20-64 3133 54.4 1274 34.4 4407 46.6 
65+ 1682 29.2 1453 39.3 3135 33.1 

Total 1563 100.0 3702 100.0 9465 100.0 
 

ICD10 Chapter     Number           Percent 
15 Pregnancy, childbirth and the puerperium 1921 17.7 
21 Factors influencing health status and contact with  
     health services 

1652 15.2 

11 Diseases of the digestive system 960 8.8 
14 Diseases of the genitourinary system 900 8.3 
9  Diseases of the circulatory system 860 7.9 
19 Injury, poisoning and certain other consequences of 
     external causes 

729 6.7 

10 Diseases of the respiratory system 691 6.4 
2  Neoplasms 689 6.3 
18 Symptoms, signs and abnormal clinical and  
     laboratory findings, not elsewhere classified 

491 4.5 

5  Mental & Behavioural Disorders 479 4.4 
13 Diseases of the musculoskeletal system and  
     connective tissue 

408 3.8 

16 Certain conditions originating in the perinatal 
      Period 

349 3.2 

4  Endocrine, Nutritional & Metabolic Diseases 197 1.8 
7  Diseases of the Eye and Adnexa 126 1.2 
1  Infectious & Parasitic Diseases 119 1.1 
6  Diseases of the Nervous System 108 1.0 
12 Diseases of the skin and subcutaneous tissue 71 0.7 
17 Congenital malformations, deformations and  
     chromosomal abnormalities 

66 0.6 

3  Diseases of the Blood & Blood Forming Organs 49 0.5 
8  Diseases of the Ear and Mastoid Process 7 0.06 
20 External causes of morbidity and mortality --- --- 
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Finally, data summarized in Table 10 illustrates that 97.7% of patients over 20 years of age were 
admitted to the area hospital via the emergency department (57.5%) or directly (40.2%).  
 
Table 10: Entry level of PCN 3 patients aged 20 years and older admitted to the area hospital.   
 

Entry Code Number Percent 
Emergency 5124 57.5 
Direct 3580 40.2 
Clinics 111 1.3 
Day Surgery 92 1.0 
Total 8907 100.0 

 
Phase 1 Findings 

 
As summarized in Table 1, data collected during Phase 1 included job shadow, interview, field note, 
patient survey and patient encounter information. Major findings from these data sources are outlined 
in this section. During Phase 1 data collection, PCN nursing roles had not been fully implemented. 
Nurses and other stakeholders were working as or with nurses performing an ‘office-nurse’ role, which 
tended to focus on coordinating patient flow and executing biomedical tasks (discussed more 
comprehensively in this section). As a result, data on the actual experience of PCN nurses was limited, 
particularly in terms of interview data. Nonetheless, an introductory snapshot of actual or desired 
nursing roles in the PCNs, barriers to implementing them and the patient outcomes connected to them 
emerged during this phase of the study.   
 

An Envisioned and Actual Role: Convergence and Divergence in Data Sources 

 

Envisioned Roles: Care Coordination and Comprehensive Assessment and Care 
 
Due to the fact that nursing roles were not fully implemented in the PCN during Phase 1 data 
collection, a significant amount of interview data illustrated how PCN stakeholders envisioned an 
optimized nursing role. Multiple stakeholders had diverse views about the optimal role of nurses, 
ranging from a vision of nurses as educators, as specialists, or as health generalists. However, nearly all 
participants who offered an opinion about nursing roles agreed that PCN nurses ought to coordinate 
and manage care, while providing comprehensive care and assessment that attended to both the 
biomedical and psycho-social components of an individual’s health needs: 
 

If you hear a diagnosis, you might need some support to apply that in your own context.  To 
kind of figure out okay, I’m now diabetic. What the heck does that mean for me? I have to live 
my life; you know being not with my family physician most of the time. I’m on my own. So I 
think a nurse could really help to support that piece. Kind of make sure the patient has a 
client/family person. Has the skill they need to just manage, on a day-to-day. That they know all 
the things they need to do.  Link them to the right resources or supports. Do some of that recall, 
follow-up, those kinds of things. So that’s just one example of diabetes and you can take that to 
any kind of either chronic illness or major life transition (PCN Stakeholder). 
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And I think the role that the nurses would have there on health outcome is really making sure 
that the patient has the tools they need in their own context. So sort of that primary care role is 
making sure you understand where the patient is coming from and making sure that with their 
diagnosis or with their issue that they’re dealing with, that they have the tools they need. And I 
think that would have a huge impact on health outcomes. So for me, it would be about 
somebody gets a new medication and they look at it and they can say to somebody: ‘I have no 
idea how I’m going to pay for this.’ And it would be the nurse’s role to say: ‘Okay, let’s work 
this through. Are there some things that we can explore together? Get resources or are there 
some resources available?’ And go to the right people and get funding or whatever. Or it could 
be somebody who is supposed to come for an appointment and the nurse follows up and they 
didn’t come because they just had no way of getting there. So it’s just making sure that the 
pieces kind of link together (PCN Stakeholder). 

 
The notion that nurses ought to engage in practice that stretched beyond the biomedical was confirmed 
during analysis of patient demographic data collected through patient surveys (N=31). For example, 
despite the PCN’s vast diversity, patients accessing nursing services tended to cluster around a few 
disadvantaged socio-demographic and health status characteristics: 57% had annual household incomes 
below $25000, 33% were of visible minority status, and 58% reported having two or more chronic 
conditions. Additionally, field notes collected during patient encounters (N=20) highlighted patients’ 
experiences with low socioeconomic standing and related issues, such as homelessness (permanent or 
temporary), non-English speaking status, injection drug use and exposure to systemic racism 
(particularly among urban Aboriginals). Collectively, patients reported that these disadvantages had 
negatively impacted their health throughout their life-course. 

 

Actual Roles: Biomedical Tasks and Underutilization 
 
In contrast to the PCN’s vision of ideal nursing roles, actual nursing roles described in interviews or (in 
some cases) observed through job shadow sessions were somewhat limited in scope. Again, this was 
connected to the fact that stakeholders and nurses interviewed worked as or with non-PCN office 
nurses. Nurses and stakeholders coming from this perspective tended to describe nursing roles vis-à-vis 
the tasks they performed on a day-to-day basis. Overwhelmingly, these tasks were biomedical:  
 

Specific nursing duties would be there’s a lot of people that come in for immunizations in the 
office. Whether they be hepatitis, vitamin B12, flu shots, pneumovac. We do a fairly large 
number of immunizations in the office. So after the doctor has deemed that they’re you know, 
everything is okay for that particular you know immunization, then I would look after most of 
those. You know within the office for the doctor, so they don’t routinely do their own you know 
immunizations per se…Other, more specific nursing duties that I would be doing would be 
syringing ears, other growth and developmental checks that are not specific nursing duties, but 
that I do  in the office are usually height, weight, the blood pressure. Getting all those kinds of 
measurements, prior to physicals for adults of to growth and development checks for you know 
babies and younger children (Registered Nurse). 

 
In addition to demonstrating a biomedical, task-based focus, interview data suggested that nurses 
working in these roles were often underutilized within their clinical practice, insofar as they focused on 
clerical or even janitorial activities:  
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So again, the bulk of her activities are sort of clerical and administrative, in the sense that she 
does do reception work. She does do chaperoning work. She does, sort of from a nursing 
perspective, she does do blood pressures and injections and gathering history and some of 
those kinds of things for that specific practice (PCN Stakeholder). 
 
Well we wipe down like all the surfaces. Like the office---not the office cleaners, whoever they 
come in, they do the vacuuming and stuff like that, but as far as wiping off benches, changing 
bedding and things like that, wiping off counters, making sure that all of the different you know 
like swabs and things like that and speculums and that are all there. That kind of stuff 
(Registered Nurse). 

 

Heterogeneity in Nursing Roles: Differences between Of�ice and PCN Nurses 
 
Job shadow data collected did not uniformly indicate that nurses worked in sub-optimized, 
biomedically-oriented roles. Shadow data was collected slightly later than interview data, and thus 
included both nurses working in office roles and newly implemented PCN nursing roles. As a result, a 
great heterogeneity in nursing roles was observed. For example, Figures 1-5 demonstrate that in some 
instances, RNs aligned closely on time spent on particular spheres of practice (communication, and to a 
lesser degree, routine clinical activities—see Figures 4 and 5). In contrast, there was considerable 
heterogeneity in the percent of time spent in other areas of practice, such as providing care, assessment, 
and most significantly, administrative activities (see Figures 3-5). Generally, nurses working in office-
nurse roles spent more time on administrative and routine clinical activities, while newly implemented 
PCN nurses focused more on assessment and care provision. 
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Figure 3 - Percent of time spent on administrative activities (range)
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The underutilization of nurses reported during interviews was not as evident in job shadow data. For 
example, Figures 6-10 graphically depict the average amount of time spent on all areas of practice by 
participants (Figure 6), as well as the average amount of time spent on sub-categories of assessment, 
care provision, and administrative practices for all RNs shadowed (Figures 7-10). These figures 
demonstrate that, on average, participating RNs engaged in a wide variety of practice spheres, rather 
than focusing on a single area. This was especially true of RNs in newly implemented PCN roles. The 
various types of assessment performed by nurses (Figure 8) particularly highlights the diversity of 
nursing practice observed during job shadow sessions.  
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Interprofessional Practice & Collaboration 
 
Both job shadow and interview data provided little evidence of interprofessional practice and 
collaboration within the PCN (see, for example, Figures 1-10). As a result, an understanding of the 
impact of integrating nursing roles on the interprofessional team was not clear during Phase 1. Only 
one example of interprofessional collaboration was observed during data collection, which was 
captured in contextual field notes collected during job shadow data sessions. Here, a physician referred 
a morbidly obese patient to nursing care and held a brief conference with the nurse to develop an 
effective approach to address this individual’s health issues.   
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Figure 9: Type of care provided breakdown (averages)
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Despite an apparent lack of interprofessional practice/collaboration in the PCN during Phase 1, the 
topic was discussed in numerous interviews. Many participants indicated nurses were well-situated to 
be a ‘hub’ in interprofessional teams: 

 
Nurses could be a really good link to the other professionals, like the pharmacy and everything 
else. In my world, there would be nursing, pharmacists and whoever else. Nutrition is the other 
one that comes to mind. A nutritionist for a lot of different---probably chronic disease 
conditions (PCN Stakeholder). 
 
Well I think that you know if you have a system with all of the pieces together---all of the right 
practitioners. If there’s a team where there’s a nurse and let’s say nurses, physicians, 
pharmacists and other therapy kinds of people, that would be the ideal. And nurses could be in 
the centre of it, determining where patients needed to get, who they needed to see (PCN 
Stakeholder). 

 

Outcomes Associated with Nursing Roles 
 
Again, due to the fact that PCN nursing roles had yet to be fully implemented during data collection, 
outlining definitive patient, provider and systems-level outcomes associated with nursing care was 
challenging during Phase 1. However, some participants noted the potential for positive outcomes that 
could stem from an optimized nursing role. These outcomes, participants noted, could result from care 
that nurses were uniquely situated to provide. More specifically, participants (particularly nursing 
providers) noted that nurses were particularly adept at communicating with patients and extracting 
information that could lead to better health outcomes: 
 

I think they [patients] probably---I hope they get better care and I think they have a better---they 
may communicate things to the nurse that they wouldn’t say to the doctor. And maybe they 
wouldn’t even say to the receptionist or someone who they feel doesn’t have the same amount 
of, you know, medical knowledge to understand their symptoms and the implications. So 
certainly improves their overall care by giving, you know, more thorough details and maybe 
more personal, kind of private details of you know, what’s going on in their life. Either 
physically or emotionally that would impact their care (PCN Nurse).” 
 
I think there’s a certain amount of---I think the patients, you know, respect the fact that they 
know that you are a nurse, with training and education and that if you’re listening to them and 
giving them some information, they feel, you know, that that’s going to impact their care better 
too (PCN Nurse). 

 
Perhaps in response to the lack of documented outcomes associated with nursing care, some 
participants indicated that the PCN needed to develop an evaluation framework in order to measure 
them. 
 

I would have to admit our biggest problem is we have no outcomes. We have nothing in place. 
That’s another one of my roles is to start thinking about where we want to be. So taking those 
Pan Canadian Primary Healthcare Indicators and start making those into outcomes….Like as a 
nurse, I’d want to see okay, I’ve done this, this and this, and follow-up with them.  And I guess 
they see patients from time to time, so they know that they’re being followed up (PCN Nurse). 
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Despite the lack of outcomes associated with nursing roles identified in interview data, positive patient 
level outcomes were identified through survey and field note data. For example, survey data indicated 
that 81% of patients found their nursing care ‘good’ to ‘excellent,’ and many patients shared stories 
regarding the impact nurses had on their overall health and well being. A major finding was that patient 
outcomes associated with nursing care, while uniformly positive, tended to be differentially achieved 
along socioeconomic lines. More specifically, some patients possessed significant economic and 
educational capital that allowed them to improve their health; these patients tended to have an initial 
appointment with nurses, usually following a chronic disease diagnosis. They utilized nurses’ 
knowledge of nutrition, exercise, disease management and community resources to assemble teams of 
para-professionals (personal trainers; nutritional consultants; motivational consultants) to help them 
achieve optimal health. In sharp contrast, patients with low economic and educational resources 
indicated that the comprehensive assessment (bio-psycho-social-spiritual-cultural) offered by nurses 
provided an effective means of managing the physical and biomedical aspects of their social status, 
such as chronic disease and a lack of access to quality nutrition. Thus, patients of lower socio-economic 
standing, who had less self-care capacity, tended to rely on nursing care more frequently and for longer 
periods of time to achieve optimal health. 

 
Additional contextual field notes indicated that nurses contributed to positive patient outcomes by 
making ‘discoveries’ related to the contexts of patient’s lives that other, more biomedically focused 
providers (i.e., physicians) tended to gloss over. Examples included a middle-aged woman who stopped 
testing her glucose levels because she could not afford diabetic strips; a recent widow who learned that 
her deceased husband’s pension would not continue, so she stopped purchasing her hypertension 
medication; and a woman who stopped her program of exercise for COPD treatment due to caregiver 
burnout. Once these issues had been uncovered, a patient-centred care plan addressing these issues was 
established for each case, which improved patients’ health significantly. 
 

Barriers to Optimizing Nursing Roles  
 

Multiple barriers to optimizing nursing roles were also identified during interviews. Overwhelmingly, 
the barriers most frequently cited were financial in nature. For example, many interview participants 
noted that historically, the cost of integrating nurses into physician practices had simply been too high 
an overhead expense in the context of a fee-for-service billing system. 
  

One of the big barriers for having nursing as primary care, right now, that I see, particularly in 
family physicians offices is money. And it’s because the way that we somehow---we’ve been 
paying physicians fee for service and so, every penny that they spend on infrastructure or 
support roles for themselves, comes out of their pocket (PCN Stakeholder). 
 
So they [physicians] may not want to pay the salary for a Registered Nurse. Or they might not 
want to pay extra salary for someone to come in and do extra clerical work either. So that 
might be why, you know the nurses ends up doing more of that work. Kind of having to multi-
task, you know, whatever is there kind of thing.   So I guess that.  I mean the physicians are 
obviously paid by their fee schedule. Is one of the things, although there’s many other things 
that I guess that affect their, you know their bottom line too. But that would certainly---I can see 
that. I’ve seen kind of a change or a shift. Not certainly in our office, because they do have an 
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RN still in the office, but I know several offices who no longer have, you know, a Registered 
Nurse in the office (PCN Stakeholder). 
 
But you know as long as physicians are paid fee for service and they’re expected to---and the 
overhead fees we’ve heard about and the cost for running a family practice is just accelerating. 
So if we expect that doctors will also take out of that, paying for a variety of health 
professionals, even though they think that’s a good idea, they won’t do it. And it doesn’t make 
sense for them to do it (PCN Stakeholder). 

 
In fact, some participants indicated that in addition to preventing the hire of nurses into physician’s 
offices, high overhead costs and the fee-for-service system actually prevented the optimization of 
nursing roles if they were hired at all. More specifically, there was a perception among some 
participants that physicians wanted nurses to work at a sub-optimal level in order to prevent demands 
for a higher salary that might accompany full scope nursing practice:  
 

But the current billing system as it stands, forget the PCNs, the fee for service system. We 
would be very lucky indeed to be able to employ a nurse---we actually inherited, we’ve actually 
grandfathered a couple of them through. And we’re actually being very careful not to give them 
too much to do, for fear that’s going to fuel a wage increase. If we expand their scope of 
practice and ask them to do too much, are they going to ask for more money? (PCN 
Stakeholder). 

 
An additional barrier was the fear of physician income being compromised by the integration of RNs. 
Stakeholders indicated that the integration of other providers into their clinic could result in physician’s 
spending unpaid time conferring with providers, or having care shifted to other providers that 
physicians billed for in the past:  
 

Well I think that having some time, like the physicians are feeling that---its almost like because 
their overhead costs and all that kind of stuff that---that there needs to be---I don’t know, I 
don’t know how to say it politically correctly. But the PCNs are trying to pay physicians to 
spend time with nurses, so that it’s not seen as unbillable time. Do you know what I mean? Like 
it’s still enhancing patient care and they see the value in it, but the more time they spend with 
somebody like that, the less they see patients and the less they can bill (PCN Stakeholder). 
 
And one of the things that will have to become clear is that it doesn’t---it shouldn’t compromise 
the income that family physicians make. So a lot of physicians who have nurses, who have 
invested in it and have nurses working, know and understand that nurses actually don’t take 
away from their income. But if it’s something new that they’ve never experienced before, they 
may not understand that. So there’s some change management barriers there (PCN 
Stakeholder). 

 
Physician-resistance was also identified as a barrier to optimizing nursing roles within this setting: 
 

I hate to use the term resistance to change, but as bad as things get, people don’t know what the 
alternatives could be. So they’re not necessarily all open to it. There’s not a flaggea of people 
saying: “I want nurses; bring it on.” There’s quite a lot of people---a lot of physicians, who if 
they didn’t have to pay for it, nurses would love one and they’d get it.  But a lot more people 
are threatened by that. They see it as some way to decrease their income, passing their job over 
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to somebody else. Whenever you add a resource or you play with scope of practice, there’s 
always somebody threatened that they’re being replaced. They don’t at all see that that’s the 
case, but it will take a while to demonstrate that everybody is required in the system (PCN 
Stakeholder). 

 
Again, the resistance has been the physicians they don’t want to take away---they want to do the 
histories, they want to do the full exams, they want to do the teaching, because they feel like 
that’s part of their job (PCN Stakeholder). 

 
Physician resistance to utilizing nurses or a lack of physician understanding of nursing services was 
reflected in contextual field notes. Many patients indicated that their clinics lacked a systematic process 
for referral to nursing care. For example, some patients indicated that instead of being referred to 
nursing care, they had to request it themselves after hearing that it was available through a friend or 
family member who also attended the clinic. Others participants indicated that referrals were made by 
some physicians within the same practice but not others.   
 

The Context of Nursing Role Implementation: Issues Identified in Change Team 
Meetings 
 
In addition to collecting data on the content and context of nursing roles, the research team participated 
in a series of change team meetings with PCN stakeholders. Few PCN RNs attended these meetings, 
although select members of the research team had the opportunity to meet with RNs on a few 
occasions. The lack of RN involvement in change team meetings meant that decision-making about 
role optimization initiatives was primarily led by PCN administration, rather than practicing nurses. 

 
Field notes were collected during all encounters with PCN administration and RNs, which provided 
insight into the process of implementing RN roles within this context. An important finding was the 
somewhat unconventional employment model of PCN RNs during Phase 1 and part of Phase 2. RNs 
were not employees of the PCN per se; rather, they were hired as self-employed, independent 
consultants sub-contracted to the PCN. This required nurses to register themselves corporately (i.e., as 
a numbered company, limited proprietorship, etcetera) and develop a business plan for submission to 
the College and Association of Registered Nurses of Alberta (CARNA), the regulatory body for 
Alberta-based Registered Nurses. The business plan had to be as comprehensive as possible; more 
specifically, it had to include—in intricate detail—all of the work/tasks/functions nurses expected to 
complete within the PCN. Anticipating what their work would entail was problematic however, as 
nurses were unclear on all of the PCN’s programming from the outset, and the PCN had not yet 
established many programs. As a result, nurses only anticipated that they would engage in certain 
aspects of nursing work, and left out a number of functions or tasks in their business plan. As 
programming developed, so did nurses’ need to expand the scope and nature of work they had 
identified in their original business plans. CARNA stipulated that, due to medico-legal/liability 
concerns, nurses could only do work as specified in their business plans. As a result, nurses had to 
continually revise their business plans with CARNA in order to expand the scope of their work, which 
was a lengthy process that prevented nurses from engaging in certain functions while waiting for 
approval. These medico-legal issues were a great source of concern for nurses, PCN physicians who 
had nurses working in their clinics, as well as the PCN’s Board of Directors. As a result, during the 
summer of 2009, the PCN abandoned the self-employment model and made nurses employees of the 
PCN. 
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Summary of Key Findings 
 

During Phase 1 data collection, nursing roles were not yet fully implemented in PCN 3. As a result, 
participants’ perceptions and descriptions of nursing roles either described office-type nursing 
functions focused on biomedical or clerical tasks, or envisioned how the PCN nursing role ought to 
develop. Where interview and job shadow data documented office-type nursing roles, nurses were 
spending a disproportionate amount of time in clerical or, in some cases, janitorial activities. Nurses 
working in this capacity also tended to understand their role as performance of biomedical tasks.  
  
In sharp contrast, the vision for the nursing role described by participants held much promise for a fully 
optimized role, in which nurses would coordinate care, conduct comprehensive assessment and 
implement care plans. Participants were confident that this approach to nursing care would result in 
optimal patient outcomes. Surveys and contextual field notes supported the view that better outcomes 
would result if nursing roles were optimized. The vision for nursing incorporated the concept of nurses 
as ‘hubs’ in interprofessional teams, although data collection during this study would suggest this was 
not translated into practice.  
 
Finally, the integration of nurses into the developing PCN was impeded to a certain extent by financial 
barriers, such as the fee-for-service billing model, ever-expanding overhead costs faced by primary 
care providers and perceived physician resistance to nurse integration. The unconventional employment 
model also proved somewhat problematic during the early part of this study.  
 

Role Optimization Initiatives 
 
The initiative to optimize roles in PCN 3 did not relate directly to data collection during Phase 1. Since 
data was collected prior to full implementation of nursing roles, there was some trepidation about its 
utility in informing role optimization initiatives. Rather, the PCN chose to develop nursing roles using 
a population needs-based approach, which had been identified by a small group of PCN stakeholders as 
the preferred direction for optimizing roles. This initiative involved two workshops that were planned 
and implemented for PCN nurses and a few allied health professionals (such as pharmacists and 
behavioural health consultants). A primer on the population needs-based approach, developed for the 
research project by nursing consultants and some members of the research team provided the basis for 
discussion at the workshops. Sessions integrated learning exercises on distinctions between primary 
care and primary health care; role-playing activities on the social determinants of health; group work 
on the stages in developing a population needs-based approach; and a smaller component of didactic 
teaching on nursing scope of practice and role optimization. Workshop evaluations indicated that the 
majority of participants found the sessions highly informative and relevant to their clinical practice.  
 

Phase 2 Findings  
 

During Phase 2 of the study, PCN 3 underwent significant organizational changes. As mentioned 
previously, the PCN administration opted to move nurses into an employee-based model over the 
summer of 2009. Additionally, changes occurred in several key leadership and administrative positions 
within the PCN.  
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The approach to data collection used during Phase 1 was repeated at Phase 2. Data collection was only 
moderately successful: interview data was collected from nurses, physicians, PCN administrators and 
patients (total N=14). Approximately 689 minutes of time were spent job shadowing PCN nurses, with 
job shadow sessions ranging from 141 to 253 minutes. Population data on the socio-demographic 
composition of the PCN was collected from Statistics Canada Census data, patient surveys were again 
collected and patient encounters were documented through contextual field notes.  
 

Focus of Nursing Practice 
 

Biomedical Focus 
 

Phase 2 findings demonstrated that participating nurses focused their practice heavily on chronic 
disease management, primarily related to conditions such as COPD, congestive heart failure, 
hypertension, type-2 diabetes, and renal impairment. Additionally, a small number of PCN nurses were 
reported as working in pre and post-natal care and breast health. Thus, the nursing role was 
characterized by a somewhat biomedical orientation. Although it had been stated that nurses were 
managing a wide range of chronic diseases, the data collected seemed to indicate a predominant focus 
on obesity and diabetes, and to a lesser extent, hypertension and dyslipidemia.  
 

We have--I think its [many] areas that we focus on. Things like diabetes, asthma, COPD, 
chronic pain, the other things that I can’t remember right now. Congestive heart failure. I mean 
most of the time my role within the office has been focused on more diabetes, obesity, weight 
management, that sort of thing. So the other factors there very rarely get looked at to be honest. 
So yeah, I mean I do mainly diabetes and obesity (Registered Nurse). 

 
To deliver our main chronic disease management areas [is the nurses’ area of responsibility]. 
Plus, the delivery of population health and senior’s care. It’s a huge area. Now to be honest 
they don’t, they just deliver on the chronic disease management and if we now look at our data, 
we see that the majority is diabetes, hypertension, obesity and then dyslipidemia. So really, they 
pretty much focus on those areas (PCN Stakeholder). 

 
The disease-based orientation to patient care, primarily focused on type-2 diabetes and obesity, was 
confirmed in job shadow data and accompanying field notes, which demonstrated that nurses spent 
between 28-38% of their overall time assessing patients (Figure 11), and 13-42% of their time 
providing care (Figure 12). Both assessment and care provision tended to be focused on actual or 
potential disease conditions. Nursing tasks and assessments tended to focus on weight, height, and vital 
signs or lifestyle-related risk factors such as alcohol, tobacco or illicit drug use. Table 11 orders the 
average time spent in assessment activities among participating nurses, which demonstrates the focus 
on biomedical assessment. Nursing activities tended to focus on teaching related to disease 
management, prevention strategies such as nutrition and exercise, or providing information about 
potential complications and outcomes of chronic disease. In fact, an average of 50% of nursing 
activities focused on education regarding chronic disease (See Figure 13).    
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Table 11: Breakdown of Average Percent (%) of Time Spent in Assessment Activities, All RNs 
   

Assessment Activity Average Percent of 
Time (%) 

Blood Pressure 11.50 
Risk Factors: Substance Abuse 11.00 
Cognitive Function 9.50 

 52.8 nI-kcehC
Current Health Concerns 7.75 
Other Physical Assessment12  57.6 
Weight/Height Measurement 6.50 
Current Medications 5.75 
Social Support 5.50 
Financial Resources 5.25 

 52.4 srossertS
Fasting Blood Glucose Measurement 3.25 
Health History 2.75 

 05.2 niaP
Waist Circumference 2.00 

 57.1 noitirtuN
Patient Mobility 1.25 
Pulse Measurement 1.25 
Meaning of Illness 0.75 

 

Beyond the Biomedical: Nurses as Patient ‘Coaches’ 
 

Despite defining and enacting their role in a somewhat disease-oriented fashion, data demonstrated that 
some dimensions of the nursing role extended well beyond this focus. For example, a new finding in 
Phase 2 was that nurses defined themselves and were defined by patients and colleagues as patient 
‘coaches.’ Participants indicated that this element of their role largely focused on acting as a facilitator 
and planner for improving patient health:  

 
                                                 
12 Includes miscellaneous physical assessments, such as level of energy and symptoms not previously experienced.  

Figure 13: Percent of average time spent in providing care activities, all RNs
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And kind of being a coach really is what I find it is a lot of the time. Because I mean you can 
teach, but you can teach them one time and never see the patient again and that’s not probably 
considered coaching. Whereas we’re intended to be more ongoing--I mean it involves teaching, 
but it’s more support more than anything (Registered Nurse). 
 
So I educate clients on what we’re trying to do and I really state this is their health and I’m a 
coach. And I use the---sort of a similarity, like you go to a financial planner, right? To find out 
where you should be putting your money to gain the best value. Okay, she can only advise. You 
ultimately make your own decision. I said that’s where I sit. I am not a dietician; I’m an RN or 
40 years and I go through who I am and where I’ve been and my qualifications, so that they 
understand (Registered Nurse). 

 
She’s totally like my coach or leader of my health. Just supports me all the time. I have 
problems, she helps me know where my problems are. Like I know that my [sugar] levels have 
gone up ‘cause she reads me my labs and then she asks why. Like what have I been eating and 
it’s too much junk food, too much nights at the drive through. And we talk about it lots and then 
she helps me figure out a good plan. Like where to shop and what to shop for and when to eat 
and how to know what triggers me eating bad. And we come to see why and then make a plan 
that she leads for how to stop it. And it works well. It does help me in huge ways (Patient). 

 
This theme of nurses as coaches, however, was not strongly supported by job shadow data, which 
demonstrated that only half of the nurses spent time discussing patient goals and planning appropriate 
interventions, which constituted an average of only 7% of the overall time all RNs spent providing care 
(see Figure 14). Field notes taken during shadow sessions, however, demonstrated that planning was 
fairly comprehensive in its scope, encompassing anything from weight loss and exercise programs to 
establishing financial goals (such as finding long term employment) and discussing strategies for 
rebuilding broken family relationships. Patient encounter data confirmed that many patients considered 
nurses their coach or ‘lifeline’ for health improvement and psychosocial support. This was particularly 
evident among patients of lower socioeconomic status and weak or absent social support networks. 
Patients with substantial economic and social resources tended to have a one-time consultation or 
education session with PCN nurses and perhaps a follow-up appointment to discuss lab values, beyond 
which they were able to manage their health quite independently. In sharp contrast, patients with fewer 
resources relied far more on nurses for support and relied on them for significantly longer periods of 
time.  
 
A coaching relationship required that nurses spend a significant amount of time assessing and 
providing care to their patients. Job shadow data and field notes highlighted that assessment and care 
provision involved addressing complex biomedical issues and accompanying psychosocial concerns. 
As a result, patient appointments were often quite lengthy, as summarized in Table 12.  
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Table 12: Job Shadow Results of Patient Appointments with Nurses—Length, Range of Times 
and Sample Sizes   
 

Nurse Average Length of Patient 
Appointments (Minutes) 

Time Range 
(Minutes) 

Number of Patient 
Appointments 

RN1 34.67 29-43 3 
RN2 53.00 41-64 3 
RN3 35.67 21-51 3 
RN4 70.50 66-75 2 
Total Average/Range 48.46 21-75 -- 
 
Participating nurses emphasized that lengthy appointments with patients were necessary to fully 
address complex health concerns:  
 

So to get that, I mean even when your patient says, like today, oh yeah, since you’ve started 
coming to this office, it’s made a difference. And they feel listened to. People just want to be 
listened to and appreciated and made to feel important. And I think by taking that half an hour 
or an hour or whatever we spend with the patient that often the doctor doesn’t have, that they 
really feel heard and somebody is going to do something about what they’re said. And have 
continuity and make that referral or remember the next time you see them what their daughter’s 
name was or what trip they were on. And I think they feel pretty important and they’re more 
likely to make those changes when they feel that they’re valued (Registered Nurse). 

 
Information gathered during patient encounters confirmed this finding. Several patients suggested that 
lengthy appointments were necessary in order for their complex needs and multiple questions to be 
fully addressed. Furthermore, contextual field notes gathered during job shadow sessions suggested that 
complex, multi-dimensional patient concerns emerged only over an extended length of time. For 
example, one morbidly obese patient had recently lost a healthy amount of weight and the nurse was 
attempting to uncover how he had done it, so his successful strategies could be incorporated into goal 
setting. Through careful assessment, coupled with a thoughtful dialogue about his personal life, the RN 
discovered that the weight loss had occurred primarily because he could not afford to buy food, 
although this was not revealed until the appointment had been in session for 35 minutes. During 
another appointment, a patient reported that pain from an existing injury had been successfully 
managed without medication or physical/massage therapies. Over the course of a 28-minute 
comprehensive assessment, the nurse discovered that the patient had been using heavy doses of 
marijuana to self-medicate and offered education about its potential side effects in response.  
 

Key Areas for Nursing Role Development 
 

Several participants identified areas of potential growth for the nursing role within the PCN.  In 
particular, participants indicated that nursing care ought to move beyond biomedical chronic disease 
management to encompass more comprehensive, psychosocial care. In fact, several nurses reported that 
they were attempting to achieve this in their practice, particularly by focusing more on assessment of 
social support, stressors, meaning of illness and financial resources. This is highlighted in Figure 13.  

 
One area that was emphasized as needing more attention from nurses was mental health. Specifically, 
participants indicated that the interplay of poor mental health and chronic disease prevented patients 
from managing their health issues: 
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I’m noticing there’s so many mental health issues and I don’t have background in mental 
health, I am now becoming more involved in in-services in regards to depression. And I just 
went to an in-service for four hours on depression just a couple of weeks ago that was held 
downtown. So that just gave me more insight into depression and what I have to do in regards 
to a person who has depression. And basically, when you have mental health issues, mental 
health issues have to be addressed prior to trying to get people into a healthy lifestyle. And if 
there’s severe depression, some people can’t even get off the couch because they’re in such a 
severe depression state. So I can’t encourage them to exercise when they can hardly get off the 
couch (Registered Nurse). 
 
I think actually in the mental health component, I think we could be learning more techniques in 
regards to mental health. I just had a client yesterday, who I had sent for mental health 
consulting. And she came back and said it was going to be a 20-week wait. And she needed help 
almost immediately in regards to depression and you know getting on with the program that I 
teach. So I’m just thinking if we, you know, just had a few more tools in regard to mental health 
issues, in order to be able to sort of tide the client over until they can see a more professional 
(Registered Nurse). 
 
I want my diabetes to get better, I do. But half the time I just don’t care. I hate myself, I hate my 
life and there’s so much stress. I’ve made so many mistakes and I can’t really get over them. I 
get up and promise to have a better day, a healthier one where I eat good food and hit the gym. 
And then I think about it all and I just forget it. I come home, drink some beers and eat crappy 
food, fall asleep and do it all over again. I know I need help from a counselor or something. I 
know it. I don’t think I’ll get better without it (Patient). 

 
These interview findings were corroborated during job shadow sessions, which revealed that mental 
health issues often emerged over the course of appointments in which chronic disease management 
could not be effectively addressed without first attending to the mental health concern. For example, 
patients being followed for diabetes or obesity disclosed issues, such as being the victim of workplace 
bullying by a supervisor, experiencing grief and anxiety at the possibility of meeting a child who had 
been given up for adoption 20 years previously, and anxiety arising from ongoing memory problems.  
 

Challenges with Implementing an Optimized Role 
 
Other challenges perceived as making it difficult for nurses to fully enact their role included the vast 
diversity of the population served by the PCN and the lack of uptake of nursing services by PCN 
patients and physicians.  

 

Diversity of the PCN 
 
Many participants indicated that the size and socio-demographic variability that characterized the PCN 
catchment area made it difficult to plan and deliver comprehensive health care. They also noted that it 
was a challenge to meet the varying expectations of the diverse physicians who comprised the PCN 
membership.   
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And probably more of an issue in a PCN like ours, which is very large in terms of membership. 
And also, very diverse. I mean we’ve got solo practitioners, we’ve got bigger clinics, we’ve got 
two people, we’ve got people with clinic managers and those without. So huge spectrum. It’s a 
bit easier if you have some homogeneity in the membership that you have one way here it is and 
everybody can use the same template…. Well like I said, I think its still going to take some time 
to re-change this, even though some PCNs, some of those that you mentioned in the smaller, 
closer knit, smaller community ones probably have taken leaps and bounds in terms of the way 
they’ve integrated allied health or other professionals. It’s much harder I think in a larger, 
urban setting (PCN Stakeholder). 
 

Interview participants indicated that there may be no singularly appropriate RN role, since no ‘one size 
fits all’ staffing mix can address the varying needs of the population served by such a diverse PCN. 
More specifically, it was clear from the data that people perceived it impossible to define and 
implement a standardized PCN nursing role, or to identify who should be the regular members of the 
multidisciplinary team. Many providers and stakeholders indicated that patients with complex health 
needs would likely require RNs and/or a multidisciplinary care teams working to the full extent of their 
knowledge and skill, while others may not require a RN in their clinic at all:  
 

I actually think in some of the bigger offices, where it’s a fast-paced office. I mean there you 
could have a really good, experienced, high-level LPN. Compared to in the [other] offices, 
where yes, they’ll have less need in some ways for an RN, but they could hand off a lot more to 
the RN. The RN could have a lot more responsibility in terms of delivery of healthcare. And in 
some ways, I actually think we need to go out and do a needs assessment in every single office 
and then decide. So that’s at a higher level and it feeds back to each office (PCN Stakeholder). 

 
The diversity of the PCN was reflected when job shadowing and interviewing one participant who 
worked almost exclusively with patients who did not speak English at all, or spoke English as a second 
language. Based on this his/her experiences with this population, he/she advocated that the PCN 
implement more culturally competent programming:  
 

Patients need to be offered services in their own their own language because otherwise things 
are missed. And there are cultural issues there, like what a disease means to them and their 
feelings about going to the clinic, going to the hospital. And there’s a lot of people like this in 
the PCN and they need more people they can see who will understand their language and their 
culture. It’s very important we do this in order for them to receive good care (Registered 
Nurse). 

 

Lack of Uptake 
 
Some nurses reported they did not receive referrals from the PCN physicians, which obviously made it 
difficult for them to be as effective as they felt they could be.  
 

And it can be difficult and there’s lots of different reasons from each different office of why 
you’re not getting patients referred to you. So I don’t really know why. Others forget that 
you’re coming into the office, so they forget to actually say to the patient, you know we have a 
nurse coming in and I’d like to book an appointment. And some of the other barriers are 
actually the way the physicians put over to the patient that the nurse is there to help them. Its 
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well, we have a nurse coming in; you can come and see her if you like basically; that sort of 
thing. So they think I’m not going to bother. But if they’re actually directed, you know? I have a 
nurse in the office, you can go and make an appointment and come see her next Monday and 
she can go through things with you. Then that approach tends to get more patients in, okay? So 
I think it just depends on the way that the approach is put out to the patient about whether or 
not you get them referred to you or not (Registered Nurse).  

 
Data analysis suggested that the lack of uptake by physicians may stem from deeply embedded clinical-
cultural practices in which family physicians historically provided many of the services now provided 
by RNs. Participants noted that education about chronic disease, psychosocial assessment and support 
and the building of longstanding, trusting relationships with patients has been the cornerstone of family 
physician practice. It was therefore assumed that physicians were somewhat reluctant to relinquish this 
aspect of their practice to recently introduced nursing providers:   
  

I think it’s still very difficult, especially for [physicians] who have, I guess, traditionally taken 
on the role of physician, RN, clerical and scanner fixer, as I was just doing. It’s very hard to 
kind of start relinquishing some of those roles. It’s also hard in terms of relationship we have 
with our patients. You know my patients, for example, expect that I’m going to spend that extra 
10 or 15 minutes with them if there’s an issue that I need to go over. And again, its not 
necessarily I’m the skilled one that needs to be doing it, but that’s the relationship we’ve 
established. And so, it’s kind of hard to sort of separate those a little bit. So think that takes time 
for people who are newer, where those types of relationships and roles haven’t sort of 
developed or matured fully, I think it would be a lot easier (PCN Stakeholder). 

 
Participants were beginning to see, however, that there was room for improving efficiency in service 
delivery if nurses assumed relevant aspects of work that had formerly been performed primarily by 
physicians.  
 

…it’s a part of the practice I actually enjoy. Like I enjoy educating and talking and explaining 
things, much to the dismay of my staff, because they’re wondering why has he been in there so 
long. But I enjoy that piece of it and in some respects, I would not want to relinquish all of that.  
But I do--I’m starting slowly to see in situations where I’m behind, as I’m always behind, 
probably because I talk too much. And it is a patient who really does need some--you know a bit 
of longer time in terms of some advice and guidance that I find myself more easily saying you 
know we do have--here’s the poster [regarding nursing care]. We do have our nurse that comes 
in every such and such a time. Would you be interested in coming back? And if so, here’s her 
name and book it with the girls (PCN Stakeholder). 

 
According to participants, the role of nurses within PCNs had not been effectively marketed. Both 
providers and patients commented that the availability of nursing care within the PCN had not been 
fully communicated to the patient population. Interview data and contextual field notes from patient 
encounters supported the notion that the introduction of the nursing role had been inconsistently 
marketed across physician practices, or had not been discussed at all. As a result, some patients visiting 
the same clinic (or, in rarer cases, the same physician) were aware of the availability of nurses, while 
others were not:  
 

P: I think that is one thing that hasn’t been advertised very well for the patients. I mean there’s 
notices up in the offices here about nurses being available. 
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I: But unless you know what that role of the nurse is… 
P: That’s right. And a lot of the offices have these TVs with the CDs going on there, but a lot of 
the time they’re not even on. So yeah, or they’ve taken them out and put something else in there. 
So I think the actually advertising of our role is not that great (Registered Nurse). 

 
I didn’t even know [the PCN Nurse] had an office in this clinic, and I come here all the time 
and talk to just about everybody. They know me here. My buddy from the neighbourhood goes 
here, too and he was telling me about how good it was going with the nurse and how he’d lost 
weight and got the sugars under contol. So I asked if I could go to her too. But that’s when I 
found out-only when I asked. I don’t agree with that. They should tell us. We should know as a 
diabetic there’s somebody here to help us besides the busy doctor. I pay a lot of taxes and I 
should know what services there are for me and others with this disease (Patient). 

 

Evolution of Nursing Roles 
 

In reflecting on the evolution of the nursing role, participants pointed to two key facilitators: personal 
initiative and an increase in physician-nurse collaboration and trust.  

 

Individual Nurse Initiative  
 
Nurses indicated that initially, they were ‘thrown into’ clinical practice with little guidance and 
training, primarily since their roles were embedded in a model of self-employment that demanded 
individual initiative to ensure uptake of their services. Participants indicated this was highly 
problematic; they felt ill-prepared to work in the PCN model from an education/training perspective, 
and perceived that the PCN failed to provide support for integration of nurses into the clinics. As a 
result, there was low job satisfaction among many nurses. However, several participants indicated that 
nurses evolved in their level of confidence over time and began to draw on personal initiative to 
effectively ‘sell’ their skills to both physicians and patients within their clinical setting(s). The 
successful ‘selling’ of oneself contributed positively to nurses’ job satisfaction. Thus, the uptake of the 
nursing role and the satisfaction nurses derived from that were less a function of particular strategies 
undertaken by the PCN, but rather, a result of individual nurses’ initiative:  
 

Well initially, when you enter a clinic, you’re a little bit intimidated about what’s happening in 
the clinic and everybody else has been here for about 20 years and you’re the newcomer on the 
block. And so, I guess when I first came in here, I thought the doctors were more aware of what 
my role was going to be in the clinic. And I think they really didn’t know what a chronic disease 
manager could do in their clinic. So I did meet with all the physicians on an individual basis 
and just reviewed what I did. And so, gradually, I started getting clients from each doctor. And 
I think just with reading the reports that I drew up after my initial interaction with the client, 
they began to even understand a little bit more about what we were all about (Registered 
Nurse). 
 
In this setting, you’re trying to get them to come back and make this a part of their life and 
embrace these self-management techniques. So it’s really having the confidence to be able to 
say to that patient that I want you to come back in two months. Which is different than I did 
when I first started. I was more kind of do you want to come back? And it’s up to you.  And if 
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you leave that with patients, they generally won’t come back. If you leave them with the 
impression of okay, I’d like to see you in two months and you can book with the--they don’t 
really question you as much. So that’s a strategy I’ve changed. But you have to learn to be a bit 
of a salesperson, but you have to have the confidence and the leadership to know that what 
you’re doing is right and the way to go (Registered Nurse). 
 
I’ve seen changes, but I’ve seen it more with certain nurses that have come onboard. And they 
have really--I can think of one nurse in particular that came onboard and wow, really made a 
huge difference to that office. And its down to personality, its down to having the confidence to 
say this is what I can do and this is what I can’t do with the patient and with the doctor. And oh 
my gosh, the role has--and the whole model in those three or four clinics has moved up 
enormously (PCN Stakeholder). 

 

PhysicianNurse Collaboration and Trust 
 
Participants noted that the relationship between nurses and physicians had developed over time, as trust 
increased. As a consequence, nurses were able to practice more autonomously and in their view, more 
optimally:  
 

I feel that I’ve been very fortunate here, because I think initially, you know, because I was new 
and you know, really didn’t know what the expectations of the physicians were. I think as I 
began working with him more, I think there is a trust factor that’s been established.  And that’s 
a good feel. I don’t feel that they feel that they have to stand over me and baby-sit (Registered 
Nurse). 

 
Despite this finding during interviews, job shadow data did not demonstrate that nurses were 
collaborating closely with physicians, or interprofessional team members for that matter. In fact, the 
analysis of job shadow data revealed that nurses spent the least amount of time in ‘communication’ (the 
component of the job shadow tool most suited to measuring engagement with other clinical providers). 
The range of time engaged in communication activities ranged from only 2-14% across all nurses 
shadowed, as illustrated in Figure 14.  
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Furthermore, nurses spent an average of only 11% of their time communicating with other 
professionals, in sharp contrast to an average of 75% of time communicating with patients (See Figure 
16). In fact, field notes from shadow sessions demonstrated only one instance of interprofessional 
collaboration, in which a nurse conversed with a pharmacist who had recently joined the clinic about 
the scope and purpose of the nursing program within the PCN.  

 

 
Interview data also demonstrated that interprofessional practice with members of the PCN’s allied 
health team was not a large component of nurses’ work. Nurses identified this as problematic, in that 
they perceived that patient needs could be more comprehensively addressed by an interprofessional 
team that integrated dieticians and behavioural health consultants in the PCN: 
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I’m sure there’s a lot of expansion that could be done in the team. Certainly more [dietitians]. I 
know that for a fact. We could do with an army of dietitians here actually. And I think the 
expansion of the behavioural health consultant’s role too, because I think that’s very important 
to things like obesity. Because a lot of the problem is up here [pointing to head], rather than in 
there [pointing to body]. So yeah, I think working together on that tends to get a better outcome 
for the patient. So me giving nutritional advice and support and the behavioral health 
consultant helping them deal with things that they’re having problems controlling. So I think the 
expansion of that would be very beneficial (Registered Nurse). 

 

Patient Outcomes Associated with the Nursing Role 
 

Despite the evolution of nursing roles to encompass more coaching and teaching, participants indicated 
that it was too soon to link patient outcomes to the introduction of nurses into PCNs. More specifically, 
participants indicated that a lack of systematic evaluation made it difficult to clearly establish PCN-
wide outcomes associated with nursing programming:  
 

Sure. I mean yeah, specifically the patients seeing whether or not specific numbers are 
changing. Like whether they’re losing weight, whether their diabetes is getting better and that 
sort of thing. Unfortunately, that wasn’t being tracked very well to start with (Registered 
Nurse). 
 
It is and again, I’m not a researcher, but I think it [tracking patient outcomes related to nursing 
roles] might be difficult nonetheless. Because I’m not sure that we have the pre-data, you know, 
so how are my patients doing in the two years before? Even though they’ve improved from the 
time they saw the nurse to the time they finish with the nurse, how bad were they when I started 
with them two years before (PCN Stakeholder)? 

 
The PCN had implemented measures to systematically evaluate the outcomes of the nursing program. 
A template for tracking a variety of patient outcomes—such as laboratory values, height, weight and 
BMI—had been developed and nurses completed these on a daily basis. Job shadow data demonstrated 
that nurses spent a fairly substantial amount of time in administrative activities (as illustrated in Figure 
16, administrative work comprised between 14-29% of shadowed nurses’ overall time distribution). 
The requirement to complete this tracking sheet accounted for 39-50% of nurses their overall time in 
administrative activities, as illustrated in Figure 17.  
 

107



 

 
Although participants acknowledged the inability to quantify the relationship between the nursing 
program and patient outcomes, field notes and interview data indicated qualitatively that tangible 
outcomes were being realized as a result of nursing care. During patient encounters, patients indicated 
that their health and well-being had improved dramatically since receiving nursing care, particularly in 
regards to self-management capability. Many patients indicated that their self-care capacity improved 
because nurses had provided both education about their illness and addressed their psychosocial 
context. Patients and nurses noted that better health outcomes would not be achieved if there was a 
singular focus on disease management, with disregard for the challenges people faced in managing 
their health.  
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But I think a lot of them [outcomes] are non-quantifiable things, like the depression and social 
issues and just mental health things and addictions. Those things you can’t really say are you 
addicted or aren’t you? Yes or no.  I mean it’s a process and it takes years to evaluate these 
things.  So I think if you asked every one of my patients if it’s made a difference, probably 90% 
would say absolutely. I’ve learned things and I’m trying my best to implement those things.  
And long-term will they be better off? Well, I think they would be, than having not used the 
nurse (Registered Nurse). 
   
It’s a slow change but it’s a change for me. Since I’ve had [a PCN nurse] start seeing me I’ve 
really started to change my lifestyle. I was so sick when I started with her, high cholesterol, the 
diabetes and my blood pressure was through the roof. But I’ve lost about 20 pounds ‘cause she 
just keeps on me about the exercise and I might be able to quit Metformin, which I hate because 
my diets better now and I walk every night. Yeah, it’s made a huge difference. And I think down 
the road bad things won’t happen because of these changes. My brother is blind from the 
diabetes and my friend might have an amputation. But now I think that won’t happen to me 
because I’m kind of, you know, preventing it now. And a lot of that has to do with addressing 
the depression and my finances. That was it, that was making it really hard to get better 
(Patient). 

Summary of Key Findings  
 

Phase 2 analysis confirmed that nursing roles were evolving in the PCN, with nurses increasingly 
becoming ‘coaches’ for individual patients, assessing complex patient needs and providing appropriate 
interventions to help people attain their goals for health. Nursing activities tended to focus on disease 
management, largely related to obesity and type-2 diabetes, although there was increasing attention to 
the psychosocial factors and mental health issues often associated with chronic disease. As a 
consequence, nurses advocated for sufficient time during appointments to respond to these complex 
issues. Factors that contribute to sub-optimized utilization of PCN RNs include lack of knowledge of 
the role, diversity of patient needs within the PCN and lack of referrals by physicians.  
 
Qualitative data suggest that the integration of nurses has steadily and significantly improved the 
mental and physical health of patients, by assessing challenges faced as a result of psychosocial 
determinants. This was particularly true of patients with limited social and financial resources. 
 

Methodological Challenges 
 
Ongoing methodological challenges were encountered throughout the course of this study. During 
Time 1, both interview and job shadow data were collected as nursing roles were being newly 
introduced, which may have misrepresented the utilization of nurses in PCNs. The relative lack of 
PCN-nurse participation in this phase of the study is also evident in the disproportionate amount of 
interview data reflecting the perspective of PCN stakeholders, rather than nurses. Additionally, the 
recruitment of patients to the study fell short of the goal of 50 patients.  
  

Unfortunately, Time 2 data collection was even more problematic. The participation rate in both patient 
surveys and patient encounters declined significantly over the course of Phase 2. While 31 patients 
completed surveys in Phase 1, only 11 patients remained in the study at time 2 data collection. 
However, all 11 surveyed patients agreed to engage in an encounter with a research team member 
where contextual field notes were taken. An additional 4 patients agreed to engage in a patient 
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encounter, although they did not agree to complete a survey. This decline in patient participation 
proved highly problematic for key components of the study. In particular, the demonstration of patient 
outcomes in terms of health services utilization and billing data could not be systematically examined 
using personal health numbers. This was largely a result of the discontinuity in patient panels seen by 
nurses between Times 1 and 2. At Phase 1, nurses were newly integrated into their roles and there was 
a sense of confusion not only regarding their work generally, but their involvement in the study 
specifically. As a result, patients who were seeing nurses for 'one-time' type of issues (i.e., a driver's 
fitness exam; a memory test; a referral) were no longer attending appointments, and were therefore 
were not engaging in ongoing relationships with nurses. As a result, patients who were contacted 
regarding a follow-up survey identified their involvement in the study as inappropriate and chose to 
terminate their involvement in the study. As well, staff turnover and organizational change had a 
negative impact on the level of engagement in the study and the collection of interview data.  
 

Conclusion 
 
Ultimately, this case study points to both positive and negative aspects of the implementation, 
evolution and future of the PCN 3 nursing role. In a positive sense, data demonstrated that the PCN 
nursing role is evolving toward a model that integrates comprehensive patient assessment and care. The 
ability to provide comprehensive care has been a source of job satisfaction for nursing providers and 
patients report positive physical, mental and social health impacts as a result. Furthermore, data 
demonstrates that nurses are exercising increased autonomy and independent decision making in their 
practice.  

 
The PCN 3 nursing role nonetheless remains somewhat unclear as evidenced by the sometimes 
divergent perspectives of various providers and other stakeholders. There is a lack of consensus on the 
needs of the PCN’s geographic population generally, and individual PCN physicians have differing 
views about the RN role in this setting. This tension may largely stem from two realities faced by the 
PCN: on one hand, utilization data demonstrates a high incidence of chronic disease, which leads to 
heavy utilization of physician’s services, as well as emergency and in-patient admissions to acute care 
facilities. Alongside this, the patient population served by the PCN is incredibly diverse on a variety of 
socio-demographic variables. Thus, PCN providers and stakeholders are faced with a dilemma: should 
maximizing the number of nursing visits, particularly for chronic disease management, be the focus of 
the PCN nursing program, which would necessitate shorter appointment times and a focus on disease 
management? Or, should comprehensive, in-depth assessment, care and follow-up be the focus of the 
nursing program, given the complex, diverse needs of patients accessing services within the PCN’s 
geographic boundaries? While these are not irreconcilable issues, the difficulty of resolving these two 
population needs remains a key issue within the PCN. Ideally, role optimization initiatives coordinated 
by the research team on the population needs-based approach to primary care will be re-visited in 
informing this decision.  

 
Finally, the persistence of certain themes over Phases 1 and 2 of the study are important to note. First, 
the PCN’s struggle to articulate patient, provider and systems-level outcomes associated with nursing 
care points to the need to develop an evaluation framework for the PCN nursing program. Second, a 
lack of physician uptake for a variety of financial and cultural reasons is viewed as a source of conflict, 
decreased provider satisfaction and, in some cases, has compromised patient access to optimal care. 
Third, the disproportionate reliance on nurses by patients of lower socioeconomic standing suggests 
that nurses play a key role in improving the health of this demographic subpopulation. Certainly, these
persistent themes may inform ongoing decision making about the focus and direction of the PCN nursing
program. 
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