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Purpose: Practice nurse (PN)-led patient consultations and PN-led dosage adjustments of permanent medication are uncommon and 
not well studied in general practice (GP) in Germany. We investigated the perspectives of patients with common chronic diseases in 
Germany, diabetes mellitus (DM) type 2 and/or arterial hypertension (AT), on PN-led patient consultations and dosage adjustments of 
permanent medications in GP.
Patients and Methods: In this exploratory qualitative study, online focus groups were conducted using a semi-structured interview 
guide. Patients were recruited from collaborating GPs according to a predefined sampling plan. Patients were eligible for this study if 
they had DM or AT treated by their GP, were on at least one permanent medication and were aged 18 years or older. Focus group 
transcripts were analyzed using thematic analyses.
Results: Analyses of two focus groups, involving a total of 17 patients, revealed four main themes: (1) openness to the PN-led care 
and perceived benefits, eg because of patients’ confidence in PNs’ skills, or patients’ impression that PN-led care would better meet 
their needs and increase their compliance. Some patients had (2) reservations and perceived risks, especially for PN-led medication 
changes eg feeling that medication adjustments were a GP’s issue. Patients identified (3) reasons for encounters where they were likely 
to accept PN-led consultation and medication advice, eg management of DM, AT and thyroid disease. Patients also saw several 
important general requirements for the implementation of PN-led care in German general practice (4).
Conclusion: There is a potential for openness towards PN-led consultation and PN-led medication adjustment for permanent 
medication in patients with DM or AT. This study is the first qualitative study to investigate PN-led consultations and medication 
advice in German general practice. If the implementation of PN-led care is planned, our findings add the patients’ perspectives of 
acceptable reasons for encounter for PN-led care and their general requirements.
Keywords: task delegation, primary care, nurse-led care, qualitative study, patients’ perspective, team care

Introduction
Task delegation from general practitioners (GPs) to practice nurses (PNs) is considered a feasible approach to meet the 
current challenges facing general practice (GPc).1 Task delegation aims to empower practice teams to maintain high 
quality of care standards while reducing the workload on GPs.1–3 There is evidence that physician-nurse substitution in 
GPc leads to similar or probably better health outcomes.4,5 For example, arterial hypertension (AT) and diabetes mellitus 
(DM) appear to be slightly better controlled in PN-led care compared with physician-led care in GPc.4,5 In addition, 
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mortality may be lower and patient satisfaction appears to be higher.5 International studies showed a rather good patient 
acceptance of PN-led care in GPc.6,7

Task delegation and team care is a common approach in GPc in many European countries6,7 and worldwide8 in 
primary care, but varies considerably between different countries. For example, in Australia, Canada, Ireland, the 
Netherlands, New Zealand, the United Kingdom and the USA task-shifting from physician to advanced practice nurse 
(APNs) is applied extensively.8 In these countries, APNs in primary care carry out patient consultations, diagnose 
conditions, order tests, manage conditions as eg high blood pressure and diabetes mellitus. This includes including 
changing medication dosages and prescribing medications.6,8 In other European countries as Finland, Sweden and 
Denmark task shifting is a little bit more limited in primary care.9 There, APN are not allowed to prescribe drugs and 
diagnose conditions, but perform all the other tasks listed above.8 In Austria, the Czech Republic, France and Germany 
task-shifting is very limited. In these countries, practice nurses (PNs) are not allowed to prescribe drugs, independently 
change the dose of medication, consult patients, make diagnoses or order tests in primary care.8

In Germany, PNs have a high workload and are essential in German GPc, but they perform only minor tasks (Box A1) 
and work under the close supervision of the GP. In recent years, PNs have increasingly undertaken additional training and 
qualifications.1,10 These specialised PNs were referred to as VERAH (health care assistants in family practice) or NäPa 
(non-physician practice assistants). VERAH/NäPa are allowed to carry out a wider range of tasks than ordinary PN, eg to 
carry out home visits or vaccinations independently.10 However, German GPs remain legally accountable for the health 
care provided in their practice. Studies have shown that task delegation from GPs to VERAH/NäPa or PNs is well 
accepted by patients, doctors and PNs.1,10–13

Recently, VERAH have been allowed to conduct patient consultations independently in German primary care. 
However, these are not widely available and not well studied. In particular, patients’ views on the scenario of PN-led 
patient consultations and PN-led dosage changes for permanent medication are understudied in German GPc. 
A nationwide German survey investigated the views of the general population on PN-led patient consultations in 
Germany. It included patients’ views on consultations for patients with chronic diseases in general, without focusing 
on specific diseases. In addition, this survey did not investigate PN-led dose adjustments for long-term medication 
(DCPM), nor patients’ perceived risks and benefits.1 Furthermore, this study did not focus on the attitudes of chronically 
ill patients, who make up the largest patient group in primary care. Although there are international surveys investigating 
these issues,4 the results are not transferable to German GPc due to structural differences in the health care system and 
differences in task-shifting in primary care.

Therefore, this study investigates the perspectives of chronically ill patients on PN-led patient consultations and PN- 
led DCPM.

Materials and Methods
Study Design and Setting
The study follows an explorative qualitative design, performed by two online focus groups using a semi-structured 
interview guide. In this interview guide, the researcher team first gave an impulse report about roles of PN in other 
countries. The research team reported that internationally, PN regularly and independently perform patient consultation 
for chronically ill patients in primary care. Furthermore, the researcher team explained that PN in other countries were 
allowed to alter the number of tablets or the dosage of the GP-prescribed medication. We explained that this specifically 
excludes all matters of prescription, as well as ending or starting medications. Then, participants were asked the 
following questions during the focus group: 1) How do you feel about a PN-led patient consultation? 2) For which 
diseases or health issues would you accept PN-led patient consultation? 3) Which general requirements do you think are 
necessary for PN-led patient consultation? 4) How do you feel about PN-led DCPM? 5) For which medications would 
you accept PN-led DCPM? 6) Which general requirements do you think are necessary for PN-led DCPM? 7) What 
benefits and risks do you see in the context of PN-led patient consultation and PN-led DCPM? 8) Would you like to add 
anything you felt has not been mentioned in this discussion so far?
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Study Population
We applied the following inclusion criteria: Having DM type 2 and/or AT and therefore being treated in GP’s office; 
taking at least one permanent medication; aged over 18 years; sufficient knowledge of the German language and ability 
to give consent. Exclusion criteria were refusal or withdrawal of consent to the study; inadequate German language 
skills; being unable to give informed consent; or a severe illness that does not allow study participation. Further chronic 
conditions were not an exclusion criteria.

Sampling
We selected our study participants for each focus group to be as heterogeneous as possible, according to a qualitative 
sampling plan (Table A1). It was evidence-based concerning the criteria as practice structure (group/single practice), 
practice size (number of patients/physicians), patient gender and age7,14 and, additionally, on self-developed criteria 
based on experience of the research team as job location (city/rural) and residential area (city/rural).

Recruitment
Cooperating GPcs were selected if they matched the criteria of a predeveloped qualitative recruitment plan (eg rural or 
city practices, single or group practices; Table A1). We developed the qualitative recruitment plan based on literature 
criteria (age, gender, residential area city/rural)1 and consensus criteria in the author team (eg practice structure, practice 
size). Cooperating GPcs informed potential participants matching our eligibility criteria about the study. Interested 
patients were contacted by the research team and completed a short questionnaire on occupational and socio- 
demographic data in advance. Recruitment continued until a content saturation was reached. All focus group interviews 
were audio- and videotaped, conducted in German language and lasted between 85- and 130-mins. Interviews were 
transcribed and all participants were pseudonymized to ensure their anonymity. This study was performed according to 
the Declaration of Helsinki. Participants gave their informed consent to participate including further scientific analyses 
and publication of anonymized responses. This study was approved by the ethical review board of the Medical Faculty of 
the Martin-Luther-University Halle-Wittenberg, Germany (approval number 2020-005) prior to starting the study.

Data Analyses
We analyzed data using Thematic Analyses. Thematic Analyses aim to identify patterns or topics in qualitative data.15 In 
summary, it includes six framework steps of thematic analysis: 1) become familiar with the material by reading the 
transcripts several times; 2) start with initial coding to identify first ideas of key themes; 3) search for themes to ascertain 
frameworks; 4) review themes/framework; 5) define themes close to data and 6) write up and interpret themes. For 
Thematic Analyses, it is important to note that these steps are not linear, but researchers can move back and forth 
between steps. Initially, three researchers coded the transcripts completely (ST, CT, SW) ; then, coding results were 
discussed and compared within the author team. Finally, the themes were summarized and assessed regarding the 
underlying topics of the research questions. Disagreements about the data were discussed and resolved by consensus. 
Analysis was supported by MAXQDA 2018 (VERBI Software GmbH, Berlin, Germany). When presenting patient 
quotes, we use “many” when more than ten patients mentioned that aspect, “some” if five to ten when patients mentioned 
the topic and “few” when less than five patients expressed this opinion.

Results
We conducted two focus group interviews. A total of seventeen patients participated in these two group interviews. Their 
characteristics are presented in Table 1. All participants had AT (n = 14) and/or type 2 DM (n = 4; n = 3 participants had both 
conditions). Thematic analysis of focus group transcripts revealed four main themes regarding patients’ attitudes towards PN- 
led consultations and PN-led DCPM: 1) Openness and perceived benefits, 2) reservations and perceived risks, 3) reasons for 
encounters acceptable for PN-led care, 4) general requirements and perceived benefits. We describe each theme below, 
stratifying themes related to PN-led care and PN-led DCPM only where differences in themes or sub-themes occur. Additional 
supporting quotes for all themes beyond those presented in the results section can be found in Table A2.
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Openness to PN-Led Care and Perceived Benefits
Many patients showed a general openness to a consultation led by a PN and some patients were open to PN-led DCPM.

New Care Concepts are Perceived as Important
For those who were generally open to the concept of PN-led care, patients explained that they were open, because they 
felt that new care concepts were important and necessary due to the difficult care situation in rural areas. They 
emphasised that PN-led care or aspects of it would be of great benefit in these circumstances.

In the city you always have the possibility to go to the GP or the GP comes to you, but in the countryside that’s not the case and 
I see that as a big advantage [of the concept of PN-led care][…]. (Patient P3) 

Patients’ Trust in PN’s Skills
Participants mentioned that trust in healthcare providers played an important role in their openness to PN-led care. Some 
patients stated that they had a fundamental trust in their PN’s current skills and could therefore unreservedly see 
themselves being consulted by their PN:

Table 1 Patient Characteristics

Variables and characteristics Frequencies/ 
range or 

mean ± SD

Age [y]
Range 19–92

Mean ± SD 55.62 ± 17.42

< 40 4
40–60 6

> 60 7

Gender
Male 7

Female 10

Location
Rural areas 7

City 10

Advanced PN (VERAH/NäPa) in GP practice
Yes 9

GP practice characteristics

Single practice 8
Group practice 8

Chronic diseases

Hypertension 14
Diabetes mellitus type 2 9

Intake of at least >1 medication per day

Yes 17
Experiences with task delegation

PN-led vaccinations 14

PN-led wound treatments 2
PN-led home visits 0

Note: This table shows patients characteristics. 
Abbreviations: SD, standard deviation; GP, general practitioner; PN, prac-
tice nurse; VERAH, Versorgungsassistent/in in der Hausarztpraxis (specia-
lized Advanced Practice Nurse); NäPa, Nicht-ärztliche Praxisassistentin 
(specialized Advanced Practice Nurse).
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I can see myself doing that very well, so I also have a lot of trust in my practice, the girls there are totally fit and experienced 
[…], uh so I trust them even more than the doctor in some points. (Patient P4) 

In addition, some participants felt that PNs already have a lot of knowledge but are currently not supported enough. They 
were open to PN-led consultations, because they felt that PNs should be given more trust and responsibility. Few 
respondents emphasised that PNs should be encouraged to work more independently. Many patients also expressed 
a positive attitude towards a PN-led DCPM:

Er, to change the dose of […] the medication that I am already taking, I wouldn’t have any concerns about that at all. (Patient 
P2) 

Patients Perceive PN-Led Care as Beneficial
Many patients stated that they were open towards PN-led care, because they perceived this concept as beneficial.

Lower Barrier to Contact Practice Team
As an example for benefits of a PN-led care, patients named a lower barrier for contacting their GPc. They perceived that 
with PN-led care the number of medical experts to contact for their complaints would increase and they would feel 
encouraged to contact their GP team earlier. Therefore, many patients concluded that they would receive faster treatment:

In my experience, you can get to the nurse faster than to the doctor. There would be a quicker way to get an appointment for 
minor medical issues. (Patient P1) 

Better Communication Due to PN-Led Care
Patients felt that PN-led care would increase social satisfaction due to better communication during PN-led consultation. 
Few stated that they or other patients might feel better understood and better listened to. One respondent pointed out that 
this could be a relief, especially for chronically ill patients, as their concerns might be better addressed:

[…] In other words, the nurse could take away his worries and would have more time for this patient group […] (Patient P12) 

Better Compliance Through PN-Led Care
One patient stated that PN-led care would improve patient compliance, especially with medication. In addition, this 
respondent felt that PN-led care and communication with the PN, would better motivate the patient to make lifestyle 
changes. The interviewee perceived that this could also lead to better medication adherence for patients in PN-led care:

[...] because the patient takes his tablets and is motivated to change his diet etc. by talking to the PN. [...] (Patient P8) 

Time Relief for the GP
Many participants stated that PN-led care could save their GPs time and a few stated that their GP might have more time 
to deal with complex cases:

In this context, I think this it could be a big relief for the GP, who would then have more time for special diseases and would be 
more available (Patient P15) 

Benefits to the Healthcare System
In addition, participants described benefits to the PN and GP workflow and to the healthcare system. Many patients 
concluded that PN-led consultations and PN-led DCPMs could be cheaper than GP consultations and could lead to lower 
healthcare costs. One patient highlighted that health care costs would be reduced due to the perceived higher quality of 
care provided by PN-led care.

Patient Preference and Adherence 2023:17                                                                                       https://doi.org/10.2147/PPA.S411902                                                                                                                                                                                                                       

DovePress                                                                                                                       
1505

Dovepress                                                                                                                                                           Weise et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Improving the Image of the PN Profession
Patients expressed that the PN-led consultation and DCPM would enhance the skills of PNs. Some respondents felt that 
this would lead to greater respect and acceptance of PNs by patients and other health care professionals, and therefore an 
improved image of the professional role of a PN. Patients felt that PN-led care had the potential to develop a new job 
profile. Furthermore, some patients indicated that this could lead to an increase in a PN’s salary.

Reservations and Perceived Risks
Patients discussed various reservations and risks when considering about PN-led patient consultation and PN-led DCPM.

Lack of PN’s Qualification and Fear of Treatment Errors
Two patients were completely opposed to the concept of PN-led care. They could not see themselves attending a PN-led 
consultation, because they felt that the PN was not sufficiently qualified to deal with their medical problems. Few patients 
could not imagine receiving medication advice from a qualified PN:

And uh like I said, I don’t see how I can let the nurse mess around with my medication. (Patient P11) 

Two patients were concerned that this could also lead to treatment errors. Furthermore, few patients felt that PNs might 
overestimate their own skills and exceed their competence.

Lack of Information/Uncertainty
Despite their openness to PN-led consultations, few patients felt that there was a lack of clarity about how PN-led care 
might develop, which made them reluctant to accept the concept. However, they did make suggestions on how to address 
this uncertainty and to increase patient’s acceptance. For example: proof of qualification, medication guidelines 
predefined by the GP that the PN can use to change medication doses and continued regular contact with the GP. 
They underlined that a discussion with their GP would help them to clarify their questions.

Risks for the PN
Some interviewees pointed out that the PNs may be overburdened with their new tasks, both professionally and 
organizationally. Some interviewees also felt that there may not be enough practice staff available to cover this approach. 
One patient said that the PN would have to perform more tasks but might still get paid the same.

Higher Threshold for GP-Patient Consultation
Some patients expressed concern that other patients may find it difficult to tell their PN that they prefer a GP-led 
consultation. Some patients felt that other patients might then stop attending GP’s surgery. Some patients also feared that 
PN-led care might lead to less frequent GP-patient consultations and therefore to patient dissatisfaction:

For me personally, I don’t see any risks, but in general, I could imagine that a patient might feel under pressure to tell everything 
[…] i.e. to the PN. That he might not feel safe and might have [the] impression that he is being pushed into a second-class 
treatment. (Patient P2) 

Risks to the Healthcare System
One patient was concerned that PN-led care could lead to fewer GPs in the future:

[...] What will happen in ten years? Maybe there will be fewer GP’s surgeries, but more PNs, and we will have even fewer GPs. 
[...] That’s the risk. (Patient P5) 

Two patients emphasised that the time advantage of PN-led care for the GP would be quickly cancelled out by, among 
other things, the increased time needed for supervision of practice staff (Table A2). They also felt that the concept of PN- 
led care involved additional coordination tasks, which would then lead to an increased workload for the practice team. 
One patient had doubts about the concept because she already perceived a high workload for his/her PN. Therefore, he/ 
she she had doubts about the feasibility of this concept in everyday practice. Few patients wondered what would happen 
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to practice staff who did not have additional qualifications and whether this would lead to tensions in the practice staff 
team:

[…] What happens to those [PN] who, as I said, don’t have the opportunity [to qualify] due to whatever circumstances and stay 
or are at that lower level? Um, how are they [PN] perceived from the outside? (Patient P13) 

Doubts About the Need and Real Benefits for the Healthcare System
Few participants had reservations about PN-led care, because they doubted that there would be a real benefit for patient 
care, or that there was a real need in everyday practice for PN-led care. Few saw the economic interests of health 
insurance companies as the driving force for PN-led care, which underlined their reservations.

Change of Medication as a GP’s Issue
A few patients were generally sceptical about changing the DCPM through PN, stating that they did not find the concept 
acceptable:

But really, medication […] is a doctor’s issue for me. (Patient P4) 

Reasons for Encounters Where Patients are Likely to Accept PN-Led Care
Figure 1 shows the reasons for encounters where patients would accept PN-led care. Many patients reported that PN-led 
care would be acceptable for DMT2/antidiabetic medications, AT/antihypertensive medications, thyroid conditions such 
as hypothyroidism and related medications, and seasonal upper respiratory and gastrointestinal infections (Table A2). 
Many patients felt that a PN-led consultation would be particularly beneficial in the management of chronic diseases, 
provided that the chronic disease remains stable and no major changes occur. As possible indication for PN-led care in 
this context, participants felt that regular consultations with time and space to talk were appropriate. In addition, some 
patients felt that PN-related dose changes could go beyond long-term medication. These participants considered 
antibiotics and medications for seasonal infectious diseases, as well as for back pain, to be amenable to PN-guided 
DCPM (Table A2).

Reasons for Encounters Where Patients are Unlikely to Accept PN-Led Care
There were a few conditions for which some patients could not imagine consulting a PN or receiving medication advice 
from a PN. These included diagnoses that some patients felt were rare, complex or novel. As examples of complex 
conditions, many patients mentioned heart disease, genetic disorders, acquired immunodeficiency syndrome, cancer and 
mental health conditions.

Figure 1 Reasons for encounters and medications for which patients reported openness to accept PN-led care. 
Abbreviation: PN, practice nurse.
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Some participants were more cautious about the range of illnesses which they considered as serious. They generally 
defined serious illnesses as those affecting internal organs.

General Requirements for the Implementation of PN-Led Consultations and PN-Led 
DCPM
Participants discussed several different requirements that they considered important for the implementation of PN-led 
consultations or PN-led DCPM (Figure 2 and Table A3). In short, they valued the adequate training of the PN and the 
supervision of the PN’s work by the GP. For many participants, acceptability of PN-led medication advice for DCPM 
depended on the condition being treated and the number of different medications the patients were taking (Figure 2). 
Many participants emphasised the importance of an appropriately organized practice when PN-led care is provided, and 
some explained their views on risk reduction strategies (Tables A2 and A3).

Discussion
In this study, we investigated the perspectives of patients with DMT2 and/or AT on PN-led patient consultation and PN- 
led DCPM for chronically ill patients. To the best of our knowledge, this is the first qualitative study focusing on PN-led 
DCPM, general requirements as well as risks and benefits for both PN-led consultation and PN-led DCPM in German 
GPc. To address the current challenges of GPc in Germany, the implementation of PN-led care in GPc may be one 
solution. To support this implementation, our study adds the important aspect of the patient’s perspective.

Summary of Main Findings
In this study, many patients expressed a general openness to PN-led care, but some had reservations. Interviewees 
perceived many benefits: PN-led care would better meet patients’ needs better than GP-care and increase their 
compliance. Many patients were open to PN-led care, but only under certain conditions, eg extended training of PNs, 
proof of specialised certifications and a guideline for medication changes predefined by the GP. Some participants 
rejected the concept of PN-led care and/or expressed reservations because of perceived risks, eg treatment errors due to 
insufficient knowledge of the PN, or their fear of not seeing their GP often enough. Study patients saw a wide range of 
reasons for acceptable encounters for PN-led care, and specifically mentioned reasons for encounters for DMT2, AT, 
thyroid diseases, upper respiratory and gastrointestinal infections for both PN-led consultations and PN-led DCPM. From 
the perspective of our study patients, the most important requirements for achieving patient acceptance in the imple-
mentation of PN-led care in GPc were the patients’ informed consent to PN-led care. Also, the possibility to consult the 
GP at the patient’s request, adequate training of the PN and regular supervision by the GP. Therefore, this study adds 
important aspects to the existing literature for further research on PN-led care in German GPc and gives valuable 
information for practice implementation of PN-led care to reach a good patient acceptance.

Figure 2 Patient’s perspective on general requirements for implementation of PN-led consultation and PN-led DCPM. 
Abbreviations: GP, general practitioner; PN, practice nurse; DCPM, dosage adjustments for permanent medication.
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Comparison to Other Studies
Available international studies on PN-led DCPM have focused on the patient’s perspective in relation to PN-led 
prescription only.14,16–20 Although this limits the comparability of our results, similar patient perspectives are evident, 
as described further below. In particular, international studies on PN-led care were conducted when the concept had been 
formally implemented into the health care system and patients gained experience with PN-led care. In contrast, our study 
dealt with a scenario that is still in the future for most German GP patients. Currently, PN-led dose modification of 
permanent medication is not legally allowed in Germany and PN-led consultations are legally allowed for “minor reasons 
for encounters”, but are rarely used.

Consistent with our findings, international surveys and qualitative studies have shown a general openness to PN-led 
consultations.1,17 The international literature highlights a general openness to PN-led DCPM,21–23 whereas only some 
patients in our study were open to PN-led DCPM.

As in our study, the international literature has shown that patient trust in the PN, but also in the GP, is important for 
openness to PN-led care.14,17,20,24 In line with these findings, patients in the UK placed more importance on trusting their 
long-term healthcare provider teams than on which professional (GP or PN) actually provided the consultation or gave 
medication advice.21 Our data showed that patients’ trust also stemmed from experiencing PNs as competent members 
and experts of the GPc team, an issue which was also highlighted by two British studies.14,18 Patients’ perceived benefits 
were another important motive for openness to PN-led care, both in our study patients and in international studies. Faster 
access to health care through PN-led care was frequently mentioned by our study patients and is consistent with views of 
Scottish patients, who felt that faster access to effective care was more important than the qualifications of the care 
provider.17 Patients perceive PNs as more accessible than the GPs. They consider PN-led care to be time-saving, both in 
our data and in the international literature.16–18 In addition, our study sample perceived that PN-led consultation would 
provide better patient education, better background information, and a better focus on patients’ worries and needs, which 
motivated them to be open to PN-led care. These motives are also supported by international studies.16–18

As a general requirement for acceptance of PN-led care, our study patients most frequently mentioned good training 
of PNs, including regular training after graduation. This is also shown by two British studies.18,21 Inadequate training of 
PNs was perceived as a risk by some interviewees in our study. This is consistent with the existing literature, where 
patients’ fear of potential limitations in PN training is a known pattern.14 Fear of inadequate training may be the 
underlying pattern why some patients in our sample felt more comfortable receiving PN-led care, if they had evidence of 
qualification, eg a certificate of graduation. Regular supervision of PNs by GPs was one of the most frequently mentioned 
general requirements for implementing PN-led care in our study and in international literature.14,21 Interestingly, other 
studies showed that patients did not mind waiting for supervision to take place for a change of medical advice or 
prescriptions, respectively, if a model with immediate supervision was chosen.21 Furthermore, our study patients 
highlighted that it was very important to be able to see a doctor if they felt uncomfortable with PN-led care. This 
could indicate that patients are open to new care concepts, but still wish to maintain influence over their own healthcare 
and the right to choose the kind of healthcare provider. This aspect was not explicitly described in previous literature. 
This may be due to differences in health system structures. In Germany patients can choose their physician freely, but in 
other healthcare systems as in UK, where patients have to see their GP first and cannot change GPs easily.

Our data showed that patients are open to PN-led care for a variety of reasons for encounters including chronic 
illnesses such as DMT2, AT and others. This study about PN-led care is the first to contain a wide variety of reasons for 
encounter. This is the first study, to our best knowledge, to do so in this breadth. General openness for reasons for 
encounter for any chronic condition was also examined by Jedro et al and showed a moderate acceptance rate but was not 
studied in detail.1 As in other studies,21,22,25 we could show that patients preferred GP-led consultation over consulting 
PNs, if they perceive their reason for encounter as a severe illness, where patients perceived a higher level of knowledge 
in doctors.25 In accordance with international studies,22,24 in our study patients perceived that starting a new medication, 
complicated or psychiatric diseases was not an issue for PN-led care.

A few patients expressed a general uncertainty and unfamiliarity regarding PN-led role in the consultation and 
medication advice in our study sample. This is unsurprising, as PN-led consultations are not broadly available, and PN- 
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led DCPM is not currently available in GPc. Surprisingly, patients seem to experience uncertainties about a PN’s role 
even decades after implementation of PN-led care.18 As international literature17,18,21–23,26 shows, heterogenous results 
occur concerning how well patients understand a PNs role and responsibilities, eg what exactly would their tasks and 
responsibilities be.

Strengths and Limitations
This is the first study to focus on the patients’ perspective of PN-led DCPM and one of the few studies investigating patients’ 
perspectives on PN-led consultations in GPc in Germany. Our study provides a wide range of perspectives on issues that have not 
been explored as thoroughly in previous studies, such as acceptable medications for PN-led DCPM and requirements that would 
facilitate patients’ acceptance of the implementation of PN-led care in GPc. The qualitative focus group approach of our study 
allowed us to capture a wide range of attitudes and explore hidden motives, chances, reservations and concepts, which would not 
be possible in a quantitative approach. Patients are their own experts for how they want their care to be delivered.27 Our study 
focused on the views of chronically ill patients with DMT2 and AT, a highly prevalent patient group with extensive experience of 
care in GPc.27–31 They can add the perspective of chronically ill patients to the concept of PN-led care. This is important for further 
research projects, as the preferences of potential target groups can be decisive for the study design of future pilot projects.

Although the criterion of theoretical saturation has been reached, our study sample is not representative due to 
the qualitative design. This limits the generalisability and transferability of our results. However, the advantages of 
the open setting of the focus groups in our study allowed for group interactions, reflection and an exclusive access to 
the specific knowledge and attitudes of the patients, which would have not been possible in a quantitative or one-on- 
one interview only study setting. Nevertheless, the group setting could pronounce less detailed or socially desirable 
responses from participating patients, when some may have felt inhibited in contributing and narrating their 
attitudes. However, the interviewing research team made every effort to keep the discussion as open as possible. 
We cannot rule out selection bias, as GPs were involved in the selection of patients, and we had to conduct online 
focus groups due to contact restrictions during the COVID-19 pandemic. However, we attempted to minimise 
selection bias by using a pre-designed qualitative sampling plan, which included a wide range of variables. We 
originally planned to have eight participants per focus group. Due to technical difficulties, two participants had to 
leave the first focus group, and one participant did turn up for the interview. Three participants were then added to 
the second focus group.

Conclusion
Our data shows promising results for patients' openness to the concept of PN-led patient consultation and PN-led DCPM 
in Germany. It shows that patients with DMT2 and AT would accept a variety of reasons for encounters with PN-led care, 
eg PN-led treatment of DMT2, AT, thyroid diseases and seasonal infections. The implementation of PN-led care should 
take into account adequate training of the PN, regular supervision by the GP, patients' informed consent and the freedom 
to see a GP at any time. These requirements seem to be important to increase patients’ acceptance of PN-led care. To 
quantify the percentage of patients who would accept or refuse PN-led DCPM, quantitative studies taking into account 
our qualitative study results are needed in the future. These studies should also investigate how many patients would be 
open to which reasons for encounter. Furthermore, the perspectives of PNs and GPs towards PN-led care should be 
explored. This may help in the implementation of pilot projects to ensure the reliability of primary care in rural areas.
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