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 1FROM THE EDITOR-IN-CHIEF

Primary care is described as the front door of the healthcare system (Kiran 2022). 
Defined more than 30 years ago, primary care is a model of healthcare that 
includes first-contact care, continuity of care, comprehensiveness and coordina-
tion (Starfield 1994). For a patient, it is their entry point to the rest of the health-
care system, and ideally, the place where they go to have most of their health-
care needs met by the same provider over time. Primary care is a component of 
primary healthcare, which is a broader approach that includes public health as 
well as policy, action and empowerment strategies involving multiple sectors 
(WHO n.d.). While Canada has made improvements in primary care delivery, 
its performance still lags behind that of other countries (Duong and Vogel 2023). 
One of its shortfalls is accessibility. More than 6.5 million people in Canada do 
not have access to primary care (Duong and Vogel 2023). This is concerning, and 
even more so because the population is aging, and many people have one or more 
chronic illnesses needing ongoing follow-up (Public Health Agency of Canada 
2022) and social determinants of health requiring action (Andermann et al. 2016).

This special issue of the Canadian Journal of Nursing Leadership (CJNL) has a 
specific focus on the role of registered nurses (RNs) in primary care. While the 
role of nurse practitioners (NPs) in primary care is well established, and their 
numbers are growing rapidly (CIHI 2024b), less is known about RNs in primary 
care. Except in the North, where they have had a longstanding expanded clinical 
role in primary care for many years RNs were commonly thought of as admin-
istrative support to physicians. However, over the past decade, that is changing, 
particularly with the expansion of team-based primary care (Bodenheimer and 
Bauer 2016). 

Team-based care offers a solution to primary care accessibility challenges, but 
its impact depends on every provider practising their optimal scope of practice 
(Canadian Academy of Health Sciences 2012). This poses challenges for RNs in 
primary care in Canada because their role is still unclear to many other health-
care providers and is underutilized, under-researched and without articulated 
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theoretical underpinnings. To begin to address this gap, the idea of a special issue 
of CJNL was conceived in conversations with Julia Lukewich, Treena Klassen and 
Marie-Eve Poitras when I attended a TEAM Primary Care conference in St. John’s, 
Newfoundland and Labrador, in 2023. The concept was to profile current research 
that demonstrates the vital role that RNs can play in team-based care. It is exciting 
to see the idea transform into a reality.

The special issue begins with an insightful commentary written by Ivy Bourgeault 
and Ivy Oandasan who provide an overview of the importance of primary care 
in the healthcare system and the Team Primary Care: Training for Transformation 
initiative. Their commentary concludes with a sentence that I think will resonate 
with readers of this special issue – “Primary care – what ought to be the front door 
to our health system – will benefit from greater and strategic involvement of nurs-
ing” (Bourgeault and Oandasan 2025: 12).

Norful et al. (2025) provide the first paper in the special issue. Titled “Theory-
Informed Strategies to Guide Policy, Practice, Education and Research About 
Registered Nurses in Primary Care,” this article describes the process and results 
of a deliberative dialogue involving 68 diverse decision makers at the Team 
Primary Care Nursing (TPCN) Summit in February 2024. The group’s first task 
was to identify the challenges associated with implementing RNs in primary 
care. They then identified theoretical models that could guide work to address 
these challenges. The paper discusses the application of two selected models – 
Donabedian’s (1966) quality of care model and Norful et al.’s (2018) co-manage-
ment model. 

Next, in “Education for Registered Nurses in Primary Care: Current and Future 
Trends,” Lukewich et al. (2025a) discuss education for RNs in primary care, a field 
that until recently has been neglected in nursing programs. The authors describe 
the rather bleak state of pre- and post-licensure education for RNs to practise in 
primary care and the development of an asynchronous bilingual competency-
based education program that transformed the education terrain along with a 
community of practice and an evaluation. 

Following this is the paper from Poitras et al. (2025) who write about the imple-
mentation of a “train-the-trainer” (p. 42) intervention led by an RN, social worker 
and patient partner. Their article titled “Key Elements for Implementing a Train-
the-Trainer Intervention for Registered Nurses and Social Workers in Primary 
Care” discusses the development and implementation of this interprofessional, 
patient-engaged train-the-trainer intervention and its qualitative developmen-
tal evaluation.
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Spencer et al.’s (2025) paper, “Primary Care Team Funding, Compensation and 
Practice Models Across Canadian Jurisdictions: An Environmental Scan” is next. 
It uncovers what is known about team-based practice models and how they are 
funded, including provider compensation. Importantly, it sheds light on how 
RNs are compensated in primary care team-based models of care. Understanding 
funding models and their influences on provider behaviours, including collabo-
ration and work allocation, is an important consideration when evaluating team 
functioning and outcomes. 

In the next paper, Lukewich et al. (2025b) report on their study of nursing lead-
ership in primary care in the context of the COVID-19 response. Their qualita-
tive case study involving a total of 76 RNs, NPs and licensed/registered practical 
nurses from regions in four provinces probes the relationship between nursing 
leadership and healthcare system preparedness, identifying the value of nursing 
leadership during a public health emergency and how nurses’ expertise can be 
better used in primary care settings – important messages to inform system readi-
ness for the next public health crisis. 

Prescribing is a new responsibility added to the scope of practice for some RNs in 
some provinces. MacQuarrie et al.’s (2025) commentary discusses the planning 
and implementation of RN prescribing in Nova Scotia, and the importance of 
leadership to make significant change. Their commentary describes the processes 
and frameworks used to inform the components of the prescribing approach and 
the importance of partnerships for planning, implementing and evaluating the 
scope of practice changes.

Scope of practice is the focus of Morin et al.’s (2025) paper in which they report 
on a scoping review conducted to identify, describe and map self-reported ques-
tionnaires for evaluation of RNs’ scopes of practice in primary care. Their search 
yielded 12 articles adding to the knowledge about primary care RNs’ scope of 
practice and about the toolbox of questionnaires available for research and other 
activities to strengthen RN practice to meet the needs of patients.

In the next commentary, patient partners, Leamon and Poirier (2025) draw on 
their lived experience and expertise to present a vision for a future in which 
patients and RNs work together in partnership to drive change in primary care. 
They discuss the importance of trust between RNs and patients and how it can 
grow over time because of the longitudinal nature of patient–provider rela-
tionships in primary care. Fundamental to the development of trust is respect 
that patients “are the true experts in their care journey” (Leamon and Poirier 
2025: 126).
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Next Braithwaite et al. (2025) write about the critical importance of nursing lead-
ership in primary care. They embrace the philosophy of “every nurse a leader”  
(p. 134) and the affirmation that leadership is a core competency for all RNs in 
primary care. Their paper identifies challenges and opportunities for leadership to 
advance the role and impact of RNs in primary care. 

The special issue closes with a commentary from the past president of the 
Canadian Nurses Association, Sylvain Brousseau, who reminds us of the impor-
tant social mission of RNs in primary care. Beginning with the title, “Empowering 
Primary Care Nurses – Unlocking Access, Enhancing Quality and Addressing 
Social Determinants of Health,” past President Brousseau leaves readers with a 
powerful reminder that RNs are essential to strong primary care systems that 
improve accessibility, equity and quality. Brousseau (2025: 143) leaves us all with  
a call to action: “The time to act is now. Enough talk, it is time for real and 
concrete action.” 

Ruth Martin-Misener, NP, PhD, FAAN, FCAN  
Director and Professor, School of Nursing  
Assistant Dean, Research, Faculty of Health  
Dalhousie University  
Affiliate Scientist, Nova Scotia Health  
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Leadership is a core competency for registered nurses (RNs) in primary care. This paper examines the 
opportunities and challenges RNs face in enacting leadership roles. A vision is presented for a future 
where every RN in primary care is empowered to lead.

142	� Commentary: Empowering Primary Care Nurses – Unlocking Access, Enhancing Quality and 
Addressing Social Determinants of Health

Sylvain Brousseau
Canadians are facing significant healthcare challenges, including overcrowded emergency rooms, lack of 
access to primary care (PC) services, and an overburdened healthcare workforce. Registered nurses can 
help strengthen the health system by improving access to PC and the quality of services, by addressing 
the social determinants of health among vulnerable populations in urban, rural, and remote areas, 
including a range of community health services.
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Introduction
The optimization of the roles and skills that all healthcare professionals play is 
imperative, not the least of which is in the foundational primary care sector.

Data abound about how so many different healthcare professionals are 
constrained in their ability to apply in the provision of care the skills for which 
they have trained so diligently to master – and for which they and the Canadian 
public have supported financially through the funding of training institutions.  
We need to see a way around the manner that we train yet constrain health  
professionals, particularly during a workforce crisis.

When it studied the state of the optimization of health professional scopes of prac-
tice over 10 years ago, the Canadian Academy of Health Sciences (CAHS 2014) 
boldly stated that:

One of the key problems in the way health care is delivered in Canada 
today is that health professional scopes of practice and associated models 
of care tend to be organized on the basis of tradition and politics rather 
than in relation to the evidence of how best to meet contemporary  
population health needs (p. 19).

Confronting these structural barriers, particularly around funding and regulatory 
reform, was where it focused its key recommended actions. 
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The recent reinterpretation of the Canada Health Act (1985) by the federal minis-
ter of health (Health Canada 2025) is consistent with these calls. This in turn 
creates a timely and synergistic opportunity for nurses’ and other health providers’ 
integration into primary care. The key to optimizing their role in primary care is 
in defining in turn what are medically necessary primary care services that should 
be accessible to all Canadians; who has the training and regulated scope to provide 
these services; and as Spencer et al. (2025) describe herein, how do we ensure that 
funding, compensation and practice models support a complement of healthcare 
professionals who can collaboratively deliver these services. 

Indeed, the goal ought not to simply be the optimization of health professional 
scopes of practice within professional practice silos – it should quite explicitly be 
the optimization to work in teams in team-based models of primary care.

This was one of the key principles of the Team Primary Care: Training for 
Transformation initiative that we co-led (Team Primary Care 2024). We specifi-
cally brought together over 20 primary care practitioner-focused training teams to 
develop curricula and programs to better learn about, from and with all of those 
who can contribute to higher quality team-based care across Canada’s primary 
care systems. We started first by sharing what each provider group is trained and 
regulated to do as foundational knowledge for working better together.

Similar to the over 20 other partners, the registered nursing team co-led by 
Marie-Eve Poitras, Julia Lukewich, Treena Klassen and others developed some 
of the project’s most innovative team-based primary care-focused training for 
nurses, showcased here in this special issue and in an earlier special issue of Team 
Primary Care (Poitras et al. 2024).

With nursing being the largest group of healthcare professionals, initiatives to 
integrate and optimize the role for registered nurses in team-based primary care 
have the greatest potential to significantly enhance the provision of primary care 
across Canada. 

Primary care – what ought to be the front door to our health system – will benefit 
from greater and strategic involvement of nursing.
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Abstract
Many primary care leaders remain unclear about how to embed registered nurses 
(RNs) into primary care practices. This paper identifies theoretical groundwork and 
measurement strategies to expand primary care RN roles. We facilitated delibera-
tive dialogue, including breakout sessions, with a target audience of 68 partici-
pants from primary care research, policy and clinical organizations. Discussion 
was recorded and analyzed until themes emerged. Results illuminated challenges 
with inconsistent titles, lack of competencies and difficulties measuring RN contri-
butions. Theoretical frameworks (e.g., Donabedian’s model and the co-manage-
ment model) and effective measurement strategies may best inform practice, 
policy and research to enhance RN roles in primary care.

Introduction
Primary care is the foundation of Canadian healthcare and the entry point to care 
for most individuals (Kiran 2022). Primary care is responsible for meeting the 
everyday health and social needs of populations across the lifespan. A high-quality 
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primary care system delivers services in a manner that is accessible, coordinated 
with other care providers and facilities and patient-centred. Yet primary care 
remains inaccessible for nearly five million Canadians. In 2021, nearly 20% of 
Toronto’s family physicians alone reported considering closing their practice in 
the next five years (Kiran et al. 2022; Statistics Canada 2020). This shortage is 
most prominent in rural and low-income communities, thereby widening racial 
and socio-economic disparities in access to care and patient outcomes (Mangin 
et al. 2022).

One proposed solution to improving accessibility is expanding the use of inter-
professional primary care teams, which has the potential to improve quality, 
comprehensiveness, coordination and effectiveness of care as well as patient and 
provider satisfaction (Schottenfeld et al. 2016). In Canada specifically, research-
ers have found improved mortality and decreased re-admissions and emergency 
department visits with team-based primary care as opposed to traditional physi-
cian-led clinics (Riverin et al. 2017). Some practices are increasingly applying 
team-based primary care, which may include family physicians, nurse practition-
ers, social workers, pharmacists and, increasingly, registered nurses (RNs) (Bauer 
and Bodenheimer 2017). On the contrary, other practice models may include 
the use of a sole physician and medical assistant. Yet RNs offer a multitude of 
primary care services, such as coordinating care, chronic disease prevention and 
management and health education (Norful et al. 2017). Emerging evidence from 
Canada, and abroad, indicates that adding RNs to primary care teams offers 
benefits for patients, providers and health systems, including greater patient satis-
faction, reduced physician workload and improved outcomes related to disease 
management, routine preventative care and self-management interventions (e.g., 
smoking cessation support) (Lukewich et al. 2022a, 2022b). Yet, there have been 
challenges with expanding the role of RNs in primary care, thereby inhibiting 
models for achieving RN engagement, RN-led care and training opportunities. 
Organizations, such as the Josiah Macy Jr. Foundation in the US, have called for 
primary care leaders to extend the scope of discussion about how to best advo-
cate for and allocate resources needed to expand roles of RNs across primary care 
settings (Bodenheimer and Mason 2017). 

Despite the potential for improved outcomes, many primary care practices leaders 
(e.g., managers/directors) and health policy makers remain unclear about how to 
best embed RNs into primary care. Historically, primary care RNs’ roles have been 
limited to patient triage, intake and scheduling and office-based functions such 
as preparing exam rooms (Norful et al. 2017). One US-based study of 30 high-
performing primary care practices found that primary care practice exemplars 
expand RN roles into higher-level duties, such as care coordination and direct 
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patient care (Flinter et al. 2017). While these emerging practices have yielded early 
evidence about improved outcomes, undertaking expansion of RN roles requires 
substantial time and resource investments to appropriately redirect workflows and 
engage team members.

To aid decision makers in embedding and optimizing primary care RN workforce 
across Canada, we convened the Team Primary Care Nursing (TPCN) Summit 
in February 2024 in St. John’s, Newfoundland and Labrador. The purpose of 
the TPCN Summit was to: (1) identify frameworks and recommendations for a 
primary care target audience to effectively integrate RNs into team-based care 
and (2) identify opportunities for practices to measure RNs’ contributions to care. 
More specifically, we held a plenary session led by one international moderator to 
facilitate the exchange of theory-based practices and evidence-based approaches 
related to optimizing the RN role within team-based primary care. A second 
moderator with expertise in Canadian primary care nursing policy evoked discus-
sion on local and national efforts and implications. This present paper describes 
the deliberative dialogue across this key plenary session and the subsequent break-
out sessions (as described in the following sections) intended to inform best prac-
tices in Canada surrounding theory-informed integration of RNs in primary care.

Methodology
The approach to participant engagement at the TPCN Summit was consistent with 
deliberative democracy principles (Fearon 1998). The key activities within the 
session were structured as deliberative dialogues, which is a strategy for knowl-
edge translation and research uptake that considers contextually specific consid-
erations stemming from diverse participant input (Boyko et al. 2012). Deliberative 
dialogue offers the potential to enhance the knowledge and insights of partici-
pants about an issue and generate recommendations informed by evidence and 
driven by participants (Mulvale et al. 2014; O’Brien et al. 2020). There are several 
distinguishing features: participants represent multiple participant groups; 
research evidence is included in dialogue to provide foundational information 
to guide discussion; participant tacit knowledge and experience is incorporated 
into dialogue; and facilitation (Lavis et al. 2014). While not necessarily intended 
to achieve consensus, this technique in structured meetings has been employed 
in health services research to collect information from experts (Jones and Hunter 
1995). Knowledge dissemination and implementation of findings generated 
from such discussions is an optimum outcome of consensus activities (Jones and 
Hunter 1995; Plamondon et al. 2015).

Participants were selected using purposive maximum variation sampling to secure 
a widely representative participant mix (Boyko et al. 2012). Participants included 
68 primary care decision makers from various groups who contribute to primary 



 17

care across Canada and internationally (i.e., patient partners; health policy 
makers; health administrators [e.g., primary care team managers/directors]; nurs-
ing educators; researchers with expertise in nursing, health workforce, service 
delivery [e.g., funding models], primary care education/training and chronic 
disease management; primary care providers [e.g., RNs, nurse practitioners, physi-
cians]; nursing students; and representatives from nursing organizations [e.g., 
Canadian Nurses Association, Canadian Family Practice Nurses Association]). 
The TPCN Summit assembled this primary care target audience in person, 
fostering collaboration and dialogue, including a plenary session followed by 
smaller breakout sessions and a concluding/cumulative panel. The results below 
were derived from one of the plenary sessions that focused on the application of 
theory and measurement, specifically intended to prompt deliberative dialogue of 
strategies that inform policy and practice change among the primary care nurs-
ing workforce. The plenary session lasted one hour and included an overview of 
potential theoretical models and measurement tools that may be useful in policy 
making. The session was facilitated by two moderators (JL and AN), where one 
expert in primary care delivery models presented theoretical and measurement 
content, and the other, with expertise in primary care nursing policy in Canada, 
evoked key discussion among the attendees. Next, the group was subdivided into 
breakout groups (each with 8–10 participants) and a session leader (i.e., previously 
identified group representative) to discuss the application of theoretical and meas-
urement approaches needed to expand the role of RNs in primary care. The break-
out groups used white-board sessions to apply a substruction process to determine 
dimensions of primary care team models, identify potential scales to measure 
relevant data and discuss existing challenges with embedding RNs in primary 
care. Dialogue and visual photography of any figures created on the white boards 
were documented. Next, the whole group of 68 participants re-convened and each 
breakout group leader presented their individual groups’ dialogue and recommen-
dations as part of a panel. Detailed documentation of the plenary lecture, breakout 
sessions and panel was done by a research assistant. All notes from sessions were 
merged into a single document and the study team coded the discussion, group-
ing codes into categories, and through iterative discussion, determined emer-
gent themes (Plamondon et al. 2015). Further details about the proceedings and 
approaches to collect and analyze the data stemming from deliberative dialogues 
are published elsewhere (Lukewich et al. 2024).

Results
Theme #1: Known Challenges to Embedding RNs Into Primary Care Teams
The initial dialogue surrounded key factors that often inhibit nurses from being 
effectively embedded into primary care teams. First, inconsistencies in profes-
sional titles that denote roles and settings of RNs often vary across organizations 
and geographical jurisdictions. For example, the title “practice nurse” in one area 
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identifies a nurse working in primary care while terms such as “general nurse,” 
“community nurse” or “general practice nurse” may be used. The title most used 
across Canada is “primary care nurse” or “family practice nurse.” The promotion 
of standardized titles and/or an explicit reference to regulatory designation (i.e., 
“registered nurse in primary care”) may support a better identification of a nurse’s 
training, skillset and setting in which they practice.

Next, the group identified that many practices lack established competencies. 
The scarcity of standardized skillsets and roles for nurses working in primary 
care yields missed opportunities for nurses to practice to the full extent of their 
education and training. While there have been efforts to establish national-based 
competency evaluations/check lists, variability across organizations remains. 
There is a subsequent impact on the evaluation of nursing practice. If no estab-
lished competencies are fitted to nursing practice policies, it is difficult to assess 
and monitor a nurse’s effectiveness in primary care. It also creates confusion about 
which roles a nurse contributes to care delivery, prompting underutilization or 
assignment of non–clinical-based responsibilities.

Furthermore, it was noted consistently that valid and reliable metrics to under-
stand RN contributions to primary care delivery and outcomes are lacking. While 
an initial approach to measurement may not include billable services, efforts at 
practice and leadership levels may be made to evaluate the seven pillars of quality: 
efficacy (ability of care to improve health), effectiveness (degree to which health 
improvements are attained), efficiency (providing the greatest health improve-
ment at the lowest cost), optimality (cost–benefit balance), acceptability (patient 
comfort and subsequent impact on patient outcomes and cost), legitimacy 
(social impact of care) and equity (fair distribution of care) (Donabedian 1990). 
Harnessing evidence about RNs’ contributions to each of these pillars may illumi-
nate the impactful contributions of primary care nursing roles.

Another identified challenge was a lack of training opportunities within primary 
care, particularly referring to clinical training experiences. Securing knowledge-
able and willing preceptors is difficult as many regions do not currently have 
nurses within primary care practices, thus inhibiting opportunities for hands-on, 
real-world training. While several practices do offer clinical rotations with non-
nursing providers, the importance of nurses training nurses is critical to adequate 
preparation for a primary care role. Finally, the lack of funding mechanisms that 
reimburse practices for nursing-specific tasks (e.g., vaccinations, patient educa-
tion) creates a myriad of inefficiency, missed revenue and limited identification 
of clinical contributions that nurses make. Finally, the measurement of nurse-led 
visits and procedures appears critical to better understand fiscal contributions of 
RNs in primary care.



 19

Theme #2: Leveraging Established Theory to Implement Change in Practice, 
Policy and Research

Donabedian’s quality of care model
The first theory presented to inform efforts for change in primary care nursing 
practice, policy and research was Donabedian’s (1966) quality of care model. This 
linear model consists of three dimensions, indicating (1) structure, which informs 
(2) function/process, which in turn impacts (3) outcomes. Per group dialogue, 
structure factors are imperative to embed nurses into primary care and consist of 
ample resources (physical and personnel) for the nursing management of patients. 
This structure includes adequate office space to support the flow of patient care 
delivery, including private rooms and administrative space for documentation or 
team meetings. It also includes practice infrastructure such as team and patient 
communication and documentation aids (e.g., telephones, e-mail access, secure 
messaging, electronic medical records). In addition, interprofessional clinical staff 
are needed to ensure that nursing responsibilities do not shift toward non-clinical 
roles. Answering phones, cleaning exam rooms and administrative organizational 
tasks (e.g., filing paperwork) were identified as common mismanagement and 
underutilization of nurses in primary care. Finally, established policies that deline-
ate nursing competencies and roles are critical to ensure that subsequent processes 
are completed appropriately.

The interplay of structure and processes (second dimension) influences patient, 
clinician and organizational outcomes. It is critical to measure and understand 
the processes that nurses perform to promote efficiency and effectiveness. Such 
processes range from workflow, team and patient interactions, clinical proce-
dures and co-managing patients with other clinicians to direct clinical care. 
Communication and documentation, including in person or written exchange of 
information, emerged as important processes across RN roles. It was noted that 
nurses need full access to patient care documentation to make informed decisions 
about patient care delivery.

Outcomes (third dimension) encompassed a wide array of potential outcome vari-
ables that should be evaluated to support further integration of RNs in primary 
care. Diagnosis-specific control of patient’s clinical status, quality-of-care metrics, 
patient volume, revenue, workforce retention and nursing-specific outcomes such 
as well-being, burnout, stress and job satisfaction were discussed with subsequent 
influence on team efficiency and effectiveness. Collectively, the above-mentioned 
exemplars within each of the dimensions of Donabedian’s model were noted as 
highly important variables that should be considered by clinicians, policy makers 
and organizational leaders when embedding RNs into primary care.

Theory-Informed Strategies to Guide Policy, Practice, Education and Research About Registered Nurses in Primary Care
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Co-management model
The second model explored within the dialogue was Norful et al.’s (2018a) 
co-management model. The model posits that despite the presence of team infra-
structure, clinical resources and day-to-day processes, not all clinicians, lead-
ers and organizations work cohesively when co-managing patients. The model 
focuses on a more granular examination of the interpersonal interaction within 
clinician dyads (e.g., physician and nurses) needed to effectively co-manage 
patient care within the overarching clinical team. The three dimensions of the 
model indicate what needs to be present for effective co-management: (1) effec-
tive communication; (2) mutual respect and trust; and (3) shared philosophy of 
care. The identification of suboptimal factors within any of the three dimensions 
will help clinicians, policy makers and leaders identify targets for practice or 
policy change needed to improve clinician relations. The first dimension, effective 
communication, was identified as effective and timely dialogue between RNs and 
other clinical team members, including access to patient and practice documenta-
tion. It was noted that since nurses are not currently billable providers, they are 
not always privy to practice-level quality or fiscal outcomes. In addition, since an 
RN is not typically a prescribing provider, they do not necessarily know all clini-
cal-related information received or exchanged across providers.

The second dimension incorporates not only an interpersonal mutual respect and 
trust but also a co-managing provider’s understanding of the RN’s scope of prac-
tice, skillset strengths/weaknesses and professional experience. By recognizing 
and leveraging RNs’ strengths and subsequently trusting their decisions during 
patient care may prompt improved clinical outcomes, efficiency and effectiveness 
of clinical team processes. It is important to have RN practice policies that clearly 
delineate RN skillset capacity. The third dimension is a shared philosophy of care 
and surrounds a clinical alignment of patient, care delivery and team goals. In 
summary, dimensions within this conceptual model were identified as essential 
for RNs’ interactions within primary care teams.

Discussion
This paper describes the themes surrounding a deliberative dialogue about chal-
lenges and strategies to increase efforts for embedding RNs in primary care 
teams. Several challenges emerged, including the lack of standardization of titles, 
competencies, evaluation metrics to highlight nursing contributions and training 
opportunities to increase primary care workforce capacity. Theoretical models 
may help inform a structured approach to policy making by understanding key 
dimensions of high-quality care and interprofessional relations. Finally, measure-
ment tools that validly and reliably measure the contributions of RNs in primary 
care are needed.
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To help overcome our finding about the challenges with the standardization of 
titles, a recent publication identified the protected titles (i.e., regulatory title), job 
titles and education/training requirements for RNs to work in primary care across 
international jurisdictions (Barrett et al. 2021; Lukewich et al. 2021). In Canada 
specifically, RNs are regulated at the provincial/territorial level with the protected 
title of “registered nurse” (Almost 2021). Globally, it is recommended that consist-
ent nomenclature within a region or at a national level may help generate common 
understanding and optimal integration of RN roles within primary care teams. 
Knowing terminology used internationally may also help countries learn and 
adapt initiatives designed for comparable RN roles in primary care within their 
respective jurisdictions. In addition to formative training in Canada, a post-licen-
sure education program for RNs in primary care was launched (CFPNA 2024). 
This program was designed to unite RN roles in primary care across the country, 
which is often performed in isolation within a specific clinic/office setting. The 
program offers opportunities to learn about Canadian competencies for RNs in 
primary care, the Patient’s Medical Home model, scope of practice and role opti-
mization and patient engagement in primary care, and apply the concepts to case 
scenarios that may be encountered in everyday practice. Importantly, the program 
includes a virtual network of nurse academics, clinical experts and mentors who 
can be leveraged to share knowledge related to RN primary care practice across 
clinics, regions and provinces. Despite these recent initiatives, there is still much 
more to be done to support preparation, integration and advancement of this role 
within primary care in Canada and internationally.

In this paper, two theoretical approaches were discussed to inform policy and 
practice change along with areas for future research for nurses in primary care. 
The first, Donabedian’s (1966) quality of care model, has been a long-standing 
guide for policy makers and health services researchers to approach decisions in 
healthcare needed to optimize outcomes. Newer models such as the co-manage-
ment model (Norful et al. 2018a) illuminate granular factors that should be 
considered when establishing workforce compositions. While these two models 
precipitated meaningful discussion and recommendations, it is important to note 
that other theories exist and may be applied to efforts with embedding RNs into 
primary care. The Nursing Role Effectiveness Model, built upon a Donabedian 
framework, provides insight into nursing-sensitive structure, processes and 
outcomes (Doran 2003, 2011; Irvine et al. 1998). However, to avoid the limita-
tion of often variable RN distribution in existing primary care practices, future 
research is needed to explore and measure a wide array of factors surrounding 
Donabedian’s dimensions needed to embrace interdisciplinary and interprofes-
sional influence on team compositions. Comparative effectiveness research that 
builds evidence about patient and workforce outcomes stemming from vary-
ing team and interdisciplinary primary care models is recommended. More 
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specifically, existing models such as the nursing care organization framework 
(Dubois et al. 2012) may offer opportunities for leaders and researchers to explore 
team compositions, skillsets, work environments and innovative approaches 
to primary care delivery given available organizational allocation of resources. 
Overall, policy and practice change may benefit from theoretical foundations 
that inform the interplay of multi-faceted factors influencing the success of RNs 
embedded into primary care.

Another pertinent finding from our deliberative dialogue surrounded the impor-
tance of measurement of nursing data. Historically, nursing roles are folded into 
practice-level budgets, prompting an inability to evaluate fiscal contributions, 
conduct comparative effectiveness analysis or illuminate contributions of RNs to 
patient and organizational outcomes (Welton and Sermeus 2010). The adoption 
of data processes that isolate nursing roles and the application of valid and reliable 
measures may help optimize decision making for nursing leaders and organizations.

Implications for Nursing Leadership
There are several implications for nursing leadership within this paper to inform 
practice, policy and research. Despite an increased amount of literature support-
ing the expansion of nurses in primary care, nursing leaders may struggle with the 
best approach to plan, implement and evaluate the addition of RNs into primary 
care. First, as stated earlier, theoretical frameworks offer a structured approach to 
evaluating key factors needed to be established prior to successfully embedding 
an RN into primary care. The models may be focused on a broad infrastructure 
perspective or at a more granular team or process level. Second, to improve the 
measurement and evaluation of nursing outcomes, the adoption of academic–
clinical practice partnerships can promote collaboration between clinical nursing 
leaders and academic researchers, who often have the existing capacity to analyze 
data and measure the impact of interventions. Such existing partnerships have 
been shown to enhance the capacity of clinical organizations to conduct nursing 
research and subsequently support the evaluation of policy and practice outcomes 
(Rivera and Shelley 2024). A third recommendation is to explore evidence about 
existing primary care practices that have demonstrated success with RNs in 
primary care teams. Researchers have generated evidence about RN workflow, 
roles and responsibilities in primary care (Norful et al. 2018a, 2018b). Other 
literature has evaluated existing primary care exemplars to understand strategies 
for optimizing RN roles. Such practices exhibit common workflows that include 
(1) patient care visits that are co-managed with providers; (2) nursing-specific 
roles to contribute to complex care management; (3) nurses running special-
ized care services, including programs that provide disease-specific support to 
patients; and (4) using standing protocols to enhance independent RN-led care 
(e.g., vaccinations) (Wagner et al. 2017). RNs in other settings (e.g., hospitals and 
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long-term care) have established many of these workflow processes. The adop-
tion of such efforts in primary care may expand the acceptance and effectiveness 
of RNs embedded into primary care settings with the goal of improving practice 
efficiency and patient and workforce outcomes. More research and deliberative 
dialogue investigating optimal ways to achieve such changes as RN roles and 
patient care delivery models are needed, especially in the context of dynamic 
operational and cultural attributes.

There are limitations to this paper. First, deliberative dialogue is limited to 
perspectives and experiences shared by attendees at the TPCN Summit. While our 
planners made a substantial effort to purposively recruit a generalizable repre-
sentation of primary care target audience from different groups (e.g., academics, 
researchers, clinicians, practice leaders, policy makers, etc.) and a wide geographic 
distribution, other potential participants who did not attend may have different 
perspectives. Furthermore, deliberative dialogue, methodologically, is limited by 
a lack of definitive data analysis methods to analyze outcomes related to content 
explored. In addition, we acknowledge that varying payment systems may have 
great potential to support an increased role of RNs. However, in this present 
dialogue, the variability of funding models across international jurisdictions was 
beyond the scope of this paper. Efforts to illuminate cost and payment systems 
were performed separately and will be published elsewhere (Spencer et al. 2025). 
Future research should include comparative effectiveness and qualitative research 
(e.g., grounded theory or ethnography) needed to rigorously analyze data, possi-
bly triangulated with practice-level quality-of-care data. Finally, the results, 
discussion and implications of this present paper are presented in the context 
of nursing leaders. Future work should be centred around the implications for 
primary care leadership and policy makers outside of nursing who can collectively 
reshape policy and practice.

Conclusion
Established theoretical frameworks to inform practice and workflow initiatives 
when embedding RNs into primary care may be useful for nursing leaders to 
isolate effective structure, processes and outcomes. Challenges such as nursing 
nomenclature, inadequate training opportunities and lack of standardized compe-
tencies and metrics to evaluate primary care nursing contributions exist. Future 
research should include comparative effectiveness studies that compare practice 
and workforce outcomes when RNs are embedded in primary care.
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Abstract
Registered nurses (RNs) require specific preparation to fulfill the unique roles of 
working in primary care in Canada; however, RN education lacks primary care-
specific content. This paper reviews RN education related to primary care in 
Canada by outlining opportunities and challenges. Gaps in primary care-specific 
education within undergraduate programs and at the post-licensure level high-
light the need for integrating primary care, including interprofessional collabora-
tion, into curricula throughout the education and training pipeline. Establishing 
partnerships across education, practice and policy spheres is critical to adapting 
RN education to meet the needs of Canada’s primary care workforce.
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Introduction
Education intentionally designed for the primary care context is fundamental 
to ensuring that the registered nurse (RN) workforce can meet the unique roles 
and responsibilities of working in primary care settings across Canada. RNs in 
primary care (also known as primary care nurses and family practice nurses; 
Barrett et al. 2021) have post-secondary education and work both autono-
mously and in collaboration with other providers to coordinate care and deliver 
direct healthcare services to patients, families and communities (CNA 2015). In 
primary care, RNs provide a broad range of health services across the lifespan, 
including triage; prenatal, well-baby and well-women care; routine immuniza-
tions; mental health and substance use support; treatment of acute illness; sexual 
healthcare; chronic disease prevention and management; health education and 
self-management support; coordination and implementation of targeted primary 
care programs; and patient navigation (CFPNA n.d.; CNA 2011; Norful et al. 2017; 
Oandasan et al. 2010). In Canada, RNs are adopting an increasingly collaborative 
role alongside family physicians and other healthcare providers in primary care. 
Research demonstrates that team-based care models involving nurses improve 
access to and continuity of care (Ansell et al. 2017; Laurant et al. 2005; Lukewich 
et al. 2018; Norful et al. 2017) and lead to better patient outcomes (Griffiths et al. 
2010; Lukewich et al. 2022; Martin et al. 2010).

Worldwide, most nursing education programs at the baccalaureate level have not 
prioritized the integration of primary care-specific content into their curriculum 
and remain heavily focused on preparing students to work in acute care (Calma 
et al. 2019; Curnew et al. 2023; Wojnar and Whelan 2017). There are also notable 
gaps in post-licensure continuing education opportunities for the primary care 
nursing workforce (Lukewich et al. 2024). The lack of standardized educational 
requirements and opportunities for RNs in primary care has contributed to their 
slowed integration and optimal utilization within primary care teams.

Across Canada and internationally, nursing literature and primary care system 
partners (e.g., policy makers, managers, healthcare providers) acknowledge that 
RNs are playing an increasing role in primary care and that there is a need to 
establish standardized training and education for this career path (Bauer and 
Bodenheimer 2017; CNA 2015; Lukewich et al. 2024; Stewart et al. 2024). Indeed, 
primary care nursing is progressively considered to be a unique discipline requir-
ing its own skills and training requirements (Poitras et al. 2018). A World Health 
Organization report acknowledging the contribution of nurses to the global 
health workforce outlined a need to develop standardized education and training 
to prepare nurses for their roles in primary care among other healthcare settings 
(WHO 2021). Moreover, the International Council of Nurses highlight the neces-
sity for comprehensive interprofessional education and training focused on 
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primary care to ensure that the nursing workforce can meet and adapt to evolving 
healthcare needs and challenges, such as concurrent public health and primary 
care crises (ICN 2021; Stewart et al., 2024).

Therefore, the purpose of this paper is to provide an overview of the current status 
of the educational preparation and educational opportunities for RNs in primary 
care. We summarize the education requirements for RNs to practise in primary 
care, present opportunities for primary care education at the undergraduate and 
post-licensure levels and discuss challenges confronting the preparation of RNs 
for primary care. We conclude with recommendations for nursing educators, 
health leaders and researchers to support and promote the future of education for 
RNs in primary care across Canada. We will draw upon recent literature published 
in this area, as well as the expertise and knowledge of nursing educators, research-
ers and leaders who work closely in the area of improving primary care through 
the integration and optimization of RNs in team-based care across the country.

Education for RNs in Primary Care in Canada
To practise in primary care in Canada, RNs do not currently require any special-
ized education or training beyond that which is required for general entry-to-RN 
practice (Barrett et al. 2021). Licensure is required for RNs to practise in Canada 
and is the responsibility of provincial/territorial regulators. The Canadian Council 
of Registered Nurse Regulators (CCRNR) comprises 12 provincial/territorial 
bodies (Northwest Territories and Nunavut share the same regulatory body) 
that collaborate toward consistent regulatory standards, practices and compe-
tencies. Each provincial/territorial regulator has unique criteria for licensure; 
however, minimally, these include graduating from an approved nursing educa-
tion program, passing a licensing exam and applying to the regulator for licensure 
(Miller 2020). The National Council Licensure Examination – Registered Nurse 
(NCLEX-RN) (National Council of State Boards of Nursing n.d.) is the licens-
ing examination in all Canadian jurisdictions, except for the province of Quebec, 
where nurses are required to pass the Ordre des infirmières et infirmiers du 
Québec (OIIQ) professional examination (OIIQ n.d.). Since 2000, RN prepara-
tion in Canada generally consists of a baccalaureate degree in nursing from a 
program that has been approved by the provincial/territorial regulator. Quebec is 
currently the only jurisdiction that offers a diploma option for entry-to-RN prac-
tice (i.e., collège d’enseignement général et professionnel [CEGEP]) (Baker 2019; 
CNA 2015). Although a diploma option exists, it is important to note that Quebec 
RNs require a baccalaureate degree to practise in primary care. The Canadian 
Association of Schools of Nursing (CASN) is responsible for setting accredita-
tion standards and granting accreditation to baccalaureate nursing programs in 
Canada (CASN n.d.). In 2022, there were 12,439 graduates from all Canadian 
entry-to-practice nursing programs (CASN 2023).
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Guiding Frameworks for Educating RNs in Primary Care
Canada does not have nationwide standards or a curriculum framework defining 
education or preparation requirements for the RN workforce in primary care.

CASN’s National Nursing Education Framework
CASN’s National Nursing Education Framework (2022) outlines learning 
outcomes specified for each degree level, including baccalaureate entry-to-prac-
tice. It is intended to be used as a guide for developing and revising curricula and 
to demonstrate the broad scope of nursing education. The framework does not 
currently include learning outcomes specific to primary care, limiting its ability 
to serve as a guide for advancing primary care education (CASN 2022). Recently, 
the CASN Nurse Educator Interest Group developed a community health-focused 
guide to accompany the CASN National Nursing Education Framework. This 
companion guide contains explicit directions for primary care education, such as 
integrating knowledge of family practice and outpost nursing settings into under-
graduate nursing curricula, and examining the activities of the CFPNA (CASN 
Community Health Nursing Interest Group 2024).

Canadian competencies for RNs in primary care
In 2019, the Canadian competencies for RNs in primary care were published by 
the CFPNA, a professional association dedicated to supporting and advancing 
the role of nurses working in primary care settings across Canada (CFPNA 2019; 
Lukewich et al. 2020). This framework consists of 47 unique competency state-
ments organized across six domains, namely, professionalism; clinical practice; 
communication; collaboration and partnership; quality assurance, evaluation and 
research; and leadership. These competencies are unique to primary care practice 
and define the essential knowledge and skills required for RNs to effectively prac-
tise in this sector. The competencies provide some direction to guide primary care 
nursing education and practice across the country.

Undergraduate Education
Across Canada, undergraduate nursing programs and curricula vary, but all 
programs must prepare graduates to meet provincial/territorial entry-level 
competencies (ELCs), which are based on CCRNR Entry-Level Competencies 
for the Practice of Registered Nurses (CCRNR 2019). The framework organ-
izes 101 competencies into nine RN roles: clinician, professional, communicator, 
collaborator, coordinator, leader, advocate, educator and scholar. ELCs are broad 
and represent the expected competencies of a beginning generalist RN (CCRNR 
2019). Provincial/territorial regulators set minimum standards for how ELCs must 
be taught, applied and evaluated, leading to curricular variation across the country 
regarding teaching-learning requirements.
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The roles identified within the CCRNR (2019) competency framework and many 
of the ELCs overlap with the Canadian competencies for RNs in primary care, 
but primary care is not explicitly distinguished within the framework. To assess 
the extent to which Canadian undergraduate baccalaureate nursing programs 
have integrated the Canadian competencies for RNs in primary care into their 
curricula, a national cross-sectional survey of undergraduate baccalaureate nurs-
ing programs (n = 74) was conducted (Lukewich et al. 2023). Program coor-
dinators and professors/instructors from CASN-accredited nursing programs 
were asked to rate their level of agreement regarding the integration of each 
competency into their program. Findings revealed that the competencies are 
inconsistently integrated into nursing curricula across the country, and there 
is a need to further investigate the nature of primary care learning opportuni-
ties (e.g., in theory courses, simulated experiences and clinical placements) and 
understand the barriers/facilitators to integrating primary care within Canadian 
nursing programs to strengthen education for this growing workforce. Although 
these influencing factors have not yet been examined in Canada, internation-
ally, several barriers to the development of the primary care nursing workforce 
have been identified, including a lack of continuous professional development 
opportunities (Endalamaw et al. 2024; Halcomb et al. 2018; Stephen et al. 2018). 
The international literature has identified a lack of faculty expertise (Morton et al. 
2019; Wojnar and Whelan 2017) and available qualified preceptors (Mennenga 
et al. 2021; Morton et al. 2019; Sykes and Urquhart 2021) in primary care as barri-
ers to integrating primary care education. A recent scoping review found that 
the qualifications/expertise of nursing faculty to deliver primary care education 
is unclear (Curnew et al. 2023). Furthermore, successful undergraduate primary 
care nursing education often involves providing professional development 
support to enhance the capacity of primary care nurses to act as clinical precep-
tors. In particular, government/health authority-funded initiatives that involved 
collaborative leadership from academic and practice sectors played a key role in 
adequately resourcing primary care education and facilitating formal training for 
RNs in primary care to offer quality clinical experiences for students (Curnew 
et al. 2023). 

The majority of clinical practice experience within Canadian undergraduate nurs-
ing programs occurs within acute care settings, such as medical-surgical units 
(Smith et al. 2013), with limited primary care content or exposure to primary 
care environments. Educators across Canada have begun to advocate for a shift 
away from the prioritization of acute care education to include primary care 
components such as clinical placements in primary care settings, in light of 
changing population health needs and the expansion of team-based primary 
care (CASN 2024; CFPC et al. 2022; Curnew et al. 2022; Sanders et al. 2024). 
Furthermore, several schools of nursing in other countries (e.g., US, UK) have 
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integrated specialized primary care education pathways into undergraduate nurs-
ing programs in response to healthcare system strategies to address population 
needs and/or strengthen the primary care workforce. Although the same driv-
ers exist across Canada, there is limited Canadian evidence available, and no 
such Canadian pathway programs were evaluated within the identified literature 
(Curnew et al. 2023). 

Post-Licensure Education
RNs acquire, maintain and continually enhance their knowledge and skills in 
their chosen areas of practice in several ways, including but not limited to post-
licensure continuing education programs, specialty certification (e.g., the CNA 
Certification Program) and mentorship programs (CNA 2015). Presently, there 
are few widely available post-licensure education programs within Canada to 
support practice and continuing competence development for RNs in primary 
care (Barrett et al. 2021; Lukewich et al. 2024). Certifications in specialty areas of 
nursing are offered through the Canadian Nurses Association (CNA) (a national 
body that represents and promotes the role of nurses within all regulatory desig-
nations) but are not mandatory for licensure or employment. The Community 
Health Nursing Certification includes elements of primary care in its blueprint 
(CNA 2021); however, primary care is currently not recognized as a specialty 
practice by the CNA. Therefore, there is no specific certification offered for 
primary care nursing (CNA 2020).

A recently published environmental scan (Lukewich et al. 2024) identified post-
licensure education programs available to RNs in primary care across Canada and 
explored their alignment with the Canadian competencies for RNs in primary 
care (CFPNA 2019; Lukewich et al. 2020) and the College of Family Physicians 
of Canada Patient’s Medical Home (PMH) model (CFPC 2019). Ten unique 
programs were identified that offered high-level primary care content tailored 
to specific practice areas or environments, with varying levels of alignment with 
the Canadian competencies and PMH model pillars; however, no programs were 
specifically informed by the Canadian competencies for RNs in primary care 
(CFPNA 2019). These findings underscore the need for a post-licensure education 
program that aligns with established primary care frameworks to inform clinical 
practice, define the scope of practice and potential roles, and highlight nurses’ 
contributions to primary care.

Team primary care nurse
To address the lack of primary care-specific knowledge in Canadian nursing 
education, a bilingual Canadian team of researchers, RNs, patient partners, nurs-
ing educators, mentorship experts, policy makers, nurse students and primary 
care administrators created the Team Primary Care Nurse (TPCN) initiative.  
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The team conducted a multiphase project to develop and implement a national 
post-licensure educational program for RNs in primary care based on the 
Canadian competencies (CFPNA 2019; Lukewich et al. 2020; Poitras et al. 2024) 
and CFPC’s PMH model (CFPC 2019). Using the Knowledge-to-Action frame-
work (Graham et al. 2006), the team used a co-creation approach to identify 
overarching themes and develop the andragogical content for each module within 
the educational program. This process led to the development of a bilingual asyn-
chronous education program for RNs in primary care across Canada, delivered 
through a digital learning environment (launched in March 2024) (CFPNA 2023; 
Poitras et al. 2024). The program acknowledges the importance of preparing 
RNs for practice in primary care and comprises six modules centred around the 
current state of primary care nursing in Canada, the PMH model, the nursing 
scope of practice and roles in primary care, the Canadian competencies, patient 
engagement and critical thinking contextualized within a case study. The team has 
also built a community of practice comprising a network of facilitators and subject 
matter experts as a support structure to accompany the educational program. To 
assess the implementation process and educational intervention’s effects on RNs 
in primary care, the team co-designed a developmental evaluation, supported by 
the RE-AIM [reach, effectiveness, adoption, implementation, and maintenance] 
(Glasgow and Estabrooks 2018), Eco-Normalization (Hamza and Regehr 2021) 
and the New World Kirkpatrick Models (Kirkpatrick and Kirkpatrick 2015). The 
protocol of this initiative is submitted and under review (Poitras et al. 2024). 
Evaluation is ongoing and will be published in future reports.

Given the collaborative team environment in primary care, a Canadian inter-
professional initiative called Team Primary Care – Training for Transformation 
was implemented in 2022 (Team Primary Care 2023) to enhance the capacity of 
primary care professionals. It established a network of primary care providers 
(e.g., family physicians, RNs, dieticians, pharmacists, midwives) from across the 
country who made strides toward better preparing primary care providers to work 
together in collaborative primary care teams.

International Comparisons
Outside of Canada, several countries have established initiatives driven from 
governmental levels to enhance primary care nursing education within entry-
to-practice programs (Curnew et al. 2023). For example, the Brazilian National 
Programme for the Reorientation of Professional Health Education (Pró-Saúde) is 
a cooperative effort between the health and education sectors to promote curricu-
lar changes that emphasize community-based primary care (de Andrade et al. 
2014; Morais et al. 2010). This program aims to better prepare nurses at the under-
graduate level to respond to population health needs, through didactic and clini-
cal experiences in primary care settings. Furthermore, Health Education England 

Education for Registered Nurses in Primary Care: Current and Future Trends



34 Nursing Leadership Volume 37, Special Issue  •  2025

(a division of the UK’s National Health Service) has developed a General Practice 
Nursing Workforce Development Plan that aims to increase the number and qual-
ity of nursing student clinical placements within primary care settings, guided by a 
developed framework of education and regulatory practices (HEE 2017). Note, in 
the UK, RNs in primary care are commonly referred to as general practice nurses 
(Barrett et al. 2021). This initiative is driven by a recognized need to expand and 
develop the primary care nursing workforce and involves oversight by Health 
Education England into the clinical environments where students engage in clini-
cal experiences.

The Australian Government Department of Health and Aged Care instituted an 
initiative around strengthening the role of the nursing workforce in collaboration 
with the Australian Primary Health Care Nurses Association and the Australian 
Government Department of Education, Skills and Employment. This initiative 
includes a Transition to Practice Program and Chronic Disease Management 
and Ageing Workshops to support the transition of new and experienced nurses 
into primary healthcare, and to provide chronic disease management and healthy 
aging education and training for nurses working in primary healthcare, respec-
tively (Department of Health and Aged Care 2023). Similarly, other post-licensure 
educational initiatives exist for RNs internationally, with the goal of enhancing 
skills and competencies to facilitate RN practice in primary care. For example, 
the General Practice Nurse Program in the UK offers a comprehensive pathway 
for RNs to transition into primary care roles within general practice, with some 
universities offering specialized postgraduate certificate programs (GPNEN 
2024). The Primary Health Care Specialty Nursing Program in New Zealand 
focuses on training RNs to work effectively in primary care settings, with a focus 
on the provision of well-child care, through the delivery of a postgraduate certifi-
cate (Whitireia and WelTec 2024).

Discussion
Implications and Recommendations for Nursing Leaders
Nursing education needs to keep pace with the growing primary care workforce 
within primary care teams, including the expansion of team-based primary 
care. Building the capacity of the RN workforce is imperative as the demand for 
comprehensive, team-based primary care rises, driven by factors such as an aging 
population, rising rates of chronic illness, a growing emphasis on preventative 
health measures and a shortage of primary care providers (CIHI 2022; Flood et al. 
2023; Stewart et al. 2024). New roles and practice settings for RNs are continually 
being introduced to address Canadians’ health needs and improve health service 
delivery. Many challenges related to the integration and optimization of RNs in 
primary care stem from limited attention and access to education and preparation 
explicitly focused on this growing workforce.
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At an undergraduate level, primary care should be intentionally integrated into 
CASN’s National Nursing Education Framework and considered within entry-to-
practice competencies. Purposeful engagement among nursing programs (includ-
ing program leaders, faculty, students, clinical partners and government minis-
tries) will facilitate opportunities to strengthen primary care exposure within 
nursing programs, including clinical experiences, and build capacity for under-
graduate nursing students to work in primary care (Belita et al. 2020; Bell et al. 
2023). Canadian educators acknowledge the importance of undergraduate nursing 
education in driving primary care advancement; however, fulsome realization of 
the vision will require commitment and innovation with respect to pedagogical 
approaches (Duncan and Pepin 2025). 

In addition to the importance of expanded undergraduate nursing education, it is 
also necessary to further develop training at the post-licensure level. In Canada, 
post-licensure educational opportunities such as certification and continuing 
education programs specific to primary care are lacking (Lukewich et al. 2024). 
Furthermore, leaders of primary care organizations should support nurses in 
pursuing additional credentialing or certification by allocating dedicated time for 
professional development, raising awareness of available opportunities or offering 
funding. Moreover, mentorship programs and formal leadership training initia-
tives have been shown to enhance nurses’ readiness for primary care practice by 
increasing their autonomy, self-confidence, problem-solving abilities and profes-
sional communication skills while also improving collaboration within healthcare 
teams (Gularte-Rinaldo et al. 2023). Mentorship programs at the transition-to-
practice level have been shown to play a role in helping newly placed RNs adapt, 
gain competence and increase the skill sets required to practise in primary care 
and experience an easier transition to the workplace after graduation (Aggar et al. 
2017; Lavoie-Tremblay et al. 2020). Likewise, programs aimed at enhancing lead-
ership competencies, such as decision making and interprofessional collaboration, 
are essential for preparing nurses to lead within primary care (Heinen et al. 2019). 
Future efforts should prioritize mentorship and leadership training at both prac-
tice and policy levels and build upon conceptual knowledge gained during under-
graduate education (Curnew et al. 2023). Promoting lifelong learning through 
strategic investments in diverse educational pathways is essential for strengthen-
ing and optimizing the contributions of the RN workforce within primary care.

The nature of high-quality primary care is collaborative, where “two or more 
professions learn with, from and about each other to improve collaboration and 
the quality of care” (CAIPE 2002). Therefore, all providers who work in primary 
care (e.g., medicine, nursing, social work, pharmacy) should receive education 
and training in interprofessional collaboration (Stewart et al. 2024). The training 
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should include elements focused on understanding scopes of practice and roles/
activities so that all team members can gain clarity into their roles/activities and 
how they may complement and/or overlap with others in primary care teams. This 
may contribute to improved healthcare professional satisfaction, expand the range 
of services provided in a primary care clinic and positively impact the provision of 
recommended testing, screening and preventative care (Wranik et al. 2019).

Conclusion
Opportunities for RNs in primary care are expanding as Canadian healthcare 
systems continue to integrate collaborative primary care teams, underpinning the 
need for primary care nursing workforce preparation to keep pace with healthcare 
system evolution. Preparing RNs to practise in primary care involves a commit-
ment to their development across the career lifespan, including pre- and post-
licensure stages. Partnership across education, practice and policy spheres, from 
local to national levels is needed to promote and sustain the preparation of RNs in 
primary care.

Correspondence may be directed to Julia Lukewich by e-mail at jlukewich@mun.ca.
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Introduction
Primary care forms the basis of the interprofessional health services provided 
to the Canadian population (CFPC 2019; Statistics Canada 2020). Professionals 
working in primary care come from various disciplines and offer care to a wide 
range of individuals within the population (CFPC 2019). In some Canadian 
provinces, interdisciplinary primary care clinics (PCCs) are predominant in the 
primary care landscape (Gouvernement de l’Ontario n.d.; Gouvernement du 
Québec n.d.). These clinics, often led by family physicians, include registered 
nurses (RNs) and other professionals such as social workers (SWs) (CFPC 2019). 
Although most of these PCCs are staffed by family physicians and other profes-
sionals, they have strong medical leadership and are often hierarchical (McInnes 
et al. 2015) and managed on a matrix basis (i.e., several authorities and individuals 
manage the structure and organization of PCCs and services) (Akman et al. 2022; 
Hutchison et al. 2011; Poitras and Couturier 2022; Pomey et al. 2009). Changes 
and decisions, therefore, must be submitted to and approved by various authori-
ties/individuals before they can be implemented (Poitras and Couturier 2022).

RNs and SWs working in those PCCs must provide evidence-based practice 
anchored in equitable, accessible, interprofessional and patient-centred care 
(CFPC 2019; Statistics Canada 2020). RNs in primary care serve as generalists, 
offering a broad range of services, including, but not limited to, health education, 
health promotion, chronic disease prevention and management, therapeutic inter-
ventions (e.g., wound care, immunizations), medication management, pediatric 
and women’s health, referral management, care coordination and system naviga-
tion (Lukewich et al. 2018). SWs in primary care support patients and families 
with mental health and well-being, ensure that they have the resources they need 
to heal and help them navigate the healthcare system (Ashcroft et al. 2018, 2024; 
Tadic et al. 2020).

Abstract
Registered nurses (RNs) and social workers (SWs) in Canada must integrate 
evidence-based practice in primary care. Continuing education interventions  
are needed and are valuable for achieving this. Primary care is a complex environ-
ment that must be considered to effectively implement a training intervention.  
Our team developed and implemented a train-the-trainer (TTT) intervention, 
including patient partners as trainers, to promote evidence-based practice for RNs 
and SWs working in primary care. Our developmental analysis highlighted key 
components, including the importance of leaders’ support and contextual adapta-
tion, demonstrating that while this TTT intervention holds significant potential, 
its effectiveness depends on organizational commitment and sufficient support 
from leaders.
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While some primary care professional practices are acquired through the curric-
ula, essential skills required by primary care RNs and SWs must be acquired 
through continuing education activities (Barrett et al. 2021; Couturier and Pépin 
2024; Lukewich et al. 2023). This is because the current academic curricula lead-
ing to the graduation of RNs and SWs do not contain sufficient training specifi-
cally related to primary care (Ashcroft et al. 2018; Lukewich et al. 2018). While 
some clinical skills can be learned – such as managing follow-up care for individu-
als with chronic illnesses and evaluating social functioning – there is a lack of 
academic curricula specifically designed to foster the development of professional 
leadership, define scopes of practice or promote interprofessional collaboration 
in primary care (Ashcroft et al. 2018; Lukewich et al. 2018). According to several 
authors, continuing education is necessary to compensate for the lack of integra-
tion of primary care in current curricula (Lukewich et al. 2018, 2024; Poitras et al. 
2018). It is highly recommended to support knowledge development and the 
implementation of innovations. Continuing education innovation in primary care 
refers to developing and implementing new approaches, strategies and methods 
to enhance healthcare professionals’ educational experiences and outcomes in 
the primary care setting (Serdyukov 2017). However, implementing innovation 
in primary care, such as continuing education intervention, faces several chal-
lenges that hinder its successful implementation and adoption. This is due to the 
complexity of the primary care environment (Ohr et al. 2021). Stakeholders wish-
ing to implement innovations in this environment must combine and consider, 
but not be limited to, medical and professional governance, interprofessional 
teams, different clinics in the same geographically delocalized area and continuing 
clinical needs (British Columbia Ministry of Health, Primary Care Division 2024; 
Government of Northwest Territories n.d.; Ministère de la Santé et des Services 
Sociaux and Direction des communications 2019; Ohr et al. 2021; Poitras et al. 
2019; Poitras and Couturier 2022; Primary Care Nurses of Ontario n d.). 

Poitras et al. (2022) developed a train-the-trainer (TTT) intervention (Formation 
de formateurs en première ligne, hereafter F2PL) to support the implementation 
of the team-based care approach for RNs and SWs working in PCCs. In Quebec, 
this team-based care approach is being promoted by distributing two practice 
guides, one intended for RNs and the other for SWs, conceived and distributed 
by the Quebec Ministry of Health and Social Services (Ministère de la Santé 
et des Services Sociaux and Direction des communications 2019; Poitras et al. 
2019). These guides have three sections: (1) information regarding the operation 
of PCCs; (2) the expected role of RNs or SWs in PCCs; and (3) interprofessional 
collaboration in PCCs. F2PL was developed in partnership with researchers, deci-
sion makers, content experts and patient partners (hereafter knowledge users). 
The protocol was previously published (Poitras et al. 2022).
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A TTT approach is an organized activity provided by a trainer aiming to improve 
the trainees’ learning and behaviour in a healthcare context (Kirkpatrick and 
Kirkpatrick 2019). In the healthcare system, trainers play a vital role in educating 
other healthcare professionals (Byrne et al. 2010; Moon et al. 2008; Ramberg and 
Wasserman 2004; Shrestha et al. 2006). Poitras et al. (2022) introduced a unique 
TTT intervention, using triads of trainers comprising RNs, SWs and patient 
partners to support the content of RNs’ and SWs’ integrating practice guides 
(Poitras et al. 2022). This intervention showed some effects presented in previous 
works (Morin et al. 2023; Poitras et al. 2024b). Briefly, in the F2PL study, trainers 
received training in the content of the guides and in the skills needed to become 
trainers themselves, enabling them to train primary care RNs and SWs. These 
trainers then trained RNs and SWs from the participating sites. Specific training 
content is available in Table 1.

Table 1. F2PL’s training content

Module Title Overview
Module 1 Introduction Host and introduction of participants and 

trainers. Presentation of the context that led 
to the deployment of the clinical practice 
guidelines in Quebec and the training 
objectives.

Module 2 Primary care and the 
role of PCCs in care 
service trajectories

Introducing primary care and PCCs and their 
contribution.

Module 3 Scope of practice of 
the RN and SW in PCCs

Supporting the development of knowledge of 
the practice field of nurses and PCCs’ SWs. 

Module 4 The patient experience Introducing the partnership approach with 
patients and their families and making the 
most of patients’ experiential knowledge.

Module 5 Interprofessional 
collaboration in PCCs

Support in acquiring strategies to help 
healthcare professionals develop 
collaborative practice, explaining the benefits 
and added value.

F2PL = Formation de formateurs en première ligne; PCC = primary care clinic; RN = registered nurse; SW = social worker.

 
Few authors have taken an interest in innovative continuing education interven-
tions in primary care (Brimmer et al. 2008; Chambers et al. 2013; Foster et al. 
2016; Fraser et al. 2017; McCreaddie 2002; Ohr et al. 2021). Large-scale continu-
ing education innovation implementation in primary care, such as TTT, remains 
poorly documented; the literature tends to focus on innovation implementation 
in PCCs one at a time, overlooking the complexities of the primary care environ-
ment. In this paper, we describe the key elements that support the implementation 
of a TTT for RNs and SWs in primary care and to identify the strategies required 
for successful deployment. 
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Methodology
We conducted a qualitative developmental evaluation (Patton et al. 2015) from 
2019 to 2023. We used the Knowledge-to-Action (KTA) Framework (Graham 
et al. 2018) and mobilization strategies to support the TTT intervention imple-
mentation process (Figure 1). Figure 2 shows the structure of our project and 
evaluation. The developmental evaluation and KTA approach enabled us to fully 
understand the implementation of the intervention and to continuously inform 
the process of intervention development and implementation (Patton et al. 2015). 
We reported data using the COnsolidated criteria for REporting Qualitative 
research (COREQ) checklist (Tong et al. 2007).

Practices’ Enrollment and Study Participants
As described in the articles by Poitras et al. (2022, 2024b), during phase 1, PCCs 
from three administrative regions were targeted based on their area characteris-
tics, including mega-urban, semi-urban and rural classifications, to obtain a repre-
sentative view of the realities in different settings across the province of Quebec, 
Canada. Two PCCs from each administrative region were enrolled. Governance 
representatives from the participating administrative regions identified RNs, SWs 

Key Elements for Implementing a Train-the-Trainer Intervention for Registered Nurses and Social Workers in Primary Care

Figure 1. Mobilization strategies to support TTT intervention

Meetings with healthcare facility managers, 
non-medical managers and primary care 
directors 
Meetings to present the project were held 
with healthcare facility managers to discuss 
their role in the implementation. 

Preliminary start-up 
meeting with trainers 
Start-up meetings were 
held with trainers before 
the project began. 

Newsletters sent by e-mail at  
specific periods of time 
Newsletters were sent by e-mail at strategic 
times to keep participants engaged.

Meetings to present the 
project to the manager 
These meetings were held 
in each of the potential 
implementation locations.

Dedicated person to answer questions at 
any time 
This person ensured that the educational 
program ran correctly, helped the trainers to 
modify their PowerPoints, provided technical 
support and liaised with researchers.

Additional contents to 
support trainers 
Memory aids have been 
developed, in particular 
step-by-step and memory 
aids, for using the platform 
and PowerPoint. 

Training content offered in paper version to 
trainers 
Educational program content and memory 
aids were provided in paper format  
and stored in a binder for easy access in a 
timely manner. 

Development of different 
learning modalities 
Synchronous and 
asynchronous educational 
program with different 
andragogic learning 
techniques were 
developed.Mobilization  

Strategies

TTT = train-the-trainer.
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and patient partners to become trainers. For phase 1, 15 trainers were recruited 
(9 clinical trainers and 6 patient trainers). These trainers provided the educa-
tional program to 33 trainees. In phase 2, we proceeded similarly, deploying in an 
administrative region that included urban, semi-urban and semi-rural environ-
ments. We enrolled 12 PCCs. Through each area’s governance representatives, we 
recruited one SW and two RNs for a clinical trainer position. Three patient train-
ers were recruited on a voluntary basis from other related research projects. These 
trainers provided the educational program to 50 trainees. Finally, we recruited six 
head family physicians, 10 managers and four continuous quality improvement 
officers to take part in qualitative interviews in support of our implementation 
evaluation process.

Data Collection
In phase 1 at T0 (before the implementation), 29 structured interviews and 
nine focus groups were conducted with family physicians, trainees (RNs, SWs), 
patients, trainers (clinical trainers and patient trainers), managers and continu-
ous quality improvement officers. At T1 (one month post-implementation), one 
semi-structured interview and two focus groups were conducted with trainees. 
In phase 2, two months post-implementation, 13 structured interviews were 
conducted with trainees and patient trainers and six logbooks from clinical train-
ers and patient trainers were collected. During phases 1 and 2, we collected field 
notes throughout the research process (four years). All data collection methods 
are summarized in Table 2.

Figure 2. Project structure and evaluation
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Table 2. Qualitative data collection description

Qualitative data collection methods documenting the development of F2PL
Qualitative semi-
structured interviews

44 interviews were conducted during the various phases with 
physicians, managers, department heads, patients, RNs, SWs, patient 
trainers and continuous quality improvement agents.

Focus groups 14 focus groups were held with patients, clinical trainers, RNs and SWs.
Researcher’s field 
notes 

472 lines of notes were consigned by 4 members of the research team 
in an Excel document. 

Trainer’s logbook 19 logbooks containing trainers’ reflections on the implementation 
process were collected.

Trainers’ debriefing 
with the research team 

8 debriefing meetings between the research team and the trainers 
supported the documentation of the implementation.

Information and 
adjustment meetings 
with managers, 
decision makers and 
physicians

5 meetings enabled us to prepare for implementation, identify barriers 
and facilitators to successful implementation and establish effective 
deployment strategies to address shortcomings.

F2PL = Formation de formateurs en première ligne; RN = registered nurse; SW = social worker.

Data Analysis
Qualitative data were iteratively analyzed using three concurrent flows (Miles 
et al. 2020). The data were condensed and grouped by themes to provide learnings 
that could support implementing the TTT intervention. The analysis focused on 
finding meaning in the multiple sources of data to describe the key elements that 
support the implementation of a TTT for RNs and SWs in primary care and to 
identify the strategies required for successful deployment.

Ethical Considerations
The ethics committees of the participating establishments have approved the 
project (CIUSSS Saguenay-Lac-Saint-Jean under the reference 2019–037). 
Informed consent was obtained from each participant. All participants signed 
an electronic informed consent form to participate in the study before the data 
collection. Research data have been anonymized and stored securely according to 
guidelines and regulations (Declaration of Helsinki).

Results
The TTT intervention was deployed in two phases. At its conclusion, F2PL resulted 
in the training of a total of 12 SWs and 71 RNs. The impact of the TTT is available 
in the articles by Poitras et al. (2024b) and Morin et al. (2023). The developmental 
evaluation used throughout the research process enabled us to adapt phase 2 accord-
ing to what we learned in phase 1. Figure 3 shows the TTT improvement between  
phase 1 and phase 2. The qualitative analysis of the 562 data sources collected 
throughout the project (Table 2) allowed our team to present the following results.

Key Elements for Implementing a Train-the-Trainer Intervention for Registered Nurses and Social Workers in Primary Care
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Figure 3. TTT improvement between phases 1 and 2
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PCC = primary care clinic; RN = registered nurse; SW = social worker; TTT = train-the-trainer.

Theme #1: Managers and Decision Makers Failed to Realize Concrete Action to 
Support Innovation Implementation
Implementing a TTT innovation requires support from managers and decision 
makers. They must be engaged and take concrete action. This mobilization was 
supposed to be reflected in official communications from managers to RNs and 
SWs in each PCC. It was also to be reflected in a concrete commitment to free-
ing trainers from a predetermined number of hours/months to carry out their 
role as trainers. This also meant that RNs and SWs in the target PCCs would be 
authorized to free up their time to complete the training. Our field data showed 
that although the medical and administrative managers/directors of PCCs were 
formally in favour of implementing the innovation, few concrete actions were 
taken to legitimize it and encourage potential RNs and SWs to engage in training 
as trainees. It was documented in the first meeting field notes, with each manag-
er’s/director’s verbal support to the project, but after the meeting, managers/direc-
tors failed to realize concrete action. To compensate for the lack of support from 
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managers/directors, we deployed extra strategies to assist trainers in engaging RNs 
and SWs in training. As a result, the team conducted additional meetings with the 
medical and administrative managers/directors of the targeted PCCs to emphasize 
the value of training contextualized to their PCC. Several discussions took place to 
establish strategies for promoting the training intervention through both formal 
communication channels (e.g., clinical notices and professional e-mails) and 
informal ones (e.g., weekly practice team meetings).

Finally, it has been documented during meetings with non-medical managers 
that they frequently felt uncomfortable promoting training or participation in 
research implementation training without the prior agreement of the PCC’s medi-
cal manager.

During the meeting with the administrative manager of the clinics, it was 
documented that he saw added value in the training of nurses and social 
workers. However, he cannot give his full agreement to the participation 
of the professionals without the agreement of the medical manager of 
each clinic. (Field note of the research team in Region X in phase 1)

We haven’t started training yet, as we’re still looking for suitable prem-
ises to accommodate everyone. In addition, we have not yet obtained the 
medical manager’s agreement to release the nurses for the duration of the 
training. (Note made during a call with Region X trainers in phase 1)

Theme #2: The Complexity of Primary Care Context Requires the Adaptation of 
Training Modalities to Encourage Engagement and Learning
When the TTT intervention was created, it was decided by the project team in 
phase 1 that face-to-face training would be preferable to create dynamic exchanges 
and partnerships between clinical trainers, patient trainers and the RNs/SWs to 
be trained. It has been observed that delivering face-to-face training in a PCC can 
be arduous for both trainers and trainees. As an example, an appropriate room or 
required equipment, such as a computer and screen to present the PowerPoint, 
was often lacking.

The trainers found it difficult to organize the training in clinic X. No 
premises could accommodate all the nurses and the social workers.  
Moreover, the only room that could accommodate them had no 
computer, and access to technology was impossible. The trainers were, 
therefore, able to deliver the training but could not use the multimedia 
content provided to support the exchanges and training. (Field note  
of the research team in phase 1)
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It was also observed that PCCs operate differently in terms of working methods, 
infrastructure and staff release for continuing education. In phase 2, it was essen-
tial to re-evaluate the face-to-face training and provide training using various 
methods. This allowed trainers to adapt training delivery to each PCC.

I appreciated that we had live training in teams, where we could talk with 
our colleagues, the trainer, etc. I thought it was more interesting than 
training courses that are videos and PowerPoint, and then we try not 
to daydream while it is going on, so I thought it was interesting to have 
something interactive. I appreciated having [live] training in teams, where 
we could exchange [information] with our colleagues, with the trainer 
and all. (RN trained in phase 2)

Our team documented in the logbook that offering a single training modality 
(e.g., four-hour training for all) could hinder trainees’ commitment to training 
and project start-up. As a result, the four-hour face-to-face training course  
was modified to a four-hour distance learning course combining synchronous, 
asynchronous, active and passive learning modes. The changes between  
phases 1 and 2 had notably engaged the trainees. They liked that the training  
was available in various formats, allowing them to complete it between two 
encounters or during times that did not disrupt their clinical work. These  
different modes gave the trainers the agility they needed to modulate the  
training according to each PCC’s environment.

We went over the basics and so on, but I think what helped the most was 
seeing the patient’s side of things. That’s what really impressed me the 
most about the training, to see their perceptions too, to go and find out 
what their needs are, and then to see whether we’ve met their real needs 
when they come along. (RN trained in phase 2) 

Theme #3: Training Interventions Must Provide Actionable Steps Tailored to 
Clinical Contexts and an Operational Framework for Trainers
During phase 1, we gave the three teams of trainers the freedom to determine 
when, where and how they would carry out their training and coaching. It was 
observed that this freedom to contextualize the training to their PCCs and juris-
diction was a source of hesitation and delay on the part of the trainers. It was 
noted that the phase 1 trainers encountered difficulty launching the training and 
establishing common ground. They could not figure out the best ways to collabo-
rate as trainers or establish the training sequence for the two practices for which 
they were supposed to provide training.
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In phase 1, the team of trainers from Region X held four preparatory 
meetings to determine the training sequence and the approach to be taken 
with the doctors in charge of the targeted clinics in order to enhance the 
added value of the training. The team’s principal researcher attended the 
fourth meeting to support them in planning the activities to be carried 
out. (Field note of the research team in phase 1)

For phase 2, the research team provided trainers with a clear operational frame-
work described in a step-by-step guide (Figure 4). This guide made it easier for 
trainers to feel confident in their actions.

The step-by-step is helpful. I know exactly what to do and when to do it. 
(Patient trainer in phase 2; notes from the recording of the trainers’ meeting)

Figure 4. Step-by-step: The role of the trainer

THE ROLE OF THE TRAINER

ASYNCHRONOUS (60 MINUTES)

• View the three parts of the narrated coaching presentation

• First Part 

• Second Part

• Third Part

• Watch the video on the role of the trainer 

• Consult the files on generations and the labor market

• Explore the file on the four types of learners

• Read the file on types of conflict in the workplace

• Consult additional resources

• Participate in consolidation activities (synchronous)

• Consult the reminder on the role of the trainer

• Complete the evaluation questionnaire 

• Refer to the step-by-step guide for preparing clinicians for the 

educational program

• Note the release date of the patient experience module: May 30 2022.
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The research team also circulated an operational framework for the deployment of 
training with trainers at monthly meetings. These meetings allowed trainers to ask 
questions about the structure and the operationalization of training.

F2PL launch meeting with two clinical trainers, extremely interested in 
the training platform, say they were happy to be “taken by the hand” when 
talking about the platform. (Field notes of the research team in phase 2)

Theme #4: The Matrix Structure in Primary Care Hinders the Swift 
Implementation of Actions to Support Innovation, Such as a TTT Intervention
The PCCs included are subject to matrix management, which typically involves 
creating matrix organizational structures where employees are part of cross-func-
tional, interdependent teams based on their expertise or area of specialty. In this 
study, this management reduces the power of impact that a manager can have on 
the PCC. While RNs were under the responsibility of an administrative manager 
(often an RN manager of several PCCs in the same jurisdiction), SWs were 
under the responsibility of a different manager. In addition, these two manag-
ers co-managed SWs or RNs in partnership with the PCC’s medical director. So, 
to achieve the training, on average, three to five meetings were held per PCC to 
explain the training and the research (data from research team field notes). This 
led to delays in implementation, as we held additional meetings. Finally, it was 
observed that this matrix management undermines the team cohesion required 
to prioritize an innovation such as a TTT intervention. This is because the needs 
perceived by RN managers, SW managers and medical managers may differ from 
one another.

Environment X, which is an academic primary care clinic, is positive 
about the arrival of the project and eager to start training. They find the 
training content relevant and useful for their social workers and nurses. 
On the other hand, nurse managers and social workers in practice Y, a 
private primary care clinic, are in favour of the project’s arrival but doubt 
that it will be considered relevant by the medical manager and medical 
team in place. (Field notes of the research team in phase 2)

Discussion
This paper aims to describe the learning that supports the implementation of a 
TTT for RNs and SWs in primary care and identify the strategies required for 
successful deployment. The main results led us to the following propositions.

Without strong leadership from primary care managers and decision makers, a 
continuing education program dedicated to RNs and SWs across a wide terri-
tory cannot be achieved. In the present study, which was conducted in different 
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regions and in two phases, we observed that one of the essential elements for the 
deployment of the TTT was the mobilization of managers and decision makers. 
They had to believe in the project and support the research team with concrete 
actions to mobilize primary care teams and authorize the implementation of the 
said training in certain PCCs or even across entire territories. Indeed, although a 
training program and the resulting training intervention can be co-constructed 
with representatives of various knowledge users, including managers and decision 
makers, it is essential for a leader from each organization to support the connec-
tion between the different stakeholders or primary care settings and to inspire and 
motivate the employees in their sector (van Diggele et al. 2020). This is particu-
larly true in primary care, where each setting must be approached to consent to 
the intervention and where each context must be considered as a distinct unit but 
forming a whole. Therefore, these managers and decision makers must take on the 
role of leaders, setting direction, influencing others and managing change (Parry 
and Bryman 2006). They must become messengers who carry the intervention 
just as the research team does by sharing the values promoted by the training or 
initiative. This type of leadership, which some authors describe as transforma-
tional, can support change and innovation within an organization and among the 
individuals who work there (Alshahrani et al. 2023).

Our results lead us to believe that it seems essential for primary care managers 
and decision makers to work together to support the deployment of innovation in 
primary care. Decision makers and managers must be leaders and work together 
to counter the complexity of the primary care structure, which suggests more 
of a siloed/matrix management by the professional sector rather than an inte-
grated and interdisciplinary management of primary care (Peiris et al. 2024). 
This management is not unique to the primary care sector and is more important 
in hierarchical sectors (Pedersen et al. 2024). This is also observable in our own 
study, where non-physician managers did not feel justified in authorizing the 
training without the family physician’s director’s agreement. There has been a 
lack of consensus and consultation among leaders in the same sectors on how to 
support the training. The lack of cohesion and cooperation between the different 
levels of management of PCCs inside each jurisdiction makes it harder to imple-
ment innovations such as TTT.

Finally, the TTT intervention is a helpful structure that can overcome the complex-
ity of the primary care structure. However, trainers need guidance on the train-
ing sequence; the approaches to be used; and the key players to be considered, 
approached and included in the initiative. In the present study, the TTT interven-
tion enabled the deployment of the educational intervention in three regions in 
phase 1 and then in all the PCCs of a single region in phase 2. Training so many 
people from different professions on various training content would not have been 
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possible without this approach. Furthermore, training trainers in three different 
regions in phase 1 allowed the creation of trainer teams skilled in understanding 
the primary care contexts in which they had to operate. This understanding was 
proved necessary for the development of the trainers’ roles. However, these train-
ers must be not only trained but also supported in their training efforts. Our work 
has described that they need to be supported after their own training so that the 
knowledge acquired during their training can be operationalized into skills. In 
the context of this study, this support proved crucial for strengthening the train-
ers’ capacities. The continuous support provided by our team and the monthly 
trainer meetings not only ensured the effective application of the skills acquired 
by the trainers but also contributed to long-term professional development and 
the overall success of the training objectives (Medina et al. 2015). Previous work 
by our team (Poitras et al. 2021), as well as that of Nexø et al. (2024) and Pearce 
et al. (2012), also highlighted the effectiveness of trainer’s training on trainees. 
However, the subject of trainers has hardly been studied. Moreover, the project 
discussed in this paper is the first, to our knowledge, to specifically highlight 
the importance of not only training the trainer but also providing longitudinal 
support to trainers once the basic training is offered. This is an essential element 
to be considered by leaders wishing to replicate a TTT intervention in primary 
care to develop competent trainers and ensure the longevity (and sustainability) of 
knowledge and innovation in clinical settings.

Conclusion 
Our TTT intervention for RNs and SWs is one of the first of its kind in Canada, 
and our findings will enable us to better develop similar training programs in the 
same context. As PCCs are distinct entities with unique characteristics (Ohr et al. 
2021), the strategies developed by our team may not be transferable to all contexts 
but could be used by nursing leaders to support continuing education programs 
in primary care. The integration and analysis of four years of data provided a 
comprehensive understanding of the phenomenon, boosting the study’s credibility 
(Cronin et al. 2008; Miles et al. 2014). The lessons learned (i.e., contextualizing the 
format and the content to primary care complex environment, involving the lead-
ership of managers and decision makers in each province to support implementa-
tion and developing a support structure for trainees) have been used to support 
the creation of the first national educational program for primary care RNs as part 
of the Team Primary Care initiative (https://www.teamprimarycare.ca/) (Poitras 
et al. 2024a).

Implications for Nursing Leadership
Our study provides field data to understand how TTT interventions can be 
deployed and the strategies required for successful deployment. This knowledge 
is essential to leaders who want to deploy such interventions in primary care. By 

https://www.teamprimarycare.ca/


 55

reading this paper, a leader will gain an understanding of the structure of a TTT 
intervention and the necessary elements for supporting or potentially hindering 
its progress. It emerges from our four-year data analysis that the leader’s support 
must be concrete and that he or she must put forward strategies to mobilize 
change and the key players in his or her environment. Without this, even if a 
project is well-structured and offered for implementation in each environment 
by a research team, there is little chance that it will be deployed effectively and 
achieve the desired effects. The leader has to become a vector of change and a key 
person in the success of major innovation in primary care in collaboration with 
the research team members.

Correspondence may be directed to Marie-Eve Poitras by e-mail at  
marie-eve.poitras@usherbrooke.ca.
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Introduction
Over the past 20 years, Canadian provinces and territories have implemented 
successive waves of primary care reforms. Between 2000 and 2006, the federal 
government created the Primary Health Care Transition Fund, allocating  
$800 million to support provinces and territories in meeting the healthcare needs 
of Canada’s aging population and addressing growing rates of chronic disease 
via primary care reform (Health Canada 2007). The primary care reforms that 
followed varied in each jurisdiction but have generally focused on key areas such 
as quality improvement, collaborative practice and organizational restructuring 
(Breton et al. 2011; Carter et al. 2016). More recent federal funding initiatives have 
focused specifically on team-based care, such as a $45.3 million grant in 2023 for 
a training initiative to enhance the capacity of primary care teams (Team Primary 
Care 2023).

Abstract

Introduction: Successive waves of primary care reforms have focused on expand-
ing team-based care across Canada, frequently through the addition of registered 
nurses (RNs). Reforms have varied, however, in teams’ funding, compensation and 
organization. 
Methods: In this environmental scan, we sought to identify and describe existing 
primary care compensation and practice models across Canada. 
Results: Through structured and snowball searching, we identified and extracted 
data from 189 sources, yielding 44 compensation models and 55 practice models. 
Discussion: While information on RNs’ compensation was lacking, physician remu-
neration and practice model descriptions indicate substantial variation in funding, 
compensation and practice models where integration of RNs is occurring. This 
reflects ongoing primary care reforms that build upon heterogenous plans and 
existing systems. 
Conclusion: Amidst ongoing calls to expand team-based primary care, the lack of 
clarity around existing funding, compensation and practice models challenges our 
ability to evaluate the aspects of team-based care that contribute to their overall 
functioning and effectiveness.
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The focus on the transition to and expansion of team-based care recognizes that 
appropriate primary care delivery requires a diversity of healthcare profession-
als working together with intention (Green and Johnson 2015; Health Canada 
2007; Health Council of Canada 2009). Likewise, evidence supports that team-
based care enables comprehensive care by increasing continuity and coordination 
and is an appropriate means of addressing the healthcare needs of the Canadian 
population (Contandriopoulos et al. 2018; Lowe and O’Hara 2000; Wranik et al. 
2017). Accordingly, in 2004, as part of a 10-year plan to strengthen healthcare, 
provincial and territorial governments committed to providing half of Canadians 
with primary care teams by 2011 (Health Council of Canada 2009). Despite this 
commitment and substantial investments, physician-only models of care rather 
than interprofessional teams – defined as two or more professions working collab-
oratively toward common objectives (Green and Johnson 2015) – remain the 
dominant model of primary care delivery across Canada (Aggarwal and Williams 
2019; CMA 2019; Hutchison et al. 2001). Where primary care teams have been 
instituted, family physicians (FPs) frequently remain the key figure(s) around 
which clinic teams (1) are funded and (2) operate, with major reforms being 
negotiated and implemented through master payment or physician services agree-
ments between provincial and territorial governments and medical associations 
(McKay et al. 2022).

Between federal funding initiatives and provincial and territorial commitments 
to team-based care, primary care reforms have not consistently defined what a 
team looks like, how it works, or what it should do, resulting in the prolifera-
tion of various team-based care structures across Canada (Hutchison et al. 2011; 
Strumpf et al. 2012). Despite the variation, one element of primary care teams has 
been relatively constant – registered nurses (RNs) form the core of interprofes-
sional primary care teams across many jurisdictions in Canada (Ardal et al. 2007; 
CNA 2013). The enactment of RNs’ roles and scope in the context of primary care, 
however, can vary depending on the practice model in which they work, the fund-
ing model of the team and the compensation models of the FPs with whom they 
work, all of which can impact the functioning and performance of team-based 
care (Basu and Mandelzys 2008; Montesanti et al. 2022; Wranik et al. 2017).

In the present work, we distinguish between funding, compensation and practice 
models (Figure 1). “Funding models” are the mechanism(s) by which primary care 
organizations are financed while “compensation models” are the arrangements 
that determine how individual healthcare providers are remunerated for their 
work. The terms “compensation” and “funding model” are often used interchange-
ably in the primary care literature to describe the mechanisms used to gener-
ate revenue; compensation, however, refers more specifically to the physicians’ 
income after overhead costs (including, in applicable models, the remuneration 
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of RNs, medical office assistants and other staff). The incorporation of practices 
or corporate ownership of practice chains may further blur the lines between 
individual physician compensation and funding model. In addition, we define 
“practice models” as the different types of organizations (e.g., clinics) that deliver 
primary care and their organizational attributes, including administrative struc-
tures; how they are governed, staffed and resourced (financially and physically); 
and how their delivery of care is organized.

Figure 1. Funding, compensation and practice model definitions

Funding model Compensation model Practice model
The mechanisms by which 
primary care organizations are 
financed

The arrangements that 
determine how individual 
healthcare providers are 
remunerated for their work

The different types of 
organizations that deliver 
primary care and their 
organizational attributes

e.g., global budget e.g., provider time e.g., health authority clinic

While existing academic and grey literature have described select primary care 
funding, compensation and practice models in certain jurisdictions, a compre-
hensive listing and description of these is not currently available for all provinces 
and territories. To build on existing theories and evidence regarding the impact of 
different funding, compensation and practice models on the function and perfor-
mance of primary care teams, we sought to identify which models best support 
primary care teams in Canada, specifically focusing on those that integrate RNs. 
As an initial step within a larger research project with a purpose of examining the 
impact of compensation and practice models on team function and performance 
(Mathews et al. 2022), the objective of this environmental scan is to identify and 
describe existing primary care team models (that include RNs) in place across 
Canadian jurisdictions. Identifying and synthesizing this information will set the 
foundation for subsequent analyses of the impact of these models on the integra-
tion and optimization of the roles of RNs within team-based primary care.

Methodology
Study Design
We conducted an environmental scan (Graham et al. 2008) to describe current 
primary care compensation and practice models across Canadian health juris-
dictions, specifically focusing on FPs and RNs. In the absence of a standardized 
method for conducting and reporting environmental scans (Charlton et al. 2021), 
we have relied on approaches used across various projects by members of our 
study team (Bodner et al. 2022; Lukewich et al. 2018, 2024) that we adapted for 
this project. We sought out publicly available policies, web pages, reimburse-
ment data and peer-reviewed and grey literature through systematic searches and 
confirmed results through consultation with regional subject area experts.
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Search Strategy
We conducted a series of searches in English and French using a combined 
approach of string term, targeted website and snowball searches between March 
and September 2022. String term searches were constructed using combinations 
of broad terms for primary care funding, compensation and practice models and 
individual provinces and territories. We provide a full list of our search terms and 
the search string configurations in Appendix 1 (available online at longwoods.
com/content/27552). These string term searches were run through Google, 
Google Scholar and PubMed databases until results were exhausted (i.e., ongo-
ing searches produced no new sources containing relevant information). We also 
conducted manual searches of targeted websites for provincial and territorial 
governments, ministries of health and nursing and physician organizations  
(e.g., unions and colleges/regulators) during the same period (Appendix 2, availa-
ble online at longwoods.com/content/27552). From these string term and targeted 
searches, we also followed links and references in previously identified web pages 
and documents to locate additional sources. We saved sources using the Zotero 
reference management software (Corporation for Digital Scholarship).

Screening
Prior to extraction, the research team reviewed the saved sources to eliminate 
duplicates and screen for relevance. We included sources that mentioned or 
described compensation models for primary care physicians and RNs and practice 
models where primary care teams can operate – provided RNs are eligible to prac-
tise as a member of the team. We also included compensation and practice models 
for specialized primary care clinics targeting specific populations and those for 
clinics that require primary care-relevant postgraduate training (e.g., certifica-
tion in family practice, diabetes educator). We excluded sources that described 
models that have been phased out or are no longer in use, for clinics or programs 
where the focus is not primary care and for clinics specifically designed for nurses 
with graduate-level nursing education (beyond that of an RN), unless RNs can be 
integrated into those practices as well. We did not limit our search or inclusion 
of sources based on publication dates, though we did make efforts to identify the 
most up-to-date sources for every model.

Extraction
The final set of sources (N = 136) were then extracted for each compensation 
and practice model they identified or described. Using Google Forms, research-
ers entered the following information to the extent it was available in a source: 
the name of the compensation/practice model, jurisdiction and year it was intro-
duced; the scope of availability of a model (i.e., whether the model is available 
province- or territory-wide, only in specific health or geographic regions or is 
specific to eligible clinics) and the number of providers or clinics implementing 
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a certain model; the nature of clinic funding and the basis of funding level (e.g., 
volume, population, hours or a combination of these); and the basis and the 
source of compensation for FPs and RNs (e.g., activity, patients, time or a combi-
nation of these). We also extracted information about any team supports that 
were included with a compensation or practice model (e.g., financial, human 
or practice resources) and any eligibility conditions. Sources could be extracted 
multiple times depending on the number of compensation or practice models 
they described.

Consolidation and Validation
Once all sources were extracted, one researcher organized and consolidated all 
extracted data first by province and territory and then by compensation or prac-
tice model. A spreadsheet with the consolidated jurisdictional extractions was 
then shared with the relevant regional study team members and local subject area 
experts outside the research team to both verify the extracted information and fill 
in missing data points. Two researchers then worked model by model to further 
identify and fill in the missing information by conducting targeted web searches 
for previously identified funding, compensation and practice models between 
June and October 2023. During regional validation and targeted data searches, we 
identified and drew data from 53 additional sources. We then used content analy-
sis (Graneheim and Lundman 2004; Vaismoradi et al. 2013) to consolidate and 
describe the extracted information from all sources (N = 189) into comparable 
categories across models and jurisdictions.

Positionality
Our interdisciplinary study team is comprised of both academic and practising 
RNs, nurse practitioners and FPs, policy makers and researchers. The members of 
our team have expertise in primary care, nursing practice, health workforce policy 
and the Canadian health system.

Results
Search Results
Our original searches resulted in 264 individual extractions describing funding, 
compensation or practice models. These extractions, and our subsequent regional 
validation, identified 99 models across the 13 provinces and territories. Despite 
repeated efforts to fully describe each model, we were unable to obtain complete 
data for all models and jurisdictions. Notably, details on RN compensation in 
different primary care practice models are lacking. Our complete table of consoli-
dated extraction results is included in Appendix 3 (available online at longwoods.
com/content/27552). Below, we describe core details about current primary care 
compensation and practice models across Canadian jurisdictions, distinguishing 
between compensation models for FPs and RNs and the practice models in which 
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they work. While compensation of FPs is highly varied (based on their activity, 
patient population, time or some combination of these) within and across juris-
dictions, RN compensation is predominately time based. The primary care prac-
tice models that incorporate RNs also vary, from traditional FP-owned and oper-
ated practices to health authority-run interdisciplinary care teams.

Compensation Models
FP compensation
The FP compensation models we identified in our search are listed by jurisdiction 
and the basis of compensation in Table 1. Provider activity-based models (e.g., 
fee-for-service) compensate FPs for each service rendered. In patient population-
based models (e.g., capitation or population-based funding), FPs receive a set 
fee for each patient on their roster, which may be adjusted to account for patient 
complexity according to age, sex, morbidity or other factors. Provider time-based 
models (e.g., alternative payment plans, sessional or salaried arrangements) are 
contract-based payments to FPs that compensate providers for their time worked. 
Blended models arrange a combination of different models, often using one form 
as the base (e.g., capitation with fee-for-service for non-rostered patients) (CMA 
Joule n.d.). While these compensation models are often framed from the perspec-
tive of individual physician remuneration, they can also represent clinic funding – 
though this relationship is infrequently delineated or described in the sources 
we reviewed.

All provinces and territories, except Nunavut, have a compensation model based 
on provider activity (i.e., fee-for-service billings) for FPs. Fee-for-service payments 
accounted for between 39.2% (Nova Scotia) and 90.7% (Alberta) of payments to 
FPs in 2021–2022, with an average of 64.7% across the 11 jurisdictions for which 
the Canadian Institute for Health Information (CIHI) reports data (i.e., excluding 
Nunavut and Northwest Territories) (CIHI 2023).

Fewer than half (N = 6) of the jurisdictions in Canada have a compensation model 
based on the primary care physicians’ patient population (CIHI 2006; FMNB 
n.d.; GPSC 2017; Health and Wellness 2022) or a blend of patient population 
and physician activity (Abrar and Friesen 2019; Alberta Health n.d.; McKay et al. 
2022) or time (HealthForceOntario 2019). Though the basis of compensation is 
similar in these patient population-based models, they vary by name and structure 
across jurisdictions (e.g., for which patient complexities FPs are provided addi-
tional compensation).

Conversely, all provinces and territories have at least one compensation model for 
FPs that is based on their time worked. These time-based models vary by name 
and their application as well as the method of provider payment (e.g., hourly or 
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sessional versus salaried payments). These compensation models are frequently 
associated with health system-operated clinics (as opposed to private, physician-
owned and operated ones), with contracts governed by health authorities for 
providers working in specific practice models (AGNB 2012; Doctors Manitoba 
2024; HCS n.d.; Health Canada 2009, 2022; HealthForceOntario 2019; Katz et al. 
2016; Nova Scotia Health Authority n.d.; Peckham et al. 2018a, 2018b). Time-
based compensation schemes are not commonly available to FPs working in inde-
pendently owned and operated primary care practices. In 2021–2022, these alter-
native payments to FPs ranged from a low of 9.3% in Alberta to a high of 60.8% in 
Nova Scotia, with a national average of 35.3% across all jurisdictions (excluding 
Nunavut and Northwest Territories) (CIHI 2023).

Some compensation models (e.g., fee-for-service) are broadly available within 
provinces and territories, while others are unique to specific regions, populations 
or clinics. For example, value-based compensation is a capitation-based model 
restricted to compatible Primary Care Network clinics in Fort St. John, British 
Columbia, that use a specific electronic medical record (EMR) system  
(i.e., Medical Office Information System or MOIS) (Abrar and Friesen 2019;  
BC Ministry of Health 2019).

Table 1. FP compensation models by jurisdiction and basis 
of compensation

Basis of 
compensation*

Jurisdictions
AB BC MB NB NL NT NS NU ON PE QC SK YK

Provider activity • • • • • • • • • • • •

Patient population • • • •

Provider time • • • • • • • • • • • • •

Blended: activity + 
population • • •

Blended: activity 
+ time •

Blended: 
population + time •

* Provider activity–based models compensate FPs for each service rendered; in patient population-based models, FPs 
receive a set fee for each patient on their roster, which may be adjusted to account for patient complexity according to 
age, sex, morbidity or other factors; provider time–based models are contract-based payments to FPs that compensate 
providers for their time worked; blended models arrange a combination of different models, often using one form as the 
base (CMA Joule n.d.). 
AB = Alberta; BC = British Columbia; FP = family physician: MB = Manitoba; NB = New Brunswick; NL = Newfoundland  
and Labrador; NS = Nova Scotia; NT = Northwest Territories; NU = Nunavut; ON = Ontario; PE = Prince Edward Island;  
QC = Quebec; SK = Saskatchewan; YK = Yukon. 
Note: We have excluded an additional blended arrangement (activity + population + time) from this table since our data 
indicate no jurisdictions currently have such a compensation model available.
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RN compensation
There is limited information on how RNs working in primary care settings are 
compensated across jurisdictions. Where information is available, however, this 
indicates that RNs in primary care are almost exclusively paid by salary, with 
activity-based compensation only available in one practice model (i.e., Family 
Medicine New Brunswick). The most detail about RN compensation comes via 
collectively bargained contracts between nursing and/or public sector unions and 
the provincial or territorial governments that serve as their employers (Health 
Employers Association and Association of Unions 2019). While these contracts 
are not specific to primary care settings, they set wage scales for RN compensation 
for those nurses working in government or health authority-operated primary 
care settings (e.g., health authority-operated Community Health Centres and 
Urgent and Primary Care Centres in British Columbia [Longhurst and Cohen 
2019; Ministry of Health 2019]). Conversely, independently (physician and/or 
nurse practitioner) owned (e.g., fee-for-service practices [Magee et al. 2011]) and 
community-governed (e.g., community health centres [BCACHC n.d.; GHC n.d.] 
primary care settings have greater flexibility when they employ RNs to work as a 
member of their team with respect to the RNs’ role enactment and compensation 
models. Given the independent (i.e., nonhealth system operated) nature of these 
primary care settings, the compensation models of staff are largely inaccessible 
given that clinics are not obligated to make public their private finances or inter-
nal operations.

Practice Models
The practice models we identified through our jurisdiction-specific searches  
are listed in Table 2 (and further detailed in Appendix 3, available online at  
longwoods.com/content/27552). In this table, we list the practice model name 
at the top of each cell, with the RN compensation model at the bottom left and 
the RN employer at the bottom right of each practice model cell. Here, the lack 
of information describing how RNs are paid and by whom in different primary 
care practice models is evident. Where we were able to identify this information, 
however, we see the prevalence of salaried arrangements across jurisdictions, 
practice models and clinic funding. While not always the case, where practice 
models are funded by the provider’s activity, the clinic itself tends to be the RN’s 
employer (Alberta Medical Association 2013; GPSC 2017; Katz et al. 2010; Magee 
et al. 2011; Ministry of Health and Long-Term Care 2023; NBMS and FMNB 
2019). Conversely, where a practice model is funded by a global budget or block 
funding, it is more common that a (regional) health authority or a similar entity 
external to the clinic in which they work employs the RN directly (Breton et al. 
2011; Hutchison and Glazier 2013; Longhurst and Cohen 2019; Ministry of Health 
2019; OAGC 2017; Peckham et al. 2018a).
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While several FP and RN compensation models are used across a variety of differ-
ent practice models, practice models are limited in the compensation models 
with which they can remunerate members of their primary care team. Often, 
this is related to requirements or specifications for when certain practice models 
can be implemented. These requirements can also determine how RNs are inte-
grated into primary care settings and how compensation models interact between 
different providers in that practice model. Just as with the compensation models 
mentioned earlier, though many are broadly available across their associated prov-
ince or territory, several practice models are limited in their scope of availability to 
specific regions, clinics or providers. For example, Family Care Clinics in Alberta 
are intended for communities with populations over 2,500 and have a defined 
team composition of at least one FP, one nurse practitioner, two additional service 
providers and a business manager (Alberta Health 2013).

The practice models we identified do not always explicitly describe RNs as a 
required member of a team; rather, we included any primary care practice model 
where RNs could potentially be employed. This means that there is variation in 
the availability and extent of mechanisms for facilitating team-based approaches 
to care across practice models (see “Team supports” column in Appendix 3,  
available online at longwoods.com/content/27552). Where present, supports 
range from change management resources to facilitate integrating new members 
and professions into primary care clinics (Dinh 2012; Peckham et al. 2018a) to 
funding for: EMR infrastructure or EMR access to coordinate care across provid-
ers (Hutchison and Glazier 2013; Katz et al. 2010; Reichert and Associates 2020); 
making physical modifications to clinics (e.g., expanding or creating new exam 
rooms and/or office space) to accommodate additional team members (GPSC 
2019); and hiring interprofessional healthcare providers and clinic support staff 
directly (Katz et al. 2016; Leslie et al. 2020; WRHA n.d.). In some models, fund-
ing is specifically allocated for a given resource (e.g., subsidies for the purchase 
and implementation of an approved EMR for Family Health Networks and Family 
Health Organizations in Ontario [Hutchison and Glazier 2013]). In other models, 
these supports fall under a broad umbrella of “overhead” and may be covered 
through clinics’ annual business plans (e.g., Family Care Clinics in Alberta 
[Alberta Health 2013]) or a global budget (e.g., Community Health Centres in 
Ontario [Hutchison and Glazier 2013]).

Discussion
We conducted structured and snowball searches to identify and describe current 
primary care compensation and practice models in Canadian provinces and terri-
tories, specifically focusing on FPs and RNs. This is the first phase of a project 
to evaluate the impact of funding models on the integration and optimization of 
RNs’ roles in primary care teams (Mathews et al. 2022). By identifying primary 
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care compensation and practice models across Canadian provinces and territories, 
health leaders and decision makers will be better able to discern those where RNs 
can be integrated, how FPs and RNs are compensated in those practices and how 
those team-based care settings are funded.

Despite our repeated searches (both broad and targeted), the availability and detail 
of information describing funding, compensation and practice models differed 
greatly by model and the province or territory. As a result, it is not possible to fully 
capture all the nuances of different primary care funding, compensation or prac-
tice models using publicly available sources. In part, this reflects a lack of detailed 
and clearly articulated descriptions of primary care models. It also reflects the 
constantly evolving primary care landscape across and within health jurisdictions, 
where incremental, layered reforms and policy legacies have created myriad fund-
ing and organizational features (Hutchison et al. 2001; Rudoler et al. 2019). That 
is, when new compensation or practice models are introduced, these rarely replace 
the models that preceded them; rather, existing models continue to operate 
alongside new models. This is exemplified by the handful (N = 9) of population-
based funded clinics (Primary Healthcare Organizations) in British Columbia, 
the remnants of a 14-clinic pilot project that was introduced in 1999 (Abrar and 
Friesen 2019; British Columbia Medical Association 2005), or the persistence of 
independent fee-for-service clinics across Ontario despite that province’s shift to 
a variety of team-based practice models. This suggests that, once a compensation 
or practice model is introduced, governments may be challenged in the future to 
revoke that mechanism of remuneration or structure of care delivery.

This also highlights the difficulty associated with implementing reforms in a 
sector dominated by independent businesses (Hedden and McGrail 2023; Nielsen 
and Sweetman 2018), where physicians and their professional associations remain 
influential in shaping primary care policy (McKay et al. 2022; Rudoler et al. 2019), 
not to mention the complexity of evaluating the impact of these models on patient 
and system outcomes. The traditional delivery of primary care through independ-
ent, physician-owned and operated small businesses in Canada and the imple-
mentation of reforms through negotiated agreements with physician associations 
may also explain why there is not more publicly available information describ-
ing RNs’ compensation. However, the absence of these details also reflects the 
ongoing perception of nurses as ancillary to the provision of primary care. This 
corresponds with a lack of information detailing RNs’ roles – both defined and 
enacted – in primary care practice (Lukewich et al. 2021).

Our search results also indicate substantial variation in types of primary care 
compensation and practice models between jurisdictions, even if they share the 
same name (e.g., Primary Care Networks in British Columbia and Alberta). The 
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only truly consistent model in name and structure across all jurisdictions is inde-
pendent (physician-owned) group/solo practices funded by fee-for-service, which 
continues to be the dominant compensation model across Canada (CIHI 2022). 
These practices, however, are also the least likely to support RN integration in 
clinical practice since such practices and any RN positions they fill are funded by 
physician fee-for-service billings (through contributions to clinic overhead) and, 
where they do use RNs, are least likely to support RNs working to their full scope 
(Akeroyd et al. 2009; Mathews et al. 2022; Pearce et al. 2011; Pullon et al. 2009).

The provinces and territories that have made the biggest shifts toward team-based 
care share similar traits for compensation and practice models. These models, 
however, have inconsistent names and many implementation nuances that chal-
lenge comparison within and across jurisdictions. This may reflect the exist-
ing heterogeneity of provincial and territorial primary care structures as well as 
variation in population demographics, health needs and accessibility of health 
services. Given that healthcare is mainly a provincial and territorial responsibil-
ity in Canada, the variation in both terminology and approaches to primary care 
compensation and practice models are likely to persist.

Limitations
As noted earlier, despite our multiple search strategies and attempts to fill in miss-
ing information, there remain substantial gaps in information describing the 
compensation and practice models we identified. Given the focus of our search 
on RNs, the paucity of information on how these members of primary care teams 
are remunerated is a significant limitation in our scan. Our explicit focus on 
models that include RNs in primary care may also have resulted in the exclusion 
of models where other nurse professions (i.e., nurse practitioners or registered or 
licensed practical nurses) are members of a primary care team. Our focus on RNs 
means that there may be models that do not expressly mention RNs but nonethe-
less have important lessons about the connection between funding, compensation 
and practice models, and outcomes of team-based care are excluded. Furthermore, 
by focusing on models in each of Canada’s provinces and territories, our searches 
did not capture models operating under federal jurisdiction. The results of our 
scan are also limited by the dates during which our searches were conducted 
(i.e., March to September 2022). Since then, new primary care compensation 
models have been introduced in British Columbia, Nova Scotia and Manitoba 
(Government of British Columbia 2022; Province of Manitoba 2023; Province of 
Nova Scotia 2023). Though we have not captured or detailed these models here, 
they are unlikely to alter our findings; like fee-for-service, these models are not 
likely to have formal mechanisms to support the integration of RNs in primary 
care practices.
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Conclusion
Team-based primary care continues to be implemented and expanded across 
Canadian jurisdictions through iterative policy reforms. These reforms build 
upon an existing diverse primary care landscape of funding, compensation and 
practice models. In most cases, the practice model determines how the clinic is 
funded and healthcare providers are paid – whether by provider activity, patient 
population, provider time or a combination of these elements. Practices funded 
by provider time may be publicly operated or include public employees embedded 
in independent (physician-owned and operated) clinics. The source of compensa-
tion and employment of primary care RNs may have implications for their scope 
of practice and the availability of team-based care supports in the setting in which 
they deliver care. Though we were not able to identify complete information for 
all models identified during our environmental scan, this study provides ways 
to meaningfully group and begin to compare team-based primary care practices 
across Canada. The absence of complete data highlights the limited information 
on the structural components of team-based care and the need for more detailed 
descriptions of these models to support their implementation. Amid ongoing calls 
to expand team-based primary care in Canada, this limited understanding of how 
existing models operate and how they impact the function and performance of 
teams challenges policy makers’ ability to evaluate and replicate effective struc-
tures, to the potential detriment of both provider experiences and patient care.

Implications for Nursing Leadership
Given the prevalence of RNs in primary care across Canada, the absence of details 
as to their compensation and the structures in which they work poses chal-
lenges for understanding RNs’ roles in team-based primary care and the factors 
that shape these. This is compounded by the variation of primary care practice 
models within and across Canadian provinces and territories that reflect primary 
care reforms that prioritize team-based care but have not consistently defined 
the structure of a team, how it should be organized or the roles of its members 
(Hutchison et al. 2011; Strumpf et al. 2012). This inconsistency – both in how 
primary care teams are implemented and of information describing primary care 
teams – presents an opportunity for nursing leadership to advocate for a more 
deliberate approach to integrating nonphysician providers, such as RNs, in ongo-
ing primary care reforms. With their ongoing challenges their primary care access 
and changes to FP compensation, nurse leaders have a responsibility not only to 
continue advocating for the role of RNs in primary care but also to define what 
that role is, how it fits within existing and future practice models and how that role 
may be impacted by the compensation models of other providers in those models.

Correspondence may be directed to Lindsay Hedden by e-mail at lindsay_hedden@sfu.ca.
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Abstract
Introduction: Nurses in primary care play critical roles during public health crises; 
however, nursing leadership was underutilized during the COVID-19 response. 
This study explores nurses’ leadership roles during the pandemic and their 
perspectives on the value of nursing leadership in primary care. 
Methodology: We conducted qualitative interviews with 76 nurses across four 
Canadian regions. Participants described their roles and the barriers and facilita-
tors encountered during the COVID-19 pandemic. We used thematic analysis and 
examined themes relevant to leadership. 
Results: Three themes emerged: actualizing leadership, leveraging leadership 
experience and the value of nursing leadership. Nurses demonstrated leadership 
competencies, including educating teams and developing care delivery strategies. 
Participants emphasized the importance of involving nursing leadership in deci-
sion making and policy development. 
Conclusion: Sustaining and leveraging nursing leadership post-pandemic is 
essential to enhance collaboration and strengthen healthcare systems. Involving 
nurses in decision making can address system challenges and improve responses 
to future public health crises.

Introduction
Leadership is an entry-level competency (i.e., a skill required by all nurses to 
provide safe, competent and ethical care) for all nursing designations. In Canada, 
primary care is commonly delivered in an office or clinic setting by teams of 
healthcare providers (Glazier 2023) that include nurse practitioners (NPs), regis-
tered nurses (RNs) and/or licensed practical nurses/registered practical nurses 
(LPNs/RPNs) (CCPNR 2019; CCRNR 2019, 2023). Competencies were developed 
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to help articulate the unique contribution of NPs and RNs in primary care, includ-
ing their roles as leaders (CCRNR 2023; CFPNA 2019). Nursing leadership in 
primary care is enacted at the societal or system level (e.g., advocating for primary 
care reform and social justice) and at the team level (e.g., sharing knowledge with 
peers to support evidence-based practice and developing practice policies and/or 
guidelines) (CFPNA 2019; Mathews et al. 2021a). Nursing leadership may involve 
formal positions (supervisor, manager) and/or engagement in different roles/skills 
in everyday practice. All nurses, regardless of regulatory designation, are expected 
to apply leadership competencies in some capacity to contribute to high-function-
ing primary care. Primary care nurses are well-positioned to undertake leadership 
roles such as facilitating care coordination; leading health education, prevention 
and health promotion programs; advocating for patients and effective resource 
use; sharing knowledge; problem-solving; developing healthy public policies; 
and mentoring (Canadian Nurses of Ontario 2023; Guibert-Lacasa and Vázquez-
Calatayud 2022; ICN 2024; Lamb et al. 2018; Lukewich et al. 2021; Mathews 
et al. 2021a).

Existing research on nursing leadership is predominantly focused on the enact-
ment of leadership in hospital-based settings or in managerial roles (Cummings 
et al. 2021; De Brún et al. 2019; Guibert-Lacasa and Vázquez-Calatayud 2022). 
Systematic reviews have reported on the critical role that nursing leadership plays 
in improving patient and health system outcomes (Cummings et al. 2021). Strong 
nursing leadership is also linked with high levels of job satisfaction, motivation 
and performance among the nursing workforce (Cummings et al. 2010; Germain 
and Cummings 2010). In primary care, where the role of the nurse as a leader 
has often been overlooked and underutilized, nurses have demonstrated criti-
cal leadership in care coordination, staff supervision, quality improvement and 
team-based planning, leading to enhanced quality, greater efficiency and reduced 
costs (ICN 2024; Smolowitz et al. 2015). Within primary care, the lack of formal-
ized leadership positions or opportunities for nurses to actualize their leadership 
skills could impact quality of care and team collaboration (Severinsson and Holm 
2012). This knowledge gap can be attributed to the reliance on traditional models 
of care that reinforce physician-led decision making and hierarchies within the 
healthcare system (Fernandopulle 2021); lack of understanding that leader-
ship is within the nursing scope of practice (CCPNR 2019; CCRNR 2019, 2023; 
Lukewich et al. 2021); absence of well-defined nursing leadership within primary 
care (De Brún et al. 2019); and environmental and systemic factors, including 
clinic type and funding models (Mathews et al. 2021a).

During a public health crisis, such as the COVID-19 pandemic, nursing leader-
ship is vital for shaping the delivery and quality of healthcare services (Wymer 
et al. 2021). Existing research regarding the ways in which nursing leadership 
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was leveraged during the COVID-19 pandemic largely focuses on hospital-based 
settings (Hayes and Cocchi 2022; Salminen-Tuomaala and Seppälä 2022). During 
the COVID-19 pandemic, within primary care, nurses had to rapidly adapt their 
roles in response to changing guidelines and public health policies (Mathews et al. 
2023a, 2023b). Nurses enacted leadership competencies to support the pandemic 
response, including providing necessary patient care, enacting infection preven-
tion and control measures, advocating for resources, participating in supply chain 
management, communicating policies and procedures and educating patients/
the public (Aquilia et al. 2020; Fowler and Robbins 2022; Simonovich et al. 2021; 
Wymer et al. 2021). Despite these critical leadership roles, the prioritization of 
nursing leadership is not well-incorporated into pandemic response guidelines, 
particularly with respect to nurses in front-line/clinical positions within primary 
care (Government of Canada 2018; Rosser et al. 2020). Therefore, the purpose of 
our study was to explore the leadership roles that nurses enacted in primary care 
during the pandemic and the perspectives surrounding the value of nursing lead-
ership in primary care.

Methodology
Study Design
This analysis was part of a larger cross-provincial multiple mixed-methods 
case study (Mathews et al. 2021b) aimed at describing the roles of primary care 
providers during the different stages of the COVID-19 pandemic (Mathews 
et al. 2023c) as well as the facilitators and barriers associated with these roles. As 
part of this study, we conducted in-depth semi-structured qualitative interviews 
with primary care nurses from four regions in Canada: the Interior, Island and 
Vancouver Coastal health regions in British Columbia (BC); the Ontario (ON) 
Health West region; and the provinces of Nova Scotia (NS) and Newfoundland 
and Labrador (NL).

Study Participants
Nurses were eligible to participate if they were licensed to practise in primary care 
during the COVID-19 pandemic (March 2020 to January 2023). We excluded 
nursing students who were undertaking a clinical placement/preceptorship or 
nurses in exclusively academic, research or administrative roles.

Sampling and Recruitment
We used maximum variation sampling (Creswell 2014) to recruit nurses (i.e., 
NPs, RNs, LPNs/RPNs) across a wide range of demographic and practice char-
acteristics, which have been shown to impact the enactment of nursing roles in 
primary care (e.g., community size, funding models) (Mathews et al. 2021a). We 
targeted nurses who worked in a range of clinic practice types, including general 
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family practices (i.e., those with a broad patient population) and focused practices 
(i.e., those that serve specific patient populations or medical conditions), and also 
accounted for the nature of nurses’ roles within these clinics. Nurses’ roles within 
a clinic may differ from that of the broader practice, with some nurses focus-
ing more on specialized areas, such as chronic disease management or outreach 
work; therefore, clinic and nurses’ nature of practice were examined separately. To 
recruit participants, research assistants e-mailed study invitations to nurses identi-
fied from practice lists and search portals of regulatory and professional associa-
tions. Recruitment invitations were included in the newsletters, e-mails and social 
media posts of professional organizations. Clinics employing primary care nurses 
were identified through website searches and an invitation was sent to the e-mail 
address listed for the clinic. Where permitted by regional ethics boards, snowball 
sampling was used, whereby we asked participants to refer us to other eligible 
colleagues who they believed could be interested. Recruitment continued until we 
achieved data saturation (Berg 1995; Creswell 2014).

Data Collection
In the larger case study, nurses were asked to describe the actual and potential 
roles, and barriers/facilitators with respect to performing these roles, that they 
carried out during the pandemic (Mathews et al. 2023b) (Appendix 1, available 
online at longwoods.com/content/27551). Slight modifications were made to 
interview guides to account for regional differences in nursing roles, health system 
contexts and pandemic epidemiology and response. Interviews were conducted by 
research team members (CV, GY, LM, LR, SS) through video conference (Zoom 
Video Communications Inc.) or telephone, depending on participant prefer-
ence. Interviews were audio recorded, transcribed verbatim, verified for accuracy 
and de-identified.

Data Analysis
We used a descriptive thematic analysis approach to analyze interview transcripts 
(Guest et al. 2012) using a robust coding template developed collaboratively by 
research team members. To develop this template, an experienced member of 
the research team in each region (LR, DR, SS, DB) independently coded one 
interview from their region and developed a draft template using an inductive 
approach to identify recurring ideas and themes. Team members then coded a 
selected set of transcripts from each province and met to compare themes, refine 
the meaning of each code and develop a unified template with consistent labels 
and descriptions. This process continued until all team members were satisfied 
with the appropriateness and applicability of the unified template. Each regional 
team then used the unified coding template to code all transcripts from their own 
regions using NVivo 12 software (QSR International) to facilitate the process. 
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Any disagreements in coding were resolved through discussion among the team 
members. We used inductive thematic saturation relating to leadership themes 
during the analysis stage. For the current paper, we analyzed coded excerpts 
specific to leadership (i.e., a leadership code that described leadership roles and 
activities performed by nurses) as well as other codes related to leadership (i.e., 
those focused on organizational context, roles of staff and clinic team, interactions 
with management and educating/supporting organizations) and identified themes 
from the data.

Rigour and Positionality
We used rigorous methods in the study (Berg 1995; Creswell 2014; Guest et al. 
2012), such as pre-testing interview questions, documentation of all procedures 
and decisions, the use of skilled interviewers and validation of meaning through 
participant interaction during interviews. We looked for negative cases and 
provided thick descriptions. This project was carried out by an interdisciplinary 
team of primary care researchers, including primary care providers involved in the 
pandemic response. Input from a larger team of experts, including nurses, public 
health officials and policy makers, helped with the development of the interview 
guide and the verification of interpretations.

Ethics
We obtained ethics approval from the research ethics boards for Simon Fraser 
University and the University of British Columbia (File: H20-02998), the Health 
Research Ethics Board of Newfoundland and Labrador (File: 20222815), the Nova 
Scotia Health Authority Research Ethics Board (File: 1027959) and the Western 
University Research Ethics Board (File: 120519).

Results
A total of 76 nurses completed interviews across the four study regions between 
May 2022 and January 2023. Interviews varied in length from 24 to 125 minutes 
(mean = 58 minutes). Participants consisted of 24 NPs, 37 RNs and 15 LPNs/
RPNs (Table 1). The majority of nurses practised in a general family practice 
(90.8%) and had a broad role focused on the general patient population of the 
clinic (78.9%). Three overarching themes related to nursing leadership during the 
COVID-19 pandemic emerged: (1) actualizing leadership; (2) leveraging leader-
ship experience; and (3) the value of nursing leadership.

Actualizing Leadership
The pandemic highlighted nurses’ exceptional ability to adapt and lead in times 
of crisis and offered a window into nurses’ leadership qualities and functions that 
may have gone previously unnoticed. Early in the pandemic when policies were 
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Table 1. Demographic characteristics of participants (N = 76)

Demographic 
characteristics

Ontario  
n = 27

Nova Scotia  
n = 20

British 
Columbia 

n = 13

Newfoundland  
and Labrador  

n = 16
Total  

n = 76
Gender, n (%)a

Man or 
non-binaryb

1 (3.7) 1 (5.0) 2 (15.4) 0 (0) 4 (5.3)

Woman 26 (96.3) 19 (95.0) 11 (84.6) 16 (100) 72 (94.7)
Nurse type, n (%)
LPN/RPN 9 (33.3) 8 (40.0) 2 (15.4) 5 (31.3) 24 (31.6)
RN 9 (33.3) 11 (55.0) 11 (84.6) 6 (37.5) 37 (48.7)
NP 9 (33.3) 1 (5.0) 0 (0) 5 (31.3) 15 (19.7)
Clinic nature of practice, n (%)c

General family 
practice

22 (81.5) 19 (95.0) 13 (100.0) 15 (93.8) 69 (90.8)

Focused 
practice

5 (18.5) 1 (5.0) 0 (0) 1 (6.3) 7 (9.2)

Nurse nature of practice, n (%)d

General family 
practice

20 (74.1) 19 (95.0) 11 (84.6) 10 (62.5) 60 (78.9)

Focused 
practice

7 (25.9) 1 (5.0) 2 (15.4) 6 (37.5) 16 (21.1)

Community size, n (%)e

Rural 10 (37.0) 11 (55.0) 1 (7.7) 6 (37.5) 28 (36.8)
Small urban 5 (18.5) 6 (30.0) 3 (23.1) 0 (0) 14 (18.4)
Urban 12 (44.4) 3 (15.0) 9 (69.2) 9 (56.3) 33 (43.4)
Mixed 0 (0) 0 (0) 0 (0) 1 (6.3) 1 (1.3)
Years in 
practice,  
mean (SD)

13.6 (10.1) 15.6 (11.3) 17.7 (11.2) 14.0 (9.8) 14.9 (10.3)

a 	 Gender was asked as an open-ended question.
b	� Non-binary participants were grouped with men due to small cell size.
c 	� Whether the clinic that the nurse works in serves a broad population or focuses on a specialized area, such as a specific 

patient population or medical condition (e.g., diabetes clinic, low-barrier walk-in clinic).
d	� Whether the nurse’s role involves providing a broad range of services to the general population or focuses on a 

specialized area, such as a specific patient population or medical condition (e.g., chronic disease management, 
outreach work).

e	� Rural < 10,000 population; small urban = 10,000–99,999 population; urban > 100,0000 population (Statistics Canada 
2001); mixed = participants reported practising in more than one community that involved rural and urban populations.

LPN/RPN = licensed practical nurse/registered practical nurse; NP = nurse practitioner; RN = registered nurse;  
SD = standard deviation.
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rapidly changing, nurses reported a lack of context-specific guidance and found it 
difficult to navigate communications. Nurses recounted enacting leadership skills 
to address gaps and inconsistencies with the communication of pandemic policies, 
protocols and public health guidelines. One nurse described how they took  
the lead within their clinic to seek out information and contextualize it to their 
own practice: 

In some places, it was a challenge because for a while there was no guid-
ance for primary care in the initial phases, it was only acute care. So, we 
did some adaptations, but we found everything online. (ON17 NP)

Another nurse recalled receiving limited communication and guidance, prompt-
ing her to take initiative: 

So, there wasn’t a lot of direct updates [for] us; we did a lot of asking: “Can 
we keep the mask mandate? Can we run COVID clinics? … We think the 
community is asking for these things, can we do them? We think it would 
be helpful.” (NS07 NP)

Leadership was demonstrated when nurses served as the primary source of 
knowledge for other staff/providers in their clinic. One RN participant assumed 
the responsibility of sharing knowledge with the physicians in the clinic, thereby 
ensuring they stayed up-to-date on COVID-19 guidelines and could focus their 
time on patient care delivery: 

I was keeping the doctors up-to-date on what was going on. … They’re 
so busy just trying to keep their head afloat … but I could focus on their 
patients and what was going on with the COVID updates and guidelines 
and things like that and what was changing. So, I would spread the infor-
mation around. So, quite often they would come to me and say, “So what’s 
going on today?” or, “What was the last update?” and I would be able to 
find that. (NS09 RN)

Another participant described sharing public health guidelines with peers: “I 
would help the other physician disseminate the new information that was coming 
through in terms of spread, protocols to protecting ourselves, screening” (ON26 
NP). Nurses took initiative to provide education to other members of the clinic 
team. An NP participant stated: 

… when the vaccines were coming out or we were discussing potential 
vaccines, helping to disseminate that information to people based on my 
weekly Health Unit updates that I was receiving … [and] assisting with 
any questions between employees. (ON26 NP)
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Similarly, an RN with vaccination experience developed a vaccination training 
program in an effort to educate other members of the clinic: 

I took it upon myself to ensure that we had a training program to make 
sure that each of the nurses or whoever was going to be administering the 
vaccines was aware of it … there [were] different little caveats that [were] 
very legislatively dictated that I ended up having to make sure I under-
stood it, from an educational component, and then developed the appro-
priate program … (NL08 RN)

Nurses demonstrated leadership by taking initiative to develop workflow  
protocols and policies within the clinic. An NP from ON stated: “So, as part of 
the COVID team, we actually developed a physical clinical flow” (ON17 NP). 
Another NP described how she led the development of a policy related to screen-
ing: “… I started to make some policy myself … a little handout I made on how to 
do a swab and a little clip from YouTube, to actually show how to do it … to test 
the right way” (ON22 NP). In addition, nurses developed and disseminated proto-
cols to assist other community organizations. One RN described how, as part of 
her practice focused on harm reduction and the provision of low-barrier primary 
care services, she assisted community shelters with the establishment of protocols 
for implementing infection prevention and control procedures: 

… we helped [the shelters] establish protocols for isolation. … So, it was 
challenging in the sense to try to … provide reassurance, try to set up 
plans, try to have a donning and doffing station, and show them how to 
wear the PPE [personal protective equipment] … (NL19 RN) 

Another participant recounted developing workflows related to daily clinic opera-
tions that were shared and adopted by other primary care settings: 

It was us who [designed an electronic version of a clinic workflow]; the 
nurses did that. We didn’t have any external support helping us do that. I 
designed that spreadsheet on my own time to help me and then we ended 
up making copies of it and sending it to the other districts. (NL01 RN)

Nursing leadership was also demonstrated through outreach activities at a system/
population level. Participants reported engaging in outreach with organizations 
outside of their primary care clinic: “A lot of what we did in those early months 
was a lot of outreach to different organizations or different parts of [the Regional 
Health Authority]” (NL07 LPN). Nurses also described advocating for socially 
marginalized or medically at-risk patient groups who were facing additional 
barriers and disproportionately impacted by the pandemic, such as unhoused 
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individuals, those of low socio-economic status, those with pre-existing chronic 
diseases and the elderly. One LPN described liaising with different community 
organizations to advocate for patients with limited resources: “We had elderly 
people come in who, you know, relied on food banks or they didn’t have a whole 
lot of money or they didn’t have someone to go to the store for them” (NL07 LPN). 
Another LPN described advocacy to support safe patient care: 

And there was no real process in place for [patients] at this point. So, we 
kind of had to reach out to the opioid treatment centre, recovery centre 
… [and] really do a lot of digging around in how we can get these patients 
their necessary medication, but also trying to keep everyone safe in the 
process. (NL07 LPN)

Nurses recognized and understood patient and health system needs and took the 
lead in filling perceived gaps. In the absence of formalized guidance, nurses were 
tasked with making their own decisions around how to adapt changes to their 
practice due to the time-sensitive nature of the unfolding pandemic: 

So, we just start[ed] making the changes [to clinic operations] ourselves. 
Like we didn’t really wait until [management] came down with it, you 
know what I mean? Because it takes a little longer to get their policies 
written up … (NS05 NP) 

Given the lack of clear direction or actionable guidelines specific to primary care, 
nurses assumed leadership roles and made decisions around the safest course of 
action for implementing certain protocols. One RN describes stepping up to help 
the clinic with issues related to staffing shortages and devising how to keep the 
clinic operational in the face of staff members contracting COVID-19 or require-
ments to quarantine after exposure: “… that was a big part of our role as the team 
leads here, was figuring out what to do [with staff shortages]. … [I]t’s just figuring 
out … what’s the safest way to do this and roll this out” (BC12 RN).

Leveraging Leadership Experience
Participants described how existing positions of leadership were leveraged during 
the pandemic. Many nurses in existing leadership roles prior to the pandemic, and 
often NPs in a perceived or actual position of leadership, took on specific positions 
that were pandemic focused and created in response to a critical need. Existing 
formal leadership roles consisted of designated positions within primary care that 
nurses had been officially appointed to, where they carried out leadership activities 
in an official capacity such as “manager” (NL05 RN) or “clinic supervisor” (BC12 
RN). For instance, an RN with previous leadership experience was asked to take on 
additional activities to address a gap that had emerged in clinic leadership:
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So, there … [were] some changes in leadership and I do have a previous 
background in leadership, so I was asked to fill some roles that weren’t 
normally mine. … My manager asked and I agreed. I just … stepped into 
the role and I think it made sense just because I did have that … previous 
experience. (BC10 RN)

In many instances, nurses had pre-existing skills that made them well-positioned 
to take on key leadership roles. For example, nurses with existing experience in 
providing vaccinations were often asked to oversee COVID-19 vaccination clinics: 

But definitely when I was helping lead the vaccine programs on a large 
scale, I was sort of more [involved] in managing, helping to manage I 
guess, the clinics themselves and I was basically the vaccine go-to person. 
(NL13 RN)

Another participant described a similar experience: “… I ran the immunization 
clinics in the evenings almost completely independently with just very minimal 
support” (NS07 NP).

NPs often found themselves in leadership positions and overseeing clinic opera-
tions due to their advanced education and the formal leadership associated with 
their positions. One NP participant elaborated on how leadership responsibili-
ties would automatically fall on her: “… I’m the only nurse practitioner here and 
usually if we have something like that happen, like SARS or H1N1 … I usually am 
the one sort of assessing what we might need here” (NS05 NP). NPs also tended to 
have greater access to information than other members of the team and frequently 
acted as leaders by disseminating pertinent knowledge: “So, the nurse practi-
tioner … she spearheaded a lot. … They had their COVID committee … and [the 
committee] were very good to make sure that we knew what was happening and 
what was going on” (ON21 RPN). Another NP participant recounted how their 
access to information led them to assume a leadership role in disseminating public 
health updates: “… there [are] two NPs in our program. We both are kind of lead-
ing it and help with the program but I would be involved in the weekly COVID-19 
public health update” (ON26 NP). 

The Value of Nursing Leadership
Participants expressed the importance of nurses in leadership roles during the 
pandemic and the unique contribution of these roles to primary care functioning. 
However, despite widespread agreement, some participants felt their leadership 
skills were not fully recognized. In particular, participants expressed that nurses 
were not granted the opportunity to effectively engage in leadership to the full 
extent of their capabilities, with their activities often being directed toward other 
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areas of the pandemic response that did not fully utilize their skills: “My gut says 
they were asked to do too much in some capacities … and not given opportunity 
to do enough in other areas, like more leadership-type roles” (BC08 RN). In some 
cases, a lack of recognition toward the contributions of nursing leadership could 
hinder a nurse’s ability to fully optimize these roles. An RN expressed a desire for a 
more prominent role in pandemic planning, particularly around the clinic organi-
zation and flow, but was hindered by the inability of those in leadership positions 
to recognize the value of this contribution: 

So, I think even us taking on a bit more of a planning role would be bene-
ficial. … I certainly wouldn’t mind doing more of that if the need arose 
again, but like I said, the [managers in the] clinic didn’t see the benefit in 
letting us go to do that. (NS10 RN)

Participants also voiced concerns about the limited representation of nurses in 
leadership and emphasized the importance of nurses being more involved in deci-
sion making, with one RN noting: “… I saw a lot of scenarios where I thought, oh, 
if nurses had been involved in this decision, I don’t think it would have gone this 
way. … [W]e could have moved nurses, I think, into more leadership roles” (BC08 
RN). Nurses expressed concern that those tasked with creating policies often 
lacked insight into the distinctive role and perspective of nurses in primary care. A 
nurse expressed the need for greater inclusion of nursing expertise in policy devel-
opment: “I think especially the input into how the system is developed. … I think 
that input into what’s feasible and practical would have been a helpful contribu-
tion” (NS03 NP). Likewise, an RN participant articulated the need for front-line 
providers to have their voices heard, as they are well-positioned to speak to the 
day-to-day clinic operations and unique functions of primary care: 

I think that [decision makers] could have … listened a bit more to the front-
line workers and had some of those front-line people involved in some of 
those meetings. I feel like sometimes with leadership, it’s a very, you know, 
“here’s our ideas,” but … it’s difficult for them to know day-to-day how the 
operation will … look and the nuance of that. It really does a disservice to 
the clients [when decision makers are] not really listening to the people who 
are doing the actual work and not getting input from them. (BC10 RN)

Despite the underutilization of nursing leadership in some instances, the 
pandemic highlighted the value of developing new leadership roles and oppor-
tunities for nurses. In these cases, nurses made valuable contributions to overall 
primary care functioning and showcased their leadership. For example, an LPN 
reflected on how she and her colleagues were able to demonstrate their leadership 
capabilities by overseeing assessment clinics: 
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Not to toot my own horn or anything, but me and another LPN that I 
worked with … we were … running some of the COVID clinics. When 
our managers weren’t there, they were like, “You need to make sure every-
thing is running smoothly today.” And, you know, we’re capable of doing 
that … (NL07 LPN)

Similarly, some participants took on new leadership roles to ensure that trainees 
were receiving appropriate guidance. For example, an NP described accepting a 
position that involved overseeing newly graduated NPs: 

I knew that innovation was coming because it had to. I knew that we, our 
systems, were getting overwhelmed, and I knew that there would be a lot 
of change for NPs. I don’t know that I would have been as willing to take 
[a new leadership position] had the last two years not been as challeng-
ing for me, because all I could think was, if this was this challenging for 
me, how did the new grads feel? And so, I realized I had to take a role in 
supporting, and in some ways protecting [new graduates] by helping to 
guide what [transition to practise for new NPs] should look like and what 
the key … pieces would be to include and change. (NS08 NP)

Some participants expressed that nursing voices within leadership roles appeared 
to be more valued after their critical contributions were exemplified during the 
pandemic. One RN noted that the display of effective leadership by nurses during 
the pandemic led to an increased appreciation for the nursing role in primary 
care: “I believe that the [primary care nurse] role, we became more of a leader. … I 
actually think they treat me different[ly] now after COVID. … [They show m]ore 
respect” (NS09 RN). Another participant described a shift in viewpoints regarding 
the importance of nurses in leadership: 

And [the pandemic is] also, in a funny way, helping nurse practitioners 
to have a lot more credibility with the public, with other health providers, 
with leaders, because they really can and should be stepping into lots and 
lots of innovation … (NS08 NP)

The pandemic highlighted nursing leadership capabilities that may have been 
previously unrecognized and underutilized. As one participant expressed: 

… I think my being a nurse was significant because there are other sites 
that didn’t have nurse managers and did not respond in the same [way]; 
like it was very, definitely challenging [for them]. … So, I think the role of 
nursing was very much highlighted and I think the flexibility and fluidity 
of the role of the nurse too, because every day I’d say to the staff, “Okay, 
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now we’re doing this, now we’re doing this.” … But I think leadership was 
huge; our team lead was a nurse and that person was running the show 
every day and everyone knew it. (BC08 RN)

Discussion
This study describes the leadership roles that nurses demonstrated or adopted 
during the COVID-19 pandemic and nurses’ perspectives on the value and 
need for nursing leadership in primary care. Prior to this study, there was scant 
evidence to inform nursing leadership roles during a public health crisis (ICN 
2024; Rosser et al. 2020). Our study demonstrated that pre-existing leadership 
competencies were made visible by nurses across all regulatory designations (NPs, 
RNs, LPNs/RPNs) and ensured the ongoing provision of patient care in rapidly 
changing circumstances.

Nurses in our study identified situations where they enacted leadership competen-
cies that were not necessarily embedded in routine primary care practice, includ-
ing creating and implementing policies and clinic workflows, managing and advo-
cating for resources, educating clinic team members and providing outreach to 
community organizations. Many of these are identified as leadership roles within 
the Canadian competencies (CCPNR 2019; CCRNR 2023; Lukewich et al. 2020). 
Our findings also align with previous research on nursing leadership, as well as 
leadership in healthcare more broadly, during a pandemic. For example, an inter-
national review of evidence found consensus on 10 leadership imperatives to serve 
as a guiding framework for health leaders during a pandemic (Geerts et al. 2021). 
Nurses in our study engaged in a number of these essential leadership imperatives, 
including maximizing team, organizational and system performances; manag-
ing the backlog of paused services and considering improvements; providing 
regular communication and engendering trust; and consulting with public health 
and fellow leaders to improve care and emergency preparedness (Geerts et al. 
2021). These leadership imperatives could be incorporated into future primary 
care-focused pandemic plans using concrete examples of what we have learned 
from the experiences of primary care nurses during the COVID-19 pandemic. 
In another study, Aquilia et al. (2020) studied nursing leadership across different 
healthcare settings in the US, highlighting nurses’ roles in adapting to novel situa-
tions and effectively leading pandemic response efforts through informed decision 
making. It is anticipated that the increased leadership responsibilities acquired 
during this crisis are unlikely to diminish with the waning of the pandemic 
(Wymer et al. 2021). These opportunities should be effectively leveraged to sustain 
and empower nurse leadership engagement, particularly as a means to enhance 
capacity in team-based primary care.
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Evidence suggests that a lack of: clearly defined roles, recognition of leadership 
functions, opportunities to work at a strategic level and position/authority within 
organizations are considered barriers to nursing leadership advancement (Hughes 
2018). In our study, nurses identified similar factors that hindered their ability 
to enact leadership, including a lack of clear direction or actionable guidelines, 
rapidly changing policies, capacity and staffing issues and a lack of recognition 
and inclusion in policy development and decision-making processes. Participants 
in our study perceived that health leaders (often non-clinical individuals 
with minimal understanding of the front-line nursing experience) overseeing 
pandemic response planning lacked a comprehensive understanding of primary 
care and the value of nursing within this setting (e.g., the scope of practice, the 
nature of longitudinal care, etc.). Similar to prior research highlighting the lack 
of prioritization of primary care and the limited representation of primary care 
voices in decision making broadly (Mathews et al. 2023d; Roe et al. 2022), this 
oversight affected the healthcare system’s capacity to fully leverage nursing exper-
tise. Consequently, this resulted in negative impacts on patient care, resource allo-
cation and workforce management.

Implications for Nursing Leadership
A report by the World Health Organization (WHO 2020) recommends that 
healthcare systems take action to strengthen leadership roles within the nursing 
profession. Similarly, a recent report by the International Council of Nurses (ICN 
2024) emphasizes the critical role of nursing leadership in advancing primary care 
and advocates for the empowerment of nursing leadership through their active 
participation in policy development. We recommend that, during pandemic 
planning and future public health crises, governments leverage nursing knowl-
edge and expertise directly. The Canadian Nurses Association requested greater 
nursing engagement during the pandemic (CNA et al. 2020), prompting the 
Government of Canada to reinstate the chief nursing officer position in an effort 
to increase nurses’ contributions and to increase their involvement in healthcare 
decision making (Government of Canada 2022). The prioritization of leadership 
is fundamental to advancing the nursing profession (Institute of Medicine [US] 
Committee on the Robert Wood Johnson Foundation Initiative on the Future 
of Nursing, at the Institute of Medicine 2011), and there is a clear and consistent 
need for decision makers to involve nurses during healthcare crises, specifically 
concerning resource allocation and workforce management to improve patient 
care. By leveraging nursing leadership, many health system challenges can be 
addressed and a more robust and timely pandemic response can be coordinated.

Limitations
Interviews were conducted across four regions in Canada; our findings may 
not reflect the experiences of all nurses or those in other Canadian regions. 
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Our interview guide consisted of semi-structured questions related to roles and 
barriers/facilitators that nurses encountered during the different stages of the 
pandemic. While participants were not asked specifically about their enactment 
of leadership roles, these themes arose organically and probes were employed to 
further explore these concepts. Lastly, interview data, as with all self-reported 
data, are subject to recall and social desirability bias (Bergen and Labonté 2020; 
Coughlin 1990); however, this was mitigated through the use of experienced inter-
viewers who provided descriptions of each pandemic period to enhance recall and 
the use of consistent probes to encourage self-reflection.

Conclusion
Research informing leadership roles and opportunities for nurses in primary care 
is limited. Challenges arising from the COVID-19 pandemic allowed for increased 
visibility of these roles and opportunities for nurses to enact new leadership roles 
in primary care. Findings provide direction for health leaders and decision makers 
about the importance of directly involving nurses in pandemic planning and deci-
sion making during future healthcare crises. Nurses’ leadership competencies 
should be leveraged to improve patient care experiences and address challenges 
facing health systems, especially in times of crisis. Future research should explore 
strategies for the intentional and effective integration of nurses into leadership 
positions in primary care settings, including assessing the impact of this integra-
tion on patient outcomes, healthcare delivery and organizational effectiveness.

Correspondence may be directed to Julia Lukewich by e-mail at jlukewich@mun.ca.
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Abstract
Registered nurse (RN) prescribing has been successfully implemented globally in 
various countries, yet it remains a relatively new practice in Canada. RN prescrib-
ers have the potential to improve role satisfaction and access to care; however, 
the implementation of the role is influenced by various change levers that shape 
its success and integration. This commentary offers perspectives from the Nova 
Scotia (NS) RN prescribing steering committee and shares the achievement that 
took place in NS when a learning health system approach was applied. Local expe-
riences were systematically integrated, generating new knowledge with a focus on 
this new role and the expanded responsibilities of RNs in healthcare teams in NS.

Purpose
Registered nurse (RN) prescribing refers to the ability and authority to prescribe 
autonomously by RNs who have advanced specialized education in prescribing 
medications and diagnostics within a defined scope and population of patients 
and is separate from the prescribing roles of nurse practitioners (NPs) (Ladd and 
Schober 2018). The role and responsibilities of RNs is constantly evolving to meet 
the needs of patients, families and communities. Early in 2021, NS Health and 



 97

IWK Health, in partnership with Dalhousie University School of Nursing and 
the Nova Scotia College of Nursing (NSCN), launched a graduate-level certifi-
cate program to prepare RNs to practise as an RN prescriber. On January 1, 2022, 
educated RN prescribers entered the workforce for the first time in the province. 

To date, limited information has been disseminated on the implementation. This 
commentary aims to share perspectives from members of the Nova Scotia (NS) 
RN Prescribing Steering Committee regarding the implementation of the RN 
prescribing role. In particular, the iterative journey has been characterized by 
setting a foundation for change, leveraging data and experiences to inform deci-
sions and maintaining a commitment to rapid learning and improvement – an 
approach defined as a learning health system.

Introduction
Internationally, RN prescribing dates back to 1994 (Adams et al. 2010; Latter 
and Courtenay 2004; Maier 2019; Short et al. 2024; Wilkinson 2011), with the 
overall aim of improving access to healthcare services for patients seeing nurses 
in primary health. Latter and Courtenay (2004) performed a review a decade 
after the introduction of the role and found that the model of permitting RNs to 
prescribe medications was largely positive and was thus explored as a possibility 
within Canada. The Canadian Nurses Association (CNA) (2015) recommended 
optimizing the RN role to include prescribing as one way to improve access to care 
in the spirit of the right provider at the right time and in the right place. Using 
the success in England as a blueprint, as well as the recommendations and frame-
work created by the CNA, in 2016, a group of provincial nursing leaders began 
a multi-year exploration. The focus was on optimizing the scope of RNs and 
ways to improve access to care for NS residents. This group, known as the NS RN 
Prescribing Steering Committee, was comprised of health system partners, includ-
ing two large acute and primary healthcare employers, a university school of nurs-
ing graduate studies program, the provincial Department of Health and Wellness 
and the provincial nursing regulatory and licensing body, the NSCN.

This dynamic group demonstrated that changes in nursing are best actualized 
when system partners work together. The committee began visualizing the neces-
sary components within the NS context to enable RNs to become authorized 
prescribers within specific populations and for certain conditions, removing the 
need to wait to access care. In addition, healthcare professionals work within 
teams, and to work most effectively, these teams must ensure that each role is 
optimized, complements the roles of others, adapts to meet changing needs and 
provides safe and quality care. Transitioning RNs to RN prescribers was one 
approach to achieve this goal.

Implementation of Registered Nurse Prescribers in Nova Scotia
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Setting the Foundation
The foundation for RN prescribing in NS consists of four interconnected 
elements: structure, defines the role and the regulatory framework; competence, 
encompasses the knowledge, skills and judgement needed for safe and ethical 
practice; practice, focuses on professional and collaborative care; and evaluation, 
assesses progress and supports integration into practice environments and teams 
(Bryant-Lukosius et al. 2016; CNA 2015). Figure 1 illustrates a visual representa-
tive of our implementation framework.

In 2018, the committee members conducted an environmental scan and literature 
review and developed a communication strategy and RN prescribing education 
model. Legislative and regulatory changes were required to support this compe-
tency, with the NSCN responsible for creating regulations and guidelines for RN 
prescribing and training. While waiting for the legislation process to be finalized, 
the committee members established the foundation for RN prescribing in NS, 
focusing on expanding RN scope, responsibilities and competencies to include 
authorization to prescribe. Legislation changes were proposed in February 2019 
and approved in June 2019, and education and regulatory changes were finalized 
in the fall of 2019. 

Moody et al. (2020) revealed the importance for RN prescribers to have advanced 
knowledge of pharmacology above what is necessary at the entry-to-practice level 
and clinical experience in their intended practice setting. The practicum experi-
ence helped the developing RN prescriber to practise the skills of prescribing in 
the context of the population and the advanced knowledge gained in their educa-
tion (Moody et al. 2020). The advanced pharmacology and clinical experience 
created the backbone of the education program. Dalhousie University School of 
Nursing launched its first graduate-level RN Prescribing Certificate Program in 
January 2021.	

The identification of target populations laid the groundwork for addressing health 
needs of Nova Scotians. Approved practice settings to be trialled by NS Health and 
IWK Health included primary, emergency and ambulatory care areas. The PEPPA 
(Participatory Evidence-informed Patient-centered Process for Advanced Practice 
Nursing Role Development)-Plus Framework (Bryant-Lukosius et al. 2016) 
guided prioritizing populations and prepared teams for RN prescriber integration. 
Comprehensive implementation plans were launched, and the first group of RN 
prescribers joined the workforce in early 2022. 

The committee convened and expedited evaluations and decisions on specific 
time-sensitive matters. Monthly meetings co-chaired by the two employers 
continued until the spring of 2024, when the provincial committee transitioned 
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into more of an advisory and monitoring role following the successful implemen-
tation of RN prescribing into various clinical settings around the province. New 
milestones were created that focused on scale and the intentional spread of the RN 
prescribing role into the larger healthcare system. The NS RN Prescribing Steering 
Committee re-enforced a learning health system approach where day-to-day 
experiences were utilized to create a rapid feedback loop for continuous improve-
ment (Nova Scotia Health Innovation Hub n.d.). 

Figure 1. NS approach for implementing RN prescribers

• � Provincial Steering Committee struck
• � Environmental scan, literature review and 

interviews conducted
• � Adopted Canadian Nurses Association Framework 

for RN Prescribing
• � Legislative changes proposed to government
• � Regulatory components approved
• � Initial RN Prescriber Guidelines  

proposed by NSCN
• � Ongoing support from the  

government of NS 

• � Provincial RN Prescribing education model 
developed

• � Nurse prerequisites and competencies defined
• � Curriculum designed and approvals sought at 

Dalhousie University 
• � Scope of employment designed with continuing 

professional development plan proposed to 
service providers and union partners 

• � Learning health system  
approach adopted

• � Questioned: Have we met our  
goals? What are we learning?

• � Collaboration between steering 
committee and each operational unit 
strengthened

• � Tracked progress, actions and outcomes with  
ongoing refinements

• � Comprehensive approach to sharing key  
findings launched

• � Initiated PEPPA PLUS Evaluation 
plan

• � Initial populations identified with 
focus on access to care 

• � Site and nurse selection completed
• � Implementation plans launched
• � RN prescribers implemented in primary care, 

emergency and ambulatory care settings

STRUCTURE COMPETENCE

PRACTICEEVALUATION

NS = Nova Scotia; NSCN = Nova Scotia College of Nursing; RN = registered nurse.

 
NS Healthcare
During the initial RN prescribing implementation, the population of NS was 
approximately 992,005 (Nova Scotia Department of Finance 2021). Half of the 
province’s population was living in rural communities. The NS perspective 
mirrors the Canadian context with respect to the high burden of chronic disease 
management, advancing citizen age and the complexity and acuity of patients 
requiring acute care services (CIHI 2021). The percentage of NS’s population over 
the age of 65 is 20.8% (CIHI 2021). Currently, this age cohort uses more than 50% 
of hospital-based care (CIHI 2021). 
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Given the identification of NS care needs, it has been asserted that an interprofes-
sional team-based approach to care is required, where all providers work collabo-
ratively and at an optimal scope of practice. The RN prescribing strategy and 
implementation emerged as a key solution to improve access to care and enhance 
the experiences of patients and providers during and beyond the COVID-19 
pandemic. Despite delays in the initial offering of the education, the COVID-19 
pandemic became a catalyst for more rapid adoption of RN prescribing. It also 
provided an opportunity to expand other roles and scopes of practice in NS, 
including that of the pharmacist prescriber and varied models of care. 

The NS RN Prescribing Steering Committee adopted a learning health system 
approach, using real-time data and feedback to guide decisions. Their focus 
remained on increasing the autonomy of nursing scope and increasing access 
to care through RN prescribing. Achieving RN prescribing and other author-
ized prescriber role integration into healthcare teams was recognized as a crucial 
component to improve healthcare access and sustainability in NS. 

Drivers in Change
The committee needed to move crucial levers to help create the change possible to 
implement RN prescribing within NS. Several key drivers in change enabled the 
overall implementation of the role. They included: 

•	 the Provincial Nursing Network (PNN) chaired by the Department of Health 
and Wellness, who endorsed and provided funding;

•	 legislation changed to NS Nursing Act (Government of Nova Scotia 2020) and 
regulatory frameworks being established by the NSCN; 

•	 approval by the University Senate and the NSCN of a three-course certificate 
program at the graduate level for RNs at Dalhousie University School 
of Nursing;

•	 clinical teams and leadership at both Nova Scotia Health and IWK Health  
that were involved in preparatory discussions to address any team conflict and 
concerns from other authorized prescribers who felt threatened by this new 
role’s implementation;

•	 nurses willing to pursue advanced education and adapt to real-time refinements;
•	 the province’s Drug Information System expanded to include RNs authorized 

to prescribe. Provincial prescribing numbers had to be obtained for new 
RN prescribers;

•	 the Government of Nova Scotia developing a Health Action Plan whereby data 
were collected and shared; and

•	 impactful partnerships with patients, government, nursing unions, regulatory 
bodies and academic and health partners as being vital to success.
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Discussion 
Committee members agreed that RN prescribing was timely; relevant; and in 
keeping with the mission, values and direction of the two employers and other 
health service providers. This was further supported by the provincial mandate 
for role optimization within the health workforce and timelier access to care. The 
committee members reviewed lessons learned for each phase of the implementa-
tion. Furthermore, RN prescribing learners and their employers met regularly to 
discuss facilitators and challenges related to their involvement in the initiative. 
The PEPPA PLUS Framework (Bryant-Lukosius et al. 2016), aligned with the 
principles of a learning health system, guided the evaluation process. Investigating 
the lessons learned, several key conclusions can be drawn. 

RN Prescriber Role Implementation
The implementation of RN prescribing between 2020 and 2024 faced challenges 
due to the COVID-19 pandemic. The first cohort, initially planned for September 
2020, was delayed until January 2021. Nurses struggled to balance increased 
patient care demands with the rigorous graduate-level program, leading to  
higher attrition rates. Health service managers and Dalhousie University  
faculty supported learners by extending deadlines for assignments and clinical 
placement hours. 

The implementation of RN prescribing sparked mixed emotions, including excite-
ment as well as concerns, from other prescribers about safety and role ambigu-
ity. Despite efforts to clarify the limited, collaborative scope of RN prescribers 
compared with NPs, members of the healthcare team often struggled to fully 
understand these distinctions. This confusion added stress and became a barrier 
to role acquisition for RN prescribing learners. Regular communications between 
the RN prescribing learners, employers, faculty and key partners helped to address 
fears and answer questions. This communication became an opportunity to high-
light the extensive work done in creating safe structures, advanced education and 
regulations, ensuring a well-planned implementation of RN prescribing. 

The direct support from the employers’ Interprofessional Practice and Learning 
(IPPL) teams ensured collaborative practice was fostered and was key to successful 
change management and role implementation. Implementation support such as 
mentorship provided a clear understanding of the purpose and parameters associ-
ated with this new role. Equally important was the continued support by the RN 
prescribers’ health service managers, who were able to facilitate necessary organi-
zational, structural and process changes. These changes included recognition and 
acceptance by departments such as laboratory services, diagnostic imaging and 
information management/information technology of the licensed RN prescriber 
to be able to prescribe and order diagnostics within the provincial systems. 
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Operating procedures of these departments can be clinical site, or zone specific, 
instead of standardized across the province, which delays the effective implemen-
tation of the RN prescriber role today. 

IPPL teams continue to play a critical role in removing barriers to successful 
RN prescriber implementation. This includes securing alternative solutions to 
a lack of clinical preceptors in care areas without NPs or physicians, providing 
clarity and education on the appropriateness of integration of an RN prescriber 
versus other roles into an interprofessional team and ongoing support with the 
RN prescribers’ transition to practise. Lastly, IPPL teams are monitoring patient 
outcomes, prescribing patterns and team dynamics, while advocating and 
communicating efforts with the NS RN Prescribing Steering Committee. The 
interaction between the two groups continues to guide implementation through 
our learning health system approach. 

Nursing Workforce Trends
A secondary aim beyond access to care and role satisfaction is the retention of 
nurses in the current system. Healthcare globally is experiencing human resource 
challenges, with the World Health Organization (WHO) projecting a shortage of 
10 million healthcare workers by 2030 (WHO 2024). Nurses represent the larg-
est portion of the workforce in healthcare, with workforce data in 2020 indicating 
that Canada employs roughly 448,000 nurses (CIHI 2021). The Royal Society of 
Canada produced a policy briefing in 2022 called Investing in Canada’s Nursing 
Workforce and identified several factors associated with poor recruitment and 
retention, one being a lack of autonomy in nursing roles (Tomblin-Murphy et al. 
2022). In addition, in 2022 the Government of Nova Scotia released its Action for 
Health: Strategic Plan. The plan focuses on advancing six core solutions centred 
on attracting healthcare professionals and progressing the healthcare system to 
ensure that Nova Scotians receive the best care possible (Government of Nova 
Scotia 2022). 

Conclusion
Advancing RN practice to include RN prescribers increases access to care 
and optimizes the role of the nurse, resulting in retention and satisfaction. 
Optimization has been implemented in NS based on the ingenuity of the nursing 
leaders in the system. Collaboration, determination and a shared understanding 
allowed NS to successfully implement RN prescribing. This was based on the iter-
ative process, guided by continuous learning and improvement, and using a learn-
ing health system approach, emphasizing the collection and use of real-time data 
and feedback to inform decisions. As RN prescribing matures in our province, we 
will continue to evaluate the improved healthcare access for patients and greater 
satisfaction of nurses to guide us into the future.
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Introduction
Primary healthcare is based on an approach to health that offers comprehensive 
and integrated health services to the entire population. It is founded on princi-
ples of justice, equity and solidarity, which take into account social determinants 
(WHO n.d.). As a first-contact point of care, primary care must promote acces-
sible, continuous, comprehensive, person-centred and coordinated care to popu-
lations  (AAFP n.d.; CFPC 2019; Statistics Canada 2020; WHO n.d.). In Canada, 
primary care clinics adopt the Patient Medical Home (PMH) model to achieve 
these goals. The PMH model refers to team-based care and focuses on healthcare 
and services delivered by a group of professionals (i.e., family physicians, primary 
care registered nurses [PC-RNs], social workers, physiotherapists and pharma-
cists) working together (CFPC 2019). The PMH must ensure high-quality care 
and services as it offers, among other things, better accessibility and comprehen-
sive and timely healthcare (CFPC 2019; CMA n.d.). This model relies on 10 pillars 

Abstract
Many authors have reported significant variability in the scope of practice of 
registered nurses (RNs) working in primary care clinics. Existing self-reported 
questionnaires (SRQs) for evaluating nurses’ scope of practice in these settings 
are poorly documented, and the conditions for using SRQs in primary care settings 
are not well understood. We conducted a scoping review using the Joanna Briggs 
Institute methodology and Preferred Reporting Items Systematic reviews and 
Meta-Analyses extension for Scoping Review (PRISMA-ScR) guidelines to identify, 
describe and map current knowledge on SRQs assessing the scope of practice of 
RNs in primary care. We followed a structured process including search strategy, 
data extraction and result presentation. This paper presents the results of a scop-
ing review of 12 articles on SRQs assessing nurses’ scope of practice in primary 
care, detailing SRQs, their dimensions, conditions of use and development qual-
ity. These results support the need to measure primary care nurses’ scope of 
practice in order to identify the needs and assess the effects of existing and future 
trainings and organizational structures.

Measuring Registered Nurses’ Scope of Practice in Primary Care
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divided into three domains: (1) foundation; (2) function; and (3) ongoing devel-
opment (CFPC 2019).

Among the different members of the team-based care promoted by the PMH, 
the PC-RNs are an active part of the primary care team and have competencies 
specific to their work (CFPNA n.d.; Lukewich et al. 2020). A Canadian compe-
tency guide for PC-RNs presents six domains of expertise: (1) professionalism;  
(2) clinical practice; (3) communication, collaboration and partnership;  
(4) quality assurance; (5) evaluation and research; and (6) leadership (CFPNA 
n.d.; Lukewich et al. 2020).

Despite the guidance provided by Canadian guidelines (the PMH model and the 
Canadian Family Practice Nurses Association [CFPNA] competencies) to support 
primary care disciplinary and interdisciplinary services organizations (CFPNA 
n.d.; CFPC 2019), several issues have been reported such as lack of access, lack 
of family physicians, fragmentation of care, increase in chronic diseases, aging 
population, care inequities and understaffing of health services (Association 
médicale canadienne et al. 2022; Gouvernement du Canada 2011, 2021; Queenan 
et al. 2021). These issues have also been reported globally, indicating that they 
are not unique to the Canadian context but are prevalent in primary care systems 
worldwide (Bodenheimer et al. 2009; Endalamaw et al. 2024; Starfield et al. 2005; 
WHO n.d.). To overcome some of these difficulties, such as the lack of access to a 
provider, the increase in chronic diseases and the care inequities, PC-RNs could 
serve as key collaborative contributors with interdisciplinary team members. 
Indeed, they can take on several nursing activities including assessing physical 
and mental conditions, preventing disease, promoting health, managing chronic 
or acute disease, partnering with patients and families when providing care and 
services and collaborating with other health and services professionals (CFPNA 
n.d.; Keleher et al. 2009; Lukewich et al. 2014, 2020; Norful et al. 2017; Poitras 
et al. 2016, 2018a). However, several authors reported variability in the scope 
of PC-RNs’ practice from clinic to clinic and from professional to professional 
(Halcomb et al. 2016; Lukewich et al. 2014; Norful et al. 2017; Poitras et al. 2018a). 
Assessing the professional practice of PC-RNs using an  SRQ could help identify 
specific training and infrastructure needs of PC-RNs to support the strengthening 
of the workforce across Canada. Very little is currently known about SRQs  
evaluating PC-RNs’ scope of practice in Canada and internationally (Braithwaite 
et al. 2022; Halcomb et al. 2016; Kerdmuang et al. 2014; Landu and Crowley 2023).

Aim
The aim of this study is to identify SRQs assessing registered nurses’ (RNs’) scope 
of practice in primary care. Specific objectives are (1) to document the dimensions 
assessed in SRQs and (2) to assess the quality of the SRQs’ development.
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Methodology
Study Design
We used a scoping review design to identify and describe SRQs measuring the 
RNs’ scope of practice in primary care. We used this design to map the current 
knowledge relating to SRQs assessing PC-RNs’ scope of practice (Arksey and 
O’Malley 2005; Peters et al. 2022). We followed the Joanna Briggs Institute 
(JBI) methodology and the Preferred Reporting Items Systematic reviews and 
Meta-Analyses extension for Scoping Review (PRISMA-ScR) to report the data 
(Aromataris et al. 2024; Tricco et al. 2018). We followed these steps: (1) review 
question; (2) inclusion criteria; (3) search strategy; (4) screening and selection  
(5) data extraction; and (6) data analysis and presentation of results (Aromataris 
et al. 2024). 

Review Question 
What SRQs are available to measure the scope of practice of PC-RNs in primary 
care clinics internationally?

Inclusion Criteria
Population
This scoping review considered studies that involved PC-RNs, who are licensed 
professionals with a bachelor’s degree or a diploma (in some countries) in nurs-
ing (Barrett et al. 2021). They work in collaboration with the family physician and 
other healthcare professionals as an interprofessional team to increase accessibil-
ity and focus on prevention, health promotion and chronic disease management 
across the lifespan (Halcomb et al. 2016; Lukewich et al. 2020; Norful et al. 2017; 
Poitras et al. 2016).

Concept
This scoping review considered studies that included SRQ (Rajai et al. 2023). 
SRQs must include a scoring system based on a psychometric or rash-based 
system. It allows one to obtain a quantitative assessment of the nurse’s scope of 
practice, which includes the roles, functions and activities authorized by the 
profession and which the PC-RN has been educated to perform (Almost 2021; 
Poitras et al. 2016). SRQs must measure specific dimensions of PC-RNs’ scope of 
practice, which can then be generalized to a broader population. Furthermore, 
SRQs’ measurements needed to have a numerical score that can be statistically 
analyzed to assess relationships between these dimensions and individual charac-
teristics of PC-RNs (Creswell and Creswell 2017).

Context
This scoping review also considered the context of primary care clinics, which 
are general practice facilities aiming to facilitate access to healthcare by offering 
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various care services tailored to patients’ needs. Within these clinics, a team of 
family physicians generally works in collaboration with other health profession-
als to offer person-oriented, coordinated and continuous care in a comprehensive 
and equitable manner (AAFP n.d.; CFPC 2019; Halcomb et al. 2016; Lukewich 
et al. 2020).

Types of sources of evidence
The sources of evidence for this scoping review were exclusively searched in scien-
tific databases. Only peer-reviewed scientific articles and review articles address-
ing topics of interest were included. No additional sources were included, as the 
development of SRQs is a research-based process.

Search Strategy
We developed the search strategy to search for a maximum number of relevant 
articles answering the research question. With the help of the academic librar-
ian of Université de Sherbrooke and the research team composed of professors 
(authors MEPo and CG), we developed a global search strategy that includes 
several keywords relating to RN, SRQs, practice and primary healthcare. To 
capture the different keywords and medical subject headings (MeSH) designating 
primary care used by different countries, we relied on the bibliometric analysis 
of Duguet et al. (2023) and the keywords listed in the key articles. According to 
the global search strategy, we first developed individualized exploratory search 
strategies in MEDLINE, with full text (EBSCO), and CINAHL Plus, with full text, 
to explore the most relevant keywords and MeSH, enabling us to find key articles 
relevant to our topic. AM reviewed the number of retrieved articles, their rele-
vance to each keyword, and the inclusion of key articles. Keywords like “frontline,” 
“responsabilit*,” “scale,” “tool” and “function” were removed for being nonvaluable 
and noisy. We held meetings with the academic librarian and research team to 
refine the research strategy. After developing strategies for MEDLINE (EBSCO) 
and CINAHL Plus, we adjusted keywords for Embase, PubMed and Cochrane 
databases using a similar process. The search strategies were applied in April 2024 
and are shown in Table 1, available online at longwoods.com/content/27549. Studies 
considered for inclusion included any full-text study published in English or 
French that developed or used an SRQ to assess the scope of practice of PC-RNs. 
Studies had to be published between 2000 and 2024. This timeline was chosen as 
2000 corresponds to the year in which an increase in the integration of PC-RNs 
into primary care clinics could be observed worldwide (Halcomb et al. 2016; 
Lukewich et al. 2022; Norful et al. 2017; Poitras et al. 2018a; Swanson et al. 2020). 
The studies also had to meet the population, concept and context definitions 
defined earlier. All the SRQs included were designed to assess the scope of prac-
tice of PC-RNs or their equivalent appellation (e.g., general practice nurse, family 
nurse) (Barrett et al. 2021). SRQs assessing PC-RNs who underwent considerable 
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advanced focused training were excluded (e.g., nurse practitioner, advanced prac-
tice nurse). All SRQs that exclusively assessed PC-RNs’ theoretical knowledge 
about specific diseases were also excluded as they do not provide an evaluation of 
clinical practice. All survey-type data collection has been removed, as they are not 
standardized and do not have a scoring system.

Screening and Selection
The research team included AM (student), MEPo (researcher), CG (researcher), 
MEPe (student), PHRL (post-doctoral fellow), MJE (student) and MM (student). 
A preliminary meeting with the research team ensured a shared understanding 
of the selection criteria. The resulting articles after the search strategy were trans-
ferred to Covidence (https://www.covidence.org) to proceed with selection. Each 
member individually reviewed 25 articles using the eligibility criteria. Agreement 
rates with AM ranged from 80% to 96%. Disagreements were discussed and 
clarified with the reviewers. AM screened all articles by title and abstract, while 
the reviewers individually screened about a quarter. Conflicts were resolved by 
consensus between AM and the reviewers. AM and MJE then read the full texts to 
select the final articles. Disagreements between AM and MJE were resolved itera-
tively, with MEPo and CG consulted if needed.

Data Extraction
Data charting process
The articles retained were read and summarized by AM and MJE using the extrac-
tion grid. When the included studies came from an SRQ developed by other 
authors, we searched for the SRQs’ development article in the reference list and 
included it. If the SRQ was developed by other authors and had never been vali-
dated with primary care nurses, only the article where the SRQ was adapted in 
primary care was included, and we did not use the original SRQ development  
article in the data extraction. Data extraction was carried out simultaneously  
by AM and MJE independently in two separate documents as recommended  
by the JBI methodology. 

Data items
The extraction grid was developed by AM in partnership with MEPo and CG 
according to literature, JBI recommendations, PRISMA-ScR recommendations 
and the two primary care frameworks used in Canada. Data extracted in the 
scoping review were classified by author, year of publication, country, number of 
items, questionnaire type (generic or specific), objective of the study, study design, 
population, completion time, dimensions assessed and conditions of use. The 
dimensions reported in the extraction grid were developed based on the 10 pillars 
of the PMH model and the six competencies from the CFPNA framework, result-
ing in 13 dimensions (CFPNA n.d.; CFPC 2019). When the authors of the SRQs 
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evaluated new dimensions not present in the grid, we added them inductively to 
include all the dimensions assessed by the included SRQs. 

Critical appraisal of individual sources of evidence
We assessed the development of the SRQs with the consensus-based standards for 
the selection of health measurement instruments (COSMIN) methodology for 
assessing the content validity of patient reported outcomes measures (PROMs) to 
assess the content validity quality of the SRQs development (Terwee et al. 2018). 
This ensured a thorough evaluation of each SRQ’s quality (Terwee et al. 2018). 
This approach allowed us to systematically appraise the SRQs based on their 
relevance, comprehensiveness and comprehensibility (Terwee et al. 2018). The 
COSMIN methodology for assessing the content validity of PROMs was devel-
oped, but it can also be applied to a clinician’s self-reported measures (Terwee 
et al. 2018). We used this COSMIN checklist since the tools included were articles 
on the development of measurement tools. From this perspective, the content 
validity of tool development is the preferred choice for assessing the quality of the 
development of the tools (Terwee et al. 2018). AM and MJE used the grid recom-
mended by COSMIN and rated the questions of Boxes 1a and 1b independently. 
The conflicts were resolved by consensus following a meeting between AM and 
MJE. The grid including these scores is available in Appendix 1 (available online 
at longwoods.com/content/27549).

Analysis and Presentation of Results
Two meetings were organized between the two reviewers to calibrate the extracted 
data, as well as to discuss the synthesis and interpretation of the extracted data. 
Each grid category was reviewed and compared between AM and MJE for each 
SRQ. As recommended by Peters et al. (2022), we performed a descriptive analysis 
using both deductive (PMH model and CFPNA framework) and inductive (litera-
ture) methods to describe the SRQs and their dimensions and to highlight the 
conditions of use. As a team, we then discussed the key points for each SRQ. The 
results were reviewed by AM and MJE for further refinement. MEPo, CG, PHRL, 
MEPe, MM and MJE participated in the analysis of data and reviewed the studies. 
MEPo and CG also played a mentoring role throughout the process. They ensured 
rigour and enriched the analysis through their expertise.

Results
Search Results
We screened 80 full-text articles for the full-text reading stage. After reading 
the full texts, 12 SRQs were identified: eight SRQ development articles and four 
articles using an SRQ for which they were not the authors were added through 
snowballing. We referred to the questionnaire development articles for these 
four articles to collect and analyze the data. Our search results and the selection 
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Figure 1. Flow diagram 
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of studies are presented in a flow diagram (Figure 1). Among these studies, we 
identified 12 SRQs measuring nursing practice in primary care from 2005 to 
2022, with a higher proportion of studies between 2020 and 2022 (42%) and from 
10 different countries. Concepts measured by SRQs were evidence-based prac-
tice (Gerrish et al. 2007; Ruzafa‐Martínez et al. 2020; Upton and Upton 2006), 
assessment of patients with chronic disease (Carryer et al. 2010), occupational 
health service competencies (Kerdmuang et al. 2014), self-management support 
(Duprez et al. 2016), the scope of practice enactment (Braithwaite et al. 2022), 
intercultural competencies (Harris-Haywood et al. 2014), engagement in primary 
care (Kosteniuk et al. 2017) and collaboration and end-of-life nursing care 
(Jaruseviciene et al. 2019; Lemetti et al. 2021). The SRQs included cover a range 
from 20 to 120 items. Table 2 (available online at longwoods.com/content/ 27549) 
shows the SRQ’s characteristics, and Table 3 (available online at longwoods.com/
content/27549) shows the dimensions measured by each SRQ. Following the criti-
cal appraisal, the results will be presented in two themes: (1) dimensions measured 
by SRQs assessing nursing scope of practice in primary care and (2) conditions of 
use of SRQs measuring PC-RNs’ scope of practice.

Critical Appraisal of the Quality of the SRQ Development
Based on Terwee et al. (2018), the critical analysis was reported on the following 
three topics: (1) PROM design to ensure relevance, (2) cognitive interview study 
or another pilot test to evaluate the comprehensibility and comprehensiveness of 
a PROM and (3) total quality of the PROM development study. For each SRQ, we 
rated each item of the COSMIN tool according to the COSMIN scoring scale: very 
good, adequate, doubtful, inadequate and not applicable. The complete COSMIN 
grid for analyzing SRQ development quality is reported in Appendix 1, available 
online at longwoods.com/content/27549. 

PROM Design to Ensure Relevance
The general design requirements are classified as either very good or adequate for 
all SRQs, as the authors clearly defined the construct being measured, the target 
population, the context of use and the rationale for the SRQ construct (Braithwaite 
et al. 2022; Carryer et al. 2010; Duprez et al. 2016; García-Salvador et al. 2021; 
Gerrish et al. 2007; Harris-Haywood et al. 2014; Kerdmuang et al. 2014; Kosteniuk 
et al. 2017; Lemetti et al. 2021; Ruzafa‐Martínez et al. 2020; Upton and Upton 
2006). However, the concept of elicitation, which demonstrates relevance and 
comprehensiveness, is rated as doubtful or inadequate for all SRQs due to the 
qualitative approaches being either insufficient or lacking sufficient detail to assess 
the quality of the elicitation concept.
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Cognitive Interview Study or Other Pilot Test to Evaluate Comprehensibility and 
Comprehensiveness of a PROM
Several authors provide limited details on the processes used to ensure the 
comprehensibility and comprehensiveness of their SRQs, which resulted in a 
doubtful rating (Braithwaite et al. 2022; Carryer et al. 2010; Duprez et al. 2016; 
García-Salvador et al. 2021; Gerrish et al. 2007; Harris-Haywood et al. 2014; 
Jaruseviciene et al. 2019; Kerdmuang et al. 2014; Kosteniuk et al. 2017; Lemetti 
et al. 2021; Ruzafa‐Martínez et al. 2020). In some cases, the final version of the 
SRQ was either not tested or only assessed for comprehensibility or comprehen-
siveness, leading to an inadequate rating (Harris-Haywood et al. 2014; Upton 
and Upton 2006). In addition, some authors tested content validity using only 
the content validity index (Braithwaite et al. 2022; Jaruseviciene et al. 2019; 
Kerdmuang et al. 2014), a method not recommended by COSMIN, which resulted 
in doubtful or inadequate ratings. 

Total Quality of the PROM Development Study
Notably, due to various shortcomings in concept elicitation and insufficient test-
ing for comprehensiveness and comprehensibility, the overall content validity 
of the SRQs’ development cannot be considered of high quality. However, all 
authors provided a clear description of the concept of interest, target population 
and context, resulting in a “very good” rating in the general design requirements 
section. Finally, none of the SRQs received an overall score of “very good” or 
“adequate,” as at least one section of the COSMIN tool was rated as poor quality.

Dimensions Measured by SRQs Assessing Nursing Scope of Practice in 
Primary Care
Our analyses revealed that the 12 SRQs assessed 20 dimensions of nursing scope 
practice in primary care. The most commonly evaluated dimension was clini-
cal practice, which included self-management support, evidence-based practice, 
care coordination and community adaptiveness, covered by 11 SRQs (92%). The 
only SRQ that does not focus on clinical practice evaluates collaboration between 
professionals within the workplace (Jaruseviciene et al. 2019). Figure 2 shows the 
total number of SRQs measuring each dimension. Most SRQs (91.6% or 11 out 
of 12) are specific, as they measured precise elements of the PC-RNs’ scope of 
practice, such as self-management support, collaboration, cultural competency 
and engagement (Carryer et al. 2010; Duprez et al. 2016; García-Salvador et al. 
2021; Gerrish et al. 2007; Harris-Haywood et al. 2014; Jaruseviciene et al. 2019; 
Kerdmuang et al. 2014; Kosteniuk et al. 2017; Lemetti et al. 2021; Ruzafa‐Martínez 
et al. 2020; Upton and Upton 2006). Only one generic SRQ was identified, meas-
uring the actual scope of practice, covering 12 of the 20 dimensions extracted 
from all the SRQs (Braithwaite et al. 2022). This SRQ is currently measuring the 
largest number of dimensions of nursing scope of practice in primary care.
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The initial dimensions from the PMH model and the CFPNA competency frame-
works are shown in Table 3, available online at longwoods.com/content/27549. 
Analysis of the dimensions measured by the SRQ has enabled us to identify four 
other dimensions as emergent dimensions: attitude, ethics, cultural sensibility 
and equity, and knowledge (presented in Table 3). Attitudes toward evidence-
based practice were assessed by the evidence-based practice questionnaire across 
all items of the SRQs, as it is known that healthcare professionals’ attitudes are 
a significant factor in the adoption of new guidelines and practices (Upton 
and Upton 2006). They were also evaluated by the occupational health service 
competency scale, such as attitudes toward occupational health (Kerdmuang 
et al. 2014). Ethics were evaluated by the occupational health service competency 
scale, particularly in relation to professional ethics in occupational health service 
(Kerdmuang et al. 2014), while the investigation into nurses’ care understand-
ing of end-of-life questionnaire measured ethical and legal issues in terms of 
palliative care with patient and family (García-Salvador et al. 2021). The dimen-
sion of cultural sensibility and equity was also measured by the modified patient 

Figure 2. Overview of the number of SRQs measuring each dimension 

Dimension Number of SRQs
Administration and funding 1
Appropriate infrastructure 5
Connected care 5
Accessible care 2
Community adaptiveness and social accountability 8
Comprehensive team-based care with family physician leadership 1
Continuity of care 5
Patient- and family-partnered care 8
Measurement, continuous quality improvement and research 8
Training, education and continuing professional development 3
Professionalism 6
Leadership 4
Clinical practice 10
Communication 8
Quality assurance, evaluation and research 8
Collaboration and partnership 8
Attitude 3
Ethics 2
Cultural sensibility and equity 1
Knowledge 5
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assessment of chronic illness care (MPACIC) in terms of adaptiveness of chronic 
illness care according to the person’s ethnicity, directing the patient to cultur-
ally appropriate services and awareness of cultural or ethnic issues (Carryer et al. 
2010). This dimension was also assessed by the Primary Health Care Engagement 
(PHCE) scale, assessing if the professional’s workplace understands equity issues 
and if it is organized to address health needs related to social determinants 
(Kosteniuk et al. 2017). 

Conditions of Use of SRQs Measuring PC-RNs’ Scope of Practice
The authors of the various SRQs have provided conditions for using their SRQ 
with the PC-RNs. The various conditions of use described are: to identify train-
ing needs and a lever for optimizing individual practice, to develop and evaluate 
educational programs, to assess the quality of services and monitor practice,  
to implement health policies and to evaluate organizational interventions 
and management.

Identifying Training Needs and a Lever for Optimizing Individual Practice 
Several studies have highlighted that their SRQs identified both individual and 
collective training needs for PC-RNs, focusing specifically on competencies or 
clinical practices that require enhancement through training (Duprez et al. 2016; 
García-Salvador et al. 2021; Harris-Haywood et al. 2014; Kerdmuang et al. 2014; 
Lemetti et al. 2021; Ruzafa‐Martínez et al. 2020; Upton and Upton 2006). These 
assessments of training needs are valuable for objectively identifying gaps and 
guiding the development of targeted training programs. In addition, such assess-
ments contribute to the self-evaluation of PC-RNs’ scope of practices on an indi-
vidual level, supporting role optimization (Braithwaite et al. 2022).

Developing and Evaluating Educational Programs
Some authors have shown that SRQs can be valuable tools for designing effective 
educational programs for both individuals and groups and for assessing progress 
after the completion of educational programs (García-Salvador et al. 2021; Gerrish 
et al. 2007; Harris-Haywood et al. 2014; Kerdmuang et al. 2014; Ruzafa‐Martínez 
et al. 2020; Upton and Upton 2006). These findings highlight the role of SRQs not 
only in creating targeted educational interventions but also in evaluating their 
effectiveness over time. 

Assessing the Quality of Services and Monitoring Practice 
Several studies highlight the potential of SRQs to provide a comprehensive view of 
various aspects of nursing scope of practice. For example, SRQs can define current 
collaborative practices (Jaruseviciene et al. 2019), chronic illness care management 
(Carryer et al. 2010) and the enactment scope of practice (Braithwaite et al. 2022). 
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It can also be useful for evaluating the quality of occupational health services and 
supporting quality assurance efforts (Kerdmuang et al. 2014). In addition, Lemetti 
et al. (2021) claim that their SRQs provide an overview of the current collabora-
tion between the PC-RNs and RNs across different sectors, an argument also 
mentioned by Jaruseviciene et al. (2019), who highlighted how their SRQs facili-
tate a simple overview of teamwork dynamics.

Implementing Health Policies, Evaluating Organizational Interventions 
and Management
Some authors suggest that SRQs can be crucial for policy makers and decision 
makers in making informed decisions, assessing the impact of organizational 
changes and aiding management (Braithwaite et al. 2022; Gerrish et al. 2007; 
Kerdmuang et al. 2014; Kosteniuk et al. 2017; Ruzafa‐Martínez et al. 2020). For 
instance, Gerrish et al.’s (2007) SRQ highlights how their SRQ identifies barriers 
and organizational factors negatively affecting the scope of practice, thus support-
ing the implementation of policies to address these issues. Braithwaite et al. (2022) 
added that the Actual Scope of Practice-Primary Care (ASCOP-PC) can be used 
by managers and decision makers to enhance the scope of practice and optimize 
the use of human resources. In addition, Kerdmuang et al. (2014) suggest that 
their SRQ serves as a criterion for evaluating the suitability of candidates for 
placement and advancement within management. 

Discussion
The aim of our study was to identify SRQs that measure PC-RNs’ scope of prac-
tice. It also aimed to list the dimensions assessed by these SRQs and evaluate 
the quality of the SRQs’ development. Overall, we identified 12 SRQs from 2005 
to 2022 that measured a total of 20 dimensions. We also found that the SRQs 
were used under various conditions, such as identifying training needs and as a 
lever for optimizing individual practice, developing and evaluating educational 
programs, assessing the quality of services and monitoring practice, implementing 
health policies and finally, evaluating organizational interventions and manage-
ment. Following a critical appraisal using the COSMIN criteria, the analysis of the 
content validity in the development of the questionnaires revealed scores ranging 
from doubtful to inadequate. These results led us to the following observations: 
Current SRQs do not cover or evaluate all the dimensions in the present scope of 
practice of PC-RNs in Canada, there is a need to upgrade the guiding frameworks 
that support PC-RNs and the actual SRQs are used in a variety of conditions 
of use.
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The Existing SRQs Do Not Adequately Assess the Current Practices of PC-RNs 
in Canada
Our study reveals that existing SRQs target only specific aspects of primary 
care nursing scope of practice, such as self-management, with the exception of 
Braithwaite et al.’s (2022) SRQ, which aims to measure the scope of practice enact-
ment. However, even Braithwaite et al.’s (2022) SRQ fails to capture all the dimen-
sions identified by the PMH model and the new dimensions emerging from this 
review, such as ethics and cultural sensibility. Although this SRQ assesses more 
dimensions than others, it still covers only 12 of the 20 identified, limiting its abil-
ity to evaluate the full scope of PC-RN practice. Moreover, an international article 
by Rycroft‐Malone et al. (2004) pointed out that many tools fail to fully encompass 
the complexity of nurse roles, particularly in terms of ethical considerations and 
culturally responsive care, both of which are critical to global patient management 
in diverse populations. 

We have also noted significant variability in the number of items across the SRQs, 
and little information has been reported on the acceptable completion time for 
PC-RNs. This lack of guidance reflects international concerns, as highlighted by 
Streiner et al. (2015), who argue that without clear guidelines on completion times 
and cognitive load, the practical usability of health measurement scales in clinical 
settings can be compromised. Furthermore, the quality of the SRQ development 
processes is generally low, suggesting that many may be unsuitable for evaluating 
PC-RNs’ scope of practice in Canada. Our critical analysis highlights the need 
for greater involvement of primary care nurses throughout the SRQ development 
process to enhance content validity. This recommendation has been made by 
authors who developed tools in contexts other than primary care, acknowledging 
that inadequate participation can sometimes hinder the development of effective 
tools (Slater et al. 2017; Woo 2024). Finally, we noted a lack of user recommenda-
tions and standard operating procedures to support the use and interpretation of 
SRQs in clinical or organizational settings. This can lead to SRQs being completed 
incorrectly, results that do not reflect reality or results being misinterpreted, lead-
ing to decisions that fail to address clinical or organizational needs (DeVellis and 
Thorpe 2022; Terwee et al. 2018). 

There Is a Need to Upgrade the Frameworks That Support PC-RNs
We note that current practice frameworks need improvement to better understand 
the phenomenon of practice from several angles according to the resulting dimen-
sions. The two guiding frameworks are not exhaustive enough in terms of nurs-
ing scope of practice. The PMH framework, with its focus on family medicine, is 
designed to apply broadly to all professionals working in primary care clinics – 
whether they are physicians, PC-RNs, social workers, etc. (CFPC 2019). On the 
other hand, the CFPNA framework only includes the competencies that nurses 
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must master, which may not fully capture the complexity of the nursing scope of 
practice (Rycroft‐Malone et al. 2004). We propose the creation of a comprehen-
sive framework for PC-RNs that could significantly enhance the scope of practice 
evaluation, training and gaining a better understanding of the factors influencing 
the scope of practice in this field. Moreover, the integration of dimensions such as 
cultural sensitivity and equity corresponds to the objectives for improving health 
services as proposed by the quintuple aim integrating the health equity principle 
(Nundy et al. 2022). Developing a framework that takes the quintuple aim into 
account could potentially allow for a more effective evaluation of the primary care 
nursing scope of practice, which must incorporate principles of equity (Nundy 
et al. 2022; WHO n.d.).

SRQs Are Used in a Variety of Conditions
Our findings indicate that SRQs can be effectively applied at macro, meso and 
micro levels. At the macro level, some authors suggest that their SRQs can 
play a role in developing and evaluating health policies and human resources 
management (Braithwaite et al. 2022; Gerrish et al. 2007; Kerdmuang et al. 2014; 
Kosteniuk et al. 2017; Ruzafa‐Martínez et al. 2020). As mentioned by Braithwaite 
et al. (2022), we believe that the use of a new generic SRQ would enable deci-
sion makers and managers to better support and ensure adequate infrastructures 
and to have a better overview of the effects of decision making, enabling us to 
promptly put elements in place to support good practice. Furthermore, SRQs 
could align with the principles of a learning health system by ensuring that nurses’ 
perspectives and practices are incorporated into health policy development 
(Menear et al. 2019). Indeed, SRQs could support the continuous feedback loop 
of the learning health system (Menear et al. 2019); for example, data derived from 
the nursing scope of practice could inform clinical practices and strategic deci-
sion making at a higher level. At the meso level, we found that SRQs can be used 
to establish a portrait of current teamwork practice or to assess nurses’ needs in 
terms of improving collective practice in a specific setting (Braithwaite et al. 2022; 
Carryer et al. 2010; Jaruseviciene et al. 2019; Kerdmuang et al. 2014; Kosteniuk 
et al. 2017; Ruzafa‐Martínez et al. 2020). As mentioned by Kerdmuang et al. 
(2014), evaluating collective nursing practices through SRQs provides a summary 
of service quality, which supports continuous improvement efforts. SRQs could 
enable better management of PC-RNs’ needs, which in turn could potentially 
improve their job satisfaction and well-being by addressing positive factors that 
contribute to their satisfaction, such as working with better-trained staff, having 
access to professional development opportunities, fostering healthy relation-
ships among workers and, ultimately, recognizing and celebrating successes 
(Ayamolowo et al. 2013). We believe that creating a new SRQ with comprehen-
sive questions about PC-RNs’ scope of practice would help in providing a clearer 
picture of how nurses work in primary care settings. Finally, at the micro level, we 
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have observed that the authors report individual use of their SRQ, in particular, 
for self-assessment of nursing scope of practice as a lever for optimizing practice 
and skills development (Braithwaite et al. 2022; Kerdmuang et al. 2014). Carryer 
et al. (2010) suggest that a SRQ can be used to compare self-assessment of nurs-
ing practice with the patient’s assessment to gain a better understanding of the 
phenomenon. However, it is essential to recognize that the applicability of SRQs 
can vary across cultural and organizational contexts. It is necessary to adapt 
SRQs to local realities by being flexible and adaptable to different health systems 
(Horton et al. 2007; Squires et al. 2013).

Limitation 
The theoretical frameworks used to classify the dimensions originate from 
Canada, which may differ from the global context. On the other hand, to have an 
overall view of the dimensions, we left space for new dimensions to emerge that 
were not found in the two Canadian frameworks (CFPNA n. d.; CFPC 2019). 
Some of the SRQs included in the scoping review to assess PC-RNs’ scope of prac-
tice were also implemented for nurses working in hospital settings (Duprez et al. 
2016; Gerrish et al. 2007; Lemetti et al. 2021; Ruzafa‐Martínez et al. 2020; Upton 
and Upton 2006). The use of the same SRQ may contribute to a lack of exhaustive-
ness in evaluating dimensions specific to primary care nursing practice. Although 
we followed the JBI methodology and did a double-blinded article selection and 
data extraction, no expert consultation was done to ensure better comprehension 
of the phenomenon (Aromataris et al. 2024). However, we have included several 
people (MJE, MEPo, MEPe, MM, PHRL, CG) with different areas of expertise 
throughout the article selection process, data analysis and article revision, which 
allows us to explore the phenomenon from different angles.

Implications for Nursing Leadership
Our observations fill a gap in the literature concerning knowledge of existing 
assessment questionnaires for PC-RNs worldwide. As variability in PC-RNs’ scope 
of practice has been observed in several Canadian provinces as well as in other 
parts of the world (Cernuda Martínez et al. 2024; de Oliveira Toso et al. 2024; 
Dufour et al. 2023; Halcomb et al. 2016; Lukewich et al. 2014; Norful et al. 2017), 
SRQs could support the need for practice evaluation (Bernier et al. 2020; Girard 
et al. 2017; Lukewich et al. 2014; Poitras et al. 2018b). We have also observed 
that SRQs have several conditions of use and the potential to be used by deci-
sion makers, managers, care teams and nurses to support them in their everyday 
work. PC-RNs’ scope of practice is distinct from RNs’ scope of practice in the 
hospital setting, and the lack of current prelicensure training (Lukewich et al. 
2024) reinforces the need to evaluate the current scope of practice to support 
skill improvement and knowledge development. The study also highlighted the 
variety of dimensions used to evaluate PC-RNs’ scope of practice internationally 
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and the need to improve frameworks guiding PC-RNs according to new dimen-
sions. A clear theoretical framework would potentially better integrate nurses’ 
vision of practice in primary care and could facilitate managers in better clamping 
their decision making and interventions. On the other hand, this study’s results 
demonstrate the need to develop an SRQ to evaluate the actual scope of practice in 
a Canadian context according to Canadian guidelines and literature-based dimen-
sions such as ethics and cultural sensitivity. Developing a new SRQ could also 
allow for a better valorization of practice by standardizing the nursing role, which 
could help better distinguish the scope of practice across primary care settings. We 
believe that the development of a new SRQ, including a wide range of dimensions, 
could be highly relevant to decision makers, managers, care teams, clinicians and, 
ultimately, patients.

Conclusion 
Our study has provided evidence on existing SRQs and their dimensions to 
support the evaluation of the nursing scope of practice in primary care clinics. 
The scoping review has demonstrated a gap in a generic measurement SRQ that 
measures the scope of practice. Further studies will be necessary to develop a 
generic SRQ evaluating the practice of Canadian PC-RNs to assess the scope of 
practice according to Canadian guidelines and the dimensions that have emerged 
inductively in the literature.
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Abstract
This commentary, informed by the lived experience and expertise of two patients, 
provides insights into the future of registered nurses (RNs) in primary care. The 
patient perspective is crucial if the healthcare system aims for patient-partnered 
care to be paramount. This article highlights the envisioned success of an effective 
partnership between patients and RNs in primary care and illustrates how they can 
become experts in care together. This reciprocal relationship between the patient 
partner and the RN demonstrates the importance of combining the expanded role 
of the RN and patient perspective to drive change in primary care.

Introduction
This commentary is informed by the lived experience and expertise of two 
patients and provides insight into the future of registered nurses (RNs) in primary 
care. It explores the partnership between patients and RNs in primary care and 
discusses implications for nursing leaders, decision makers and educators as an 
interdisciplinary example of expert patient collaboration.

For many years, Canadians have been fortunate to count on the care of great 
persons who have left their mark on the history of nursing. Marie de l’Incarnation 



126 Nursing Leadership Volume 37, Special Issue  •  2025

comes to our mind in Quebec and Myra Bennett in Newfoundland and Labrador. 
Even today, nurses make a difference in the lives of many patients by being present 
in remote areas or in primary care clinics. RNs in primary care, in collaboration 
with family doctors, are often the gateway to the front line of our health system. 
Nursing is constantly evolving, just like society and healthcare needs. If RNs fully 
occupy their scope of practice, they can help improve access to care as well as the 
continuity and comprehensive care needed to meet current societal challenges 
such as the aging population, chronic diseases and mental health needs (Lukewich 
et al. 2022; Mathieu 2019; OIIQ 2014). With these societal challenges, it is 
required that patients and their loved ones develop their autonomy in their care. 
The advent of tools to promote access to care, such as telehealth, is another reason 
to emphasize patient engagement (WHO 2016).

The Partnership of the Patient and the RN in Primary Care
Many factors can influence patients’ health outcomes. One important factor is the 
relationship of trust between patients and nurses (Pozhar et al. 2019; Rørtveit et al. 
2015). The literature indicates that without trust, it becomes impossible to effec-
tively meet patients’ needs, ensure their satisfaction with nursing care and create a 
healthy society in the long term (Olshansky 2011).

In our experience, this relationship of trust develops when RNs follow their 
patients in primary care throughout the continuum of their care. This relation-
ship, initially, is fuelled by patients’ need to be listened to, accompanied and 
understood. The duration of the relationship promotes patient engagement and 
commitment to their health and wellness. We have observed that the support 
provided by RNs in primary care allows patients to gradually engage in the 
changes required to improve their health condition and their life trajectory with 
illness – changes that they often have difficulty navigating alone. Instead of 
patients being subjects of care (RNs doing the care for/to them), patients become 
active partners with RNs in managing their care. This patient engagement comes 
little by little through small successes, which, when added together, will allow 
patients to be experts in their care. Patients, by their lived experience, are the 
true experts in their care journey. RNs in primary care, through helping patients 
navigate the health system and its varying resources, make them empowered and 
reinforce their autonomy. Considering patients as “whole” persons, rather than 
solely treating their illness/ailment, facilitates a connection between primary care 
RNs and patients that focuses on comprehensive health and wellness. This rela-
tionship also empowers RNs in primary care to consider patients more holistically, 
without believing that their illness defines them. It is essential to consider that the 
patients are persons who define their own life trajectories through their choices 
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and engagement in their own care. When RNs in primary care and patients can 
associate with this humanity, they become true partners in care.

Patients and RNs in Primary Care – Experts Together
Combining both RNs’ and patients’ expertise is necessary to foster intentional 
collaboration. This partnership can create meaningful, reciprocal learning 
between patients and RNs in primary care. Moreover, it creates mutual respect 
and appreciation for their differing but complementary roles.

By exercising their full scope of practice in accordance with the national compe-
tencies for RNs in primary care (CFPNA 2019), RNs in primary care are the 
experts in providing the knowledge, including explanations, reinforcing thera-
peutic strategies and demonstrating the use of the necessary equipment for self-
management at home (CNA 2015). This knowledge transfer allows patients to 
integrate the knowledge of RNs in primary care into tangible actions and changes 
in their everyday lives.

All patients need the autonomy to choose the extent of their involvement in their 
care, and RNs have an essential role in supporting the level of engagement in care 
that best fits the patient. This support implies the respect for patients that is devel-
oped through their evolving relationship. RNs who develop expertise in patient 
engagement will respect that, for some patients, not being intensely involved in 
their care is also a choice.

Indeed, the literature on patient partnership reports different levels of engage-
ment, from information to co-construction (Couturier et al. 2023). The participa-
tion and involvement of RNs will be different in these circumstances but just as 
important and comprehensive. It can be difficult for RNs to shed the expectation 
of the type of care that “should” be provided to the patient, but meeting patients 
where they are on their health journey is essential for patient-partnered care. 
RNs in primary care should value every patient’s choice and support them in the 
process of engaging in their care.

By considering patients as a whole, RNs in primary care can better capture certain 
aspects of patients’ lives and gain a greater understanding of their situation. This 
allows RNs to make relevant suggestions for extending patients’ care, including 
referring to other services offered within the primary care clinic and beyond. 
Moreover, RNs in primary care who follow patients’ health journeys ensure a 
smooth transition between care providers and allow services to expertly meet 
patients’ needs (Poitras et al. 2016, 2018).
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In our experience of collaboration with RNs in primary care, their knowledge about 
patients’ characteristics also allows the clinic to provide targeted interventions, 
guiding the clinic’s future endeavours to meet the needs of its patient population. 
For example, if the clinic has many young women, they will deduce that, in a few 
years, it will be necessary to offer services dedicated to them (e.g., well-women care, 
sexual healthcare, pre-natal care). They will also be able to plan for future inclusion 
of services related to menopause and preventative healthcare for aging women.

RNs’ scope of practice comprises a teaching and educational role, leading them 
to engage in prevention and health promotion (CNA 2015). Whether it is cancer 
screening, sexually transmitted infections, heart disease, diabetes, chronic 
obstructive pulmonary disease, healthy lifestyle habits or mental health, RNs in 
primary care are often the first to acknowledge and address these subjects and 
their importance in patients’ overall health and well-being. In particular, preven-
tion promotes access to care by detecting these illnesses promptly and minimizing 
the associated risks (Pender 2013; Poitras et al. 2018).

Research: Where Patients and RNs in Primary Care Drive Change
As the presence of RNs in primary care promotes access to care and is a key point of 
entry into the healthcare system, research is needed to support the nursing profes-
sion, and patients need education about how these changes can benefit their care.

As patient partners, we have seen too many times that patients are often simply 
not a part of the equation in research about healthcare and its impacts. What 
can we do to ensure that patients contribute to and benefit from the outcomes 
of health research? The key to ensuring patient-oriented research is including 
patient partners from the beginning (CIHR 2023). For example, we contributed 
to developing a national training program enabling nurses to integrate Canadian 
competencies in primary care (CFPNA 2019) and Patient’s Medical Home (CFPC 
2019) pillars that promote partnership with patients and their families into their 
practice. Hence, patient involvement in primary care research is constantly grow-
ing, and this commentary is another direct example.

As patient partners in primary care research in Quebec and Newfoundland and 
Labrador, we have provided the patient perspective throughout all aspects of 
primary care research in our provinces. In Newfoundland and Labrador, Toni 
Leamon is a long-standing NL SUPPORT Patient and Public Advisory Council 
member. The council members are experts in viewing projects from a patient 
perspective, giving guidance and support in patient health literacy and evaluat-
ing the success of patient involvement. Toni is also the immediate past-chair of 
the Canadian Medical Association’s Patient Voice group, advocating for patients 
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nationally. In Quebec, Marie-Dominique Poirier is a music teacher who has 
lived with chronic pain for many years. She is a patient partner who collaborates 
with the Quebec Learning Health System Support Unit, the Pôle-PASSERELLE-
Hub, the Chaire CRMUS sur les pratiques professionnelles en soins primaires, 
the Chaire de V1sages (Chaire de recherche du Canada sur la mise en oeuvre de 
soins intégrés pour les personnes avec des besoins complexes) and the Engage 
Committee of Université de Sherbrooke. Our seat at the table is no less impor-
tant than that of the RNs in primary care, researchers, policy makers or govern-
ment. Our voices represent many healthcare system users who, with patients 
providing expertise and guidance at the table, will experience more outcomes in 
research that positively impact their experience with primary care and RNs in 
primary care.

Educating the Future of RNs in Primary Care
In the current condition of our society, and with the evolution of the RN profes-
sion, primary care is becoming increasingly important. For nurses to consider 
choosing to work in primary care, they need to be exposed to this type of prac-
tice right from the beginning of their education (Brzozowski et al. 2023). Nurse 
educators should explore the role of the RN in primary care with nursing students, 
promoting a generalist practice where students witness the opportunity to be 
a part of the patient’s life and provide care outside the confines of the hospital 
setting. In our concurrent primary care and health workforce crisis (Casey 2023; 
Flood et al. 2023), access to primary care doctors for all patients will likely never 
be possible. RNs in primary care, by practising to their full scope of practice and 
role, are an asset to our health system, especially for many of us patients needing 
support in primary care. When RNs in primary care take leadership and commit 
to patient-partnered care, patients can feel secure in the quality and continuity of 
their care. We must consider our approach to primary care access and emphasize 
the need to access the right professional at the right time for the right reasons. For 
many of us, the right professional will surely be the expert, supportive and collab-
orative RN in primary care.

Discussion
Implications (For Nursing Leaders, Decision Makers, Educators)
Including RNs in primary care in the patient care journey is the perfect interdis-
ciplinary example of expert patient collaboration. For nursing leaders, RNs in 
primary care exhibit the true meaning of nurses contributing their full scope and 
practising to the complete extent of their role. Not only can RNs feel satisfaction in 
this autonomy-based practice, but also patients can experience great satisfaction 
with having care that is comprehensive and familiar, especially when continuity of 
care is a vital focus.
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We implore that decision makers need to understand that patients are crav-
ing consistency. With consistent care providers who understand patients as 
whole persons (not just their designation as patients), we feel that patients can 
participate and collaborate in their care within their desired level of engagement. 
Decision makers should consider filling in the gaps in primary care with compe-
tent and confident RNs who are experts in patient engagement rather than assum-
ing physicians are the only option. This way, patients will have greater access to 
primary care. For patients, creating meaningful relationships in care is just as 
important as the care itself.

Educators need to understand and incorporate the roles and competencies 
required of RNs in primary care into entry-to-practice education. Without the 
knowledge of the role and the opportunities that exist in the workforce, how can 
students be expected to consider it as a career option? We opine that patients’ 
experience with RNs in primary care is also an asset to the education of future 
nurses. We have seen the effect that nurses can have on a patient’s care journey as 
well as the lived experience and expertise that patients share with nurses. Seeing 
this can show students the impactful lived outcomes of patient-partnered care.

It has been our experience that educator teams formed with patients as trainers 
and RNs are efficient in clinical settings to support the empowerment of the RN. 
A patient-as-trainer’s perspective differs from an RN’s above literacy, navigat-
ing the system, therapeutic education and communication, but this difference is 
complementary and essential. The patient-trainer is the best person to explain 
how a strong relationship can improve patients’ life trajectory with illness. RNs 
and patients as trainer teams demonstrate to the decision makers the importance 
of patients’ experiences to reinforce the role of RNs for patients and communities 
(Morin et al. 2023).

Conclusion
The role of RNs in primary care will continue to expand in the future. Patient 
partners are the best ambassadors to demonstrate the importance of sustaining 
RNs in primary care.
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Abstract
The philosophy of “every nurse a leader” recognizes that all nurses possess 
leadership skills and abilities, emphasizing their role in influencing positive 
healthcare changes, advocating for patients and advancing the profession. This 
paper explores leadership as a core competency for registered nurses (RNs) in 
primary care and examines the opportunities and challenges they face in enacting 
leadership roles. Key opportunities include optimizing the scope of practice, inter-
professional collaboration and policy advocacy. Challenges such as invisibility, 
workforce factors and financial constraints are addressed, presenting a vision for 
a future where every RN in primary care is empowered to lead and innovate.
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Introduction
The philosophy of “every nurse a leader” emphasizes that leadership potential 
exists in every nurse, regardless of formal titles or hierarchical positions (Adams 
et al. 2018). This approach recognizes that every nurse can influence positive 
change, advocate for patients and contribute to the advancement of healthcare 
(Manion 2014). This philosophy shifts the perception of leadership in nurs-
ing from being a responsibility of a select few to being an inherent part of every 
nurse’s daily practice (Robinson 2014). The evolution of leadership as a core 
competency for registered nurses (RNs) highlights its importance in delivering 
effective and patient-centred care, especially within the primary care setting. This 
paper explores the opportunities and challenges faced by RNs in primary care in 
enacting leadership roles and presents a vision for the future.

“Every Nurse a Leader”
Every nurse has the capacity to influence the health outcomes of their patients, the 
effectiveness of their teams and the functioning of the health system. Nurses, often 
on the front line of healthcare delivery, can identify gaps in care and opportunities 
for improvement. By fostering a culture where nurses feel empowered to propose 
and implement innovative solutions, nurses can continuously improve and adapt 
to changing healthcare needs. Nurses, as leaders, play a pivotal role in fostering 
cohesive, interprofessional teams that work together to provide comprehen-
sive, patient-centred care (Adams et al. 2018). This collaborative spirit enhances 
communication, reduces errors and improves overall care delivery (Rawlinson 
et al. 2021). Embracing the philosophy of “every nurse a leader” entails a 
commitment to continuous learning and professional development. Leadership 
skills can be developed and refined through education, mentorship and practi-
cal experience.

Situating Leadership as a Core Competency
Leadership is increasingly recognized as a core competency for RNs globally. 
This recognition spans international definitions/guidelines (ICN n.d.; WHO 
2021), national standards within Canada (CCRNR 2018) and primary care-
specific competencies (Lukewich et al. 2021). The International Council of Nurses 
includes nursing leadership as a key element in its definition of nursing (ICN 
n.d.). The World Health Organization (WHO) also highlights leadership as a criti-
cal skill in its Global Strategic Directions for Nursing and Midwifery (WHO 2021). 
They call for strengthening leadership among nurses to achieve universal health 
coverage and improve health outcomes.

In Canada, leadership is embedded within the national framework for the prac-
tice of RNs (CNA 2015) and is an entry-level competency for RN practice. The 
Canadian Council of Registered Nurse Regulators (CCRNR) outlines entry-level 
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competencies for RNs in Canada, which include leadership as a key theme. Within 
the leadership theme, the CCRNR defines 11 leadership competencies, and 
integration of these competencies contributes to safe, competent and evidence-
informed nursing practice (CCRNR 2018).

Within primary care specifically, leadership has further been identified as a key 
competency domain for RNs. The Canadian Competencies for RNs in Primary 
Care consist of 47 competencies, organized according to six domains of practice 
(CFPNA 2019). The leadership domain outlines five competencies, further posi-
tioning leadership as a key element of practice for RNs in primary care across 
Canada. Leadership competencies for RNs in primary care reflect leadership at 
the level of the individual clinic or team, the health system and the broader society 
(Mathews et al. 2021). How the leadership competencies are expressed by RNs in 
primary care may vary by the nature of the nurses’ employment, funding model 
and type of clinic (Mathews et al. 2021). Despite the capacity for leadership among 
RNs in primary care, they face a myriad of opportunities and challenges to enact-
ing this aspect of their role.

Opportunities for RN Leadership in Primary Care

Optimizing and Expanding Scope of Practice
Scope of practice is defined as the activities nurses are legally authorized, educated 
and competent to perform, grounded in the knowledge base of the profession 
(Almost 2021). Legislated scope of practice refers to the outer limits of practice 
determined by legislation and professional regulation, whereas the actual scope 
of practice refers to the individual nurses’ environment/setting, needs of the 
clients and nurse competence to perform the activities within the legislated scope 
of practice (Almost 2021). There is evidence to suggest variation in the scope of 
practice enactment for RNs in primary care, with some RNs working to their full 
scope of practice, while other RN roles are dominated by biomedical task-oriented 
activities (Braithwaite et al. 2022; Norful et al. 2017). In some areas of primary 
care, nurses are working below their professional full scope of practice, and their 
current roles are misaligned with the competencies (Braithwaite et al. 2022).

In addition, legislated scopes of practice for RNs are expanding with the addition 
of new regulatory authority to initiate controlled acts such as psychotherapy and 
pharmacotherapy prescribing (Almost 2021; CIHI 2022; Moody et al. 2020). This 
enables RNs to take on more responsibilities, thereby enhancing their leadership 
role in primary care. Empowering RNs to work to the full extent of their scope of 
practice and establishing primary care environments where full scope of practice 
can be enacted can improve access to care and address provider shortages. The 
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shift toward optimization of the RN scope of practice in primary care and the 
current and future expansion of the RN legislated scope of practice may present 
opportunities for RNs to enact their leadership capacity in primary care.

Interprofessional Collaboration
Effective primary care requires collaboration across various health professions 
(Bouton et al. 2023), and RNs in primary care can leverage their leadership abili-
ties to enhance this interprofessional collaboration. RNs are pivotal in fostering 
a collaborative environment, working alongside other healthcare profession-
als, and can proactively coordinate patient care, ensuring that all aspects of a 
patient’s health are addressed comprehensively. This collaboration allows nurses 
to use their unique skill sets and extensive patient knowledge to deliver holistic 
care that addresses patient needs and preferences, influences decision-making 
processes, contributes to the development of care plans and ensures continuity of 
care, which are fundamental leadership functions. Through effective communica-
tion and teamwork, nurses can lead quality improvement initiatives, spearhead 
efforts to enhance patient safety and implement evidence-based practices. This 
collaborative approach would not only elevate the standard of care provided 
but also showcase the critical leadership role that nurses play in driving positive 
health outcomes.

Policy and Advocacy
Primary care nurses are well-positioned to understand patient needs and the 
challenges within the healthcare environment. By enacting leadership abilities, 
they can advocate for changes that enhance patient care, address health dispari-
ties and improve community health outcomes (CNA 2009). This involvement 
allows nurses to leverage their clinical expertise and firsthand experience to shape 
institutional and public policies that reflect the realities of patient care across vari-
ous sectors.

Furthermore, leadership in advocacy empowers primary care nurses to serve as 
champions for their profession and the populations they serve. By participating in 
professional organizations, health policy forums, public consultations and legisla-
tive processes, nurses can raise awareness about critical health issues and advocate 
for resources needed to deliver high-quality care. This proactive engagement not 
only elevates the nursing profession but also fosters a culture of collaboration and 
innovation within the healthcare sector. Through their advocacy efforts, primary 
care nurses can drive systemic changes that lead to more equitable and efficient 
healthcare delivery.
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Challenges Facing RN Leadership in Primary Care
Invisibility of Primary Care RNs
Although RNs in primary care are well-positioned to enact leadership within 
their professional roles, the invisibility of nurses within this sector and the public 
perception of nurses as subservient (Etowa et al. 2024; Lukewich et al. 2021) 
may jeopardize their ability to enact leadership in practice. In Canada, the term 
“community health nurse” is often used as an umbrella term that encompasses 
public health, community health, primary care and homecare nurses (Lukewich 
et al. 2021). Grouping these unique and distinct groups contributes to the invis-
ibility of primary care nurses, and the lack of distinction between these areas 
of practice undermines the value of their expertise and their impact on the 
health system.

The invisibility of RNs in primary care is further exacerbated when RNs are 
grouped under the umbrella term “nurse.” In Canada, the term “nurse” is used 
to describe four designations of nurses, namely, nurse practitioners (NPs), RNs, 
licensed practical nurses/registered practical nurses and registered psychiatric 
nurses. The four designations of nurses each have distinct scopes of practice. The 
primary care NP role has received much attention in the literature over the past 
two decades, which aligns with the advancement and integration of this role into 
Canadian primary care teams. While all nurses are well positioned to support 
primary care transformation, each designation offers a unique role within the 
interprofessional team (Brousseau 2024). Given the variation in the respective 
scopes of practice, it is important to highlight these unique contributions and to 
further increase the visibility of RNs in primary care.

Invisibility can lead to fewer opportunities for nurses to participate in decision-
making processes or to take on leadership roles and can hinder nurses’ abil-
ity to drive system change (Lukewich et al. 2021). Addressing the invisibility 
of primary care RNs involves acknowledging their critical role in healthcare, 
providing opportunities for leadership development, ensuring representation 
in decision-making processes and fostering a culture that values and recognizes 
their contributions.

Workforce Factors
The nursing profession is facing significant workforce challenges, including short-
ages, high turnover and burnout. In 2022, the annual growth rate for the number 
of RNs in Canada slowed to 1.1%, resulting in shortages that are compounded by 
the increasing demand for healthcare services with the aging population (CIHI 
2024). This exacerbates the challenges of accessing primary care, particularly 
given the existing shortages of primary care providers (Flood et al. 2023). Nearly 
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half of the RN participants in a review intended to leave their current position in 
primary care (Halcomb et al. 2018). Similarly, a recent study conducted in Europe 
found that over 13% of nurse participants indicated an intention to leave the 
profession (Maniscalco et al. 2024). In an environment where there are fewer RNs 
to handle an increasing patient load, RNs may be overwhelmed with day-to-day 
clinical tasks, leaving them with reduced capacity to engage in leadership respon-
sibilities and activities (e.g., mentoring, political advocacy, quality improvement 
initiatives). Workforce factors not only affect the delivery of patient care but also 
impede professional development opportunities, which are crucial for cultivating 
leadership skills (American Association of Colleges of Nursing 2024). Addressing 
workforce factors is paramount to empowering RNs to fully exercise their leader-
ship potential.

Financial Constraints
Financial constraints pose a challenge for RNs in primary care seeking to enact 
leadership roles. Limited funding in healthcare often results in insufficient 
resources at the level of organizations for professional development, continuing 
education and leadership training programs. Without access to these essential 
opportunities, RNs may struggle to build on their foundational leadership knowl-
edge and acquire advanced leadership skills. Financial constraints and budgetary 
limitations can hinder the implementation of innovative primary care funding 
models that include RNs and the expansion of RN roles within these models. 
Consequently, the potential for RNs to drive innovation and improvements in 
patient care may be diminished. Evidence demonstrating the cost-effectiveness 
of RN-led initiatives (Lukewich et al. 2022) and advocating for sustained invest-
ment in primary care is critical for overcoming these financial challenges. In 
addition, financial constraints can lead to understaffing and inadequate support 
systems within primary care settings, further impacting the workforce challenges 
noted earlier.

Vision for the Future
The vision for the future of RN leadership in primary care involves a transforma-
tive shift toward fully integrating and recognizing the critical role that RNs play in 
healthcare delivery, embracing the philosophy, “every nurse a leader.” A positive 
vision for the future includes a healthcare system where every nurse, regardless of 
position, is empowered to enact leadership roles, supported by robust professional 
development opportunities, as well as to being integrated into decision-making 
processes at all levels. By fostering a culture that values continuous learning, 
innovation and interprofessional collaboration, RNs in primary care can lead 
efforts to improve patient outcomes, enhance care quality and address systemic 
challenges within healthcare. To position every nurse as a leader in primary 
care, RNs are expected to actively participate in leadership to strengthen their 
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practice, organization and/or the broader health system. To answer this call, RNs 
in primary care require psychologically healthy and safe work environments in 
which they can assert themselves as leaders (Atanackovic et al. 2024).

To realize this vision, it is essential to address the barriers currently hindering RNs 
in primary care from enacting their leadership skills and abilities. This includes 
tackling workforce shortages through strategic recruitment and retention initia-
tives in primary care, advocating for adequate funding to support advanced 
education and leadership training and ensuring that the unique contributions of 
RNs in primary care are visible and valued. By creating a supportive and inclusive 
environment that prioritizes nurse leadership, the healthcare system can benefit 
from the full spectrum of RN expertise and drive meaningful improvements in 
patient care and health outcomes. This future vision ultimately positions RNs in 
primary care not only as caregivers but also as leaders and innovators in the evolv-
ing Canadian healthcare landscape.

Conclusion
Every RN in primary care has the potential to advance primary care and the 
evolution of the health system. Opportunities for RN leadership in primary care 
include optimizing and expanding scopes of practice, interprofessional collabora-
tion and policy and advocacy. However, challenges such as the invisibility of RNs 
in primary care, workforce factors and financial constraints must be addressed to 
enable nurses to enact their leadership skills and abilities. Ultimately, empowering 
RNs as leaders and innovators will drive meaningful improvements in patient care 
and health outcomes, positioning them as pivotal figures in the evolving landscape 
of primary care.

Correspondence may be directed to Suzanne Braithwaite by e-mail at  
suzannebraithwaite@trentu.ca.
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Introduction
Canadians are facing significant healthcare challenges, including overcrowded 
emergency rooms, lack of access to primary care (PC) services and an overbur-
dened healthcare workforce. These will require concerted efforts from all levels of 
government, starting with engaging nurses in the modernization of the Canadian 
healthcare transformation (Brousseau 2024).

Nurses can help strengthen the health system by improving access to PC and the 
quality of services by addressing the social determinants of health among vulner-
able populations (Poitras et al. 2022) in urban, rural and remote areas, including 
a range of community health services (Brousseau 2024). Increasing nurse-led 
PC clinics will expand access care for the population. They assess, prescribe and 
screen the health of the population, engage in prevention/health promotion activi-
ties and provide health education to prevent chronic diseases (Poitras et al. 2022). 
By providing these multiple services in the community, nurses can also have a 
significant impact on reducing geographic and economic barriers to PC access 
(Poitras et al. 2022).

Quality of care is another area where nurses have a significant impact. With their 
knowledge and expertise in community health services, they provide quality care 
based on nursing research and clinical reasoning (Hudon et al. 2023). Their abil-
ity to provide patient-centred care improves not only health outcomes but also 
patient satisfaction in providing disease management, prevention and health 
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promotion information on nutrition, exercise and stress management, thereby 
reducing the need for emergency care.

Nurses are well positioned to address the determinants of health, such as socio-
economic conditions, the physical environment and individual behaviours. They 
can identify social and environmental risk factors that enhance the health of the 
people they serve and help implement strategies in line with this intervention. 
For example, nurses can assess the needs of the population and facilitate access 
to community resources such as housing services and support groups (Valaitis 
et al. 2020). This information can influence the choice of interventions and the 
need to use other community resources. More broadly, PC nurses can advocate for 
progressive policies that address the social determinants of health to reduce health 
disparities and improve the lives of vulnerable populations (Poitras et al. 2022).

Recently, the minister of health proposed a new Canada Health Act services 
policy that should include the role of nurses in PC. This policy would help 
improve patient care by providing better access to a full range of health services 
within a team of health professionals in the community. Ultimately, it would also 
help reduce the workload of professionals in emergency departments, thereby 
improving the overall efficiency of the system and better meet the diverse and 
complex needs of the population (Lukewich et al. 2022; Karam et al. 2021; Valaitis 
et al. 2020).

In conclusion, politicians at all levels of government are urged to think outside the 
box and support investment in public nurse-led clinics in PC areas to improve the 
quality of care – a more sustainable and equitable health system for all Canadians. 
Enough talk, it is time for real and concrete action.
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