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1 | INTRODUCTION

| Richard Buote® | Sandra Parsons* | Julia Lukewich?

Abstract

Aim: This study explores the contributions of family practice nurses in primary care
across Newfoundland and Labrador funded by fee-for-service and alternate payment
plans to examine the influence of funding arrangements on nursing roles/activities.
Design: A qualitative descriptive design was employed.

Methods: Semi-structured telephone interviews were conducted between March-
July 2018 with physicians and Registered Nurses working in primary care settings in
Newfoundland and Labrador. Interviews were transcribed verbatim, and a content
analysis approach was used to identify recurring themes.

Results: Clinic funding was instrumental in the integration of family practice nurses
into primary care settings and influenced roles/activities. In fee-for-service practices,
nurses work with physicians and focus on one-on-one patient care in office-based
settings, whereas nurses in alternate payment plans practices work more indepen-
dently, in a wider range of settings and with emphasis on both individual and group-
based encounters. Compared with alternate payment plans practices, fee-for-service

practices tend to be more restrictive due to physician billing requirements.
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complexities facing healthcare systems internationally (Horrocks,
Anderson, & Salisbury, 2002; Laurant et al., 2005; Todd, Howlett,

Family practice nurses (FPN) are Registered Nurses (RNs) who work
in primary care settings and are able to deliver a broad range of
health services, including preventative screening, health education,
management of chronic diseases, paediatric and women's care and
care coordination (Canadian Family Practice Nurses Association,
2017; Canadian Nurses Association, 2011, 2013; Norful, Martsolf,
& Poghosyan, 2017). The integration of RNs into primary care
workforce has been associated with improved access, reduced
costs and higher quality of care and could offer solutions to health

MacKay, & Lawson, 2007).

2 | BACKGROUND

Despite the advantages associated with this role, many provinces
such as Newfoundland and Labrador (NL), New Brunswick and
British Columbia have integrated FPN at a slower pace than other
jurisdictions across Canada where reforms have included funding
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strategies to facilitate the introduction of FPN. For example, in
Ontario, RNs are the most predominant non-physician workforce
in primary care settings, including Community Health Centres and
Family Health Teams. The introduction of the Community Health
Centre and Family Health Team dates back to 1979 and 2005, re-
spectively, and both focus on the inter-professional team to deliver
a broad range of healthcare services (Glazier, Zagorski, & Ryaner,
2012; Hutchison, Levesque, Strumpf, & Coyle, 2011; Lukewich,
Williamson, Edge, VanDenKerkhof, & Tranmer, 2018). In Nova
Scotia, the formal integration of FPN into primary care occurred
over a decade ago and there are now more than 35 inter-profes-
sional primary care teams that include FPN established across the
province (Nova Scotia Health Authority, 2017; Todd et al., 2007),
Howlett, MacKay, & Lawson, 2007).

While there is a general commitment to develop the role of FPN,
to date, NL has not introduced system-wide reforms to facilitate the
integration of FPN into primary care practices. Rather, in NL the in-
troduction of FPN has been highly organic and driven by response to
localized need. While the number of FPN remains small, NL provides
an ideal setting to conduct pilot research on the influence of funding
on FPN work since funding models are straightforward and there
have been few reforms to complicate the health policy context (i.e.

we can directly connect funding models to FPN roles).

2.1 | Research question

What influence does clinic funding have on FPN roles and activities
in primary care settings in NL? This pilot study used semi-structured
qualitative interviews with primary care physicians and FPN to de-
scribe, compare and contrast the roles of FPN in primary care set-
tings funded by fee-for-service (FFS) and alternate payment plans
(APP; i.e. global funding). Understanding this relationship is vital for
developing a plan to further integrate FPN across Canada. A broader
and more defined understanding of FPN roles in these settings
can help achieve optimal contribution of this workforce to patient
care. In Canada, provincial public health insurance programs (e.g.
Medical Care Plan in NL) cover the costs of all medically necessary
care for residents, including primary care services. In NL, physi-
cians are paid either by fee-for-service (a set fee for each service)
or by salary (an annual amount) by the provincial health insurance
program. Physicians paid by fee-for-service are self-employed and
manage their own practices. Salaried physicians are employees of
the regional health authority and work in authority-owned practices.

3 | THE STUDY
3.1 | Design
A qualitative descriptive design was employed. This pilot study used

semi-structured qualitative interviews with primary care physi-

cians and FPN to describe, compare and contrast the roles of FPN in

primary care settings funded by fee-for-service (FFS) and alternate
payment plans (APP; i.e. global funding).

3.2 | Methods

To be included in the study, participants had to be physicians or RNs
working in a FFS or APP primary care setting in NL. We excluded
Licensed Practical Nurses, Nurse Practitioners and RNs working
alongside specialist physicians.

Since there is no database or registry of primary care practices
that include both family physicians and FPN, we used several sam-
pling strategies to reach the target population (Berg, 1995; Creswell,
2014). First, study authors and individuals in their professional net-
works identified the names/contacts of any known family physicians
who worked with FPN in a primary care setting. The NL Medical
Association (NLMA) sent three emails to its members, requesting
physicians and nurses to self-identify to a research assistant. In ad-
dition, the College of Registered Nurses of NL (CRNNL) provided
contact information for RNs who, at annual registration, consented
to have this information shared for research purposes and indicated
primary care as their place of employment. Lastly, we asked partic-
ipants to identify and invite other family physicians and FPN to the
study.

A research assistant sent study invitations to a total of 12 phy-
sicians (9 were identified through professional networks and in-
vited directly; 3 responded to the email invitation from the NLMA)
and 26 nurses (10 were identified through professional networks;
16 were identified through the CRNNL). The invitations described
the study and asked willing participants to contact the research
assistant to arrange a time for an interview and provide written
consent. The original target sample for the study was 20 partici-
pants, however, the pool of eligible participants was smaller than
initially expected and, given that this population has not been
heavily studied in NL, it was difficult to ascertain the number of
potential participants prior to screening. Recruitment continued
until we exhausted the pool of eligible participants (i.e. we sent
invitations until we could not identify any additional FPN, physi-
cian who worked with FPN, or practice where a FPN was known
to work). Compensation was available to physicians ($100/hour)
through the Family Practice Renewal Program (FPRP), an initiative
tasked with primary healthcare system transformation in NL led
by the provincial medical association.

Research assistants conducted semi-structured telephone in-
terviews between March - July 2018 using an interview guide from
Oelke, Wilhelm, Jackson, Suter, and Carter (2012), with input from
the study team and the FPRP, CRNNL and Government of NL, and
tailored to the NL context. Separate interview guides were devel-
oped for FPN and for family physicians. FPN were asked about
their experience working in primary care practices (e.g. length of
time in position, any training/education received prior to beginning
position), current roles/activities in the practice and barriers/facil-

itators to maximizing their scope of practice in this setting. Family
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physicians were asked about their experience working with FPN,
funding models used to support FPN and barriers/facilitators to op-
timal use of the FPN role in their practice. Each participant was in-
terviewed seperately. Throughout the interview, research assistants
confirmed descriptions of experiences of participants to ensure that
responses were being accurately captured and understood (member
checking) (Berg, 1995; Creswell, 2004).

3.3 | Analysis

Interviews were recorded and transcribed verbatim. Using content
analysis, we identified reoccurring patterns/themes in the data.
Every member of the research team (a nursing researcher, applied
health services researcher, graduate student, and research assis-
tants) independently reviewed two interview transcripts (one phy-
sician and one FPN) to identifying themes and sub-categories. We
then met as a team to review the transcripts line by line, discuss-
ing codes, definitions and resolving disagreements until we reached
consensus. The research assistant applied the template to additional
interviews and identified additional themes, which were reviewed
and agreed upon by the research team. A final coding template was
applied to all the transcripts (Berg, 1995; Creswell, 2004). NVIVO
software was used to assist in the organization and management of
qualitative data.

We used the constant comparative method to enhance the cred-
ibility and trustworthiness of the analysis (Strudsholm, Meadows,
Robinson, Thurston, & Henderson, 2016), by comparing and con-
trasting themes and quotations from FFS and APP clinic transcripts.
Through the development of the coding template, we moved from
more descriptive to more analytic codes, developing broader con-
ceptual themes that capture variations in experiences. An audit trail
(transcripts and audiotapes, drafts of the coding template, coding
disagreements and their resolutions) documented the analysis. We
also use thick description and present illustrative quotes to support
each identified theme (Berg, 1995; Creswell, 2014; Glaser & Strauss,
1967; Guest & MacQueen, 2012; Rowan & Huston, 1997).

TABLE 1 Relationship between clinic funding and FPN roles in NL

Fee-for-service

Origins of the FPN
positions

To improve wait times, health
promotion, patient education

Focus of FPN care Maternity care, women's health,
chronic disease care, one-on-one

patient education

Locations of nursing In clinic, home visits

practice

FPN training/education Acute care nursing

Nature of team-based care Coordinated scheduling, care provided

in tandem
Communication Patient-related case meetings, charts

Determining nursing roles Standing orders, medical directives
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3.4 | Ethics

This study was approved by the NL Health Research Ethics Board and
the four regional health authorities in NL. Given the small number of
physicians and FPN in the study, we have taken several measures to
protect confidentiality and limit the likelihood that individuals are
identified. We have assigned each participant with a unique study ID
number and edited quotations (as noted by square brackets) to ob-
scure identifying information without changing the meaning of the
quotation. We have also limited demographic description of study

participants.

4 | RESULTS

The interviews consisted of family physician-FPN teams who
worked together in the same primary care practice and one lone
FPN whose physician counterpart did not participate in the study.
Three family physicians and five FPN, who together had an av-
erage of 22 years experience in healthcare, participated in inter-
views that lasted 19-36 minutes (average 31 minutes). Four of the
participants were employed in a FFS-funded setting (2 physicians;
2 FPNs), whereas the remaining 4 were employed in an APP-based
setting (1 physician; 3 FPNs). Two participants were male, and six
were female. All but one participant worked full-time.

Participants in the study worked in clinics that were either
funded through FFS or an APP (specifically a global clinic budget
with clinicians remunerated through salary). Clinic funding played an
instrumental role in the origins of the FPN position, team functioning
and the focus of FPN roles (Table 1).

4.1 | Origins of the FPN positions

Fee-for-service and APP clinics had very different reasons for bring-
ing FPN into the practice. In FFS clinics, the decision was made by
the physician to improve access to care and ensure sufficient time

Alternate payment plans

Co-location as a means of interdisciplinary collaboration

Post-acute care home care, group-based teaching, public health, mental
health

Homes, schools, community, clinic

Community and public health nursing

Independent clinics, ad hoc collaborations

Clinic meetings, case management, hallway consultations

Scope of practice, organizational policy
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to deliver health promotion and education. For example, in a FFS
practice, a physician noted that a shortage of physicians in the local
community led to lengthy delays in seeing patients for routine ap-
pointments: “My practice is two and a half times the size of what it
should be... | was behind an hour in the clinic and the waiting room
was full and at the time the patients were waiting a month for an
appointment and 3 months ... for an annual check-up...” (ID 03). The
physician was unable to provide health promotion and educate pa-

tients with the existing workload:

...I had a young girl in front of me who wanted the birth
control pill, then the phone rang saying that | got to go
right away ... and | just wanted to grab [the patient] ...
and say, “I have some really important things to tell you,
| gotta talk really fast so you're going to have to listen.”
That kind of crystalized it to me...

(ID03)

Other participants from FFS settings cited similar experiences in
relation to the need for an FPN to assist with the demanding work-
load. In contrast, an APP physician noted that the FPN was part of
the vision when the clinic was created. The proposed model em-
braced the idea of “co-location” as a means of enhanced inter-pro-

fessional collaborations:

Well, | think that the most important initial strategy was
housing us together ... and that’s unusual, you don’t find
that ... Usually the health, community and public health
nurses are in their own corners, you know, different
places in the city... they actually have their offices in our
clinic along with [other health professionals] ... that's the
main driver, that's one of the main drivers for collabora-
tion is that we have proximity...

(ID 04)

4.2 | Focus of FPN care

In FFS clinics, FPN cared for specific groups in the larger clinic popu-
lation. A FFS physician described the process of determining where
the FPN would fit into the physician's practice: “I had a look at my
practice [to see] what areas do | need help in? ...And so in my prac-
tice, it was diabetes, it was well-woman care, it was pre-natal care, it
was well-baby care.” (ID 03). Consequently, FPN in FFS clinics were

focussed on the needs of this population:

Typically the patients range from chronic disease man-
agement to prenatal visits, to pap smears, hypertension
management. It's pretty well everything across the life
span that would encompass any preventative measures
and any chronic disease.

(ID02)

In APP clinics, FPN cared for vulnerable populations, often in prac-
tices that focussed on the needs of its surrounding community: “...
we work with very vulnerable populations and it's just knowing your
clients ... a lot of clients now are dealing with mental health and ad-
dictions... in a low socioeconomic population...” (ID 05). A nurse who
worked in an educational setting described the needs of her patient
population:

...it can be hygiene issues, like bed bugs, scabies, dis-
ease outbreak in residence, that sort of thing, or mental
health... I'll help them with their communicable disease
guidelines, so all those students, when they go to do
practicums ... they need their immunizations updated...
(ID 08)

4.3 | Location of nursing practice

In FFS clinics, given that physicians had to see patients to bill for
care, the FPN worked alongside physicians in either the medi-
cal clinic or patients' homes during home visits. In contrast, APP
nurses worked in the community, independently and often with
groups or one-on-one with individual patients: “...a lot of her work
will be outside our clinic like the breastfeeding classes are down
on [street name] and the prenatal classes are not on site...” (ID 04).
Concurred an APP nurse: “I try at least once a week to get into
the schools... | try to do some extra community work as well be-
sides the work here at the clinic.... | would say, I'm probably like
60% here [in the clinic], 40% out...” (ID 05). Another APP nurse
described the types of care she provided in the community, often

in home visits:

...it's post-op care following surgeries, it could be some-
one having chemo in the community, it could be someone
requiring home |V therapy. Palliative care has been a big
part ... It could be also diabetic teaching, including diet
compliance, teaching them how to do glucometer checks
and self-administering insulin. We would also teach
people about changing colostomies ... suture and staple
removal. Wound care ... a lot of diabetic ulcers, venous
ulcers, peripheral vascular disease ulcers.

(ID 06)

4.4 | FPN training/education

The nature of the FPN's training differed. While nurses with many
years of acute care experience were recruited for FFS clinics (“..
it's really important to have some acute care setting years behind
you before you step out into this environment.” [ID 02]), APP clinics
looked for nurses with public health or community health training

(“I'm also certified in community health...” [ID 05]).
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4.5 | Nature of team-based care

The regulations around FFS remunerations dictate the way that pa-

tient visits are scheduled. A physician in a FFS practice said:

...for me to bill for anything [the FPN] does, | have to see
the patient as well... And so for me to bill for what she's
seeing, because I'm a fee-for-service physician, | have to
do that.... otherwise | would not be able to generate her
salary, right? ...we can't have her here seeing patients
alone.

(ID03)

As a result, the physician and FPN work in tandem. A FFS physician

described a typical visit:

...the nurse goes in first, they open up, start a file in the
EMR and ask [patients] what they're here for today. [The
nurses] do the vital signs, they look at their medication
list, ... make sure that their medication list is up to date ...
so that when | go in, I'm going to be renewing medications
and those medication checks have already been done....
(ID01)

In contrast, APP clinic FPN scheduled patients independently and
often saw patients on their own (“I run my own clinic with booked ap-
pointments for most of the day, every day.” (ID 08)), bringing in a physi-

cian only when they were needed:

If I have a baby that I'm assessing in clinic, | might notice
thrush or the need of further assessment for the physi-
cian ... if the doctors are available | can just call them in
and have a quick assess of my own assessment and vice
versa. If they have questions for me ... they can come and
kind of grab me and we can kind of collaborate together
with the client.

(ID 05)

4.6 | Communication

Staff in FFS clinics relied on charting to communicate with each
other and coordinate what care each professional would provide to
the patient. For example, a FPN in a FFS practice said: “We do a lot
of communicating through the patient charts, like what [the patients]
need done. Like if | come in, | know by looking at their care plan
what the goals are for their visit.” (ID 07). In contrast, APP clinic staff
relied on hallway conversations and collegial consultations. Unlike in
FFS practices where charts were shared, nurses in APP clinics main-
tained their own set of charts for their patients: “...they [the FPN]
are not linked in our electronic medical record- the nurses have their
own.” (ID 04). In both FFS and APP clinics, case management meet-

ings were held to discuss patients. In APP clinics, these meetings
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would involve a variety of health professionals (“..we have a case
conference that, it's all the, all the professionals in the clinic so it's,
you know, myself, the physicians, the counselors, psychology, all
those.” [ID 08]), while in the FFS clinics, the meetings only involved
the physician and the FPN.

4.7 | Determining nursing roles

In FFS clinics, nursing roles and activities are supported by stand-
ing orders or medical directives: “...there are medical directives here,
which we use a lot for everything.” (ID 07). The FFS physician de-
scribed preparing for the FPN:

| started writing some stuff down to give to the nurse...,
“This is the counseling | do when | start a patient on the
birth control pill, this is the counseling | do when | diag-
nose a patient with hypertension, this is the counselling
| do when | diagnose a patient with diabetes, this is the
counseling for hyperlipidemia,” and so on.

(ID03)

In APP clinics, the FPN role was determined by existing policies:
“...within [regional health authority] policies ... | have my own scope
[defined by the ARNNLY]. | don't go beyond that scope and... everybody
knows what their role is in regards to patient care ... there's kind of an
understanding without saying it.” (ID 05). There was no direct involve-
ment from the other clinicians in determining the FPN role: “There was
never any formal process.... There's no written guidelines as to what |
do and [physicians] do.” (ID 06).

5 | DISCUSSION

RNs form the core of interdisciplinary primary care teams (Canadian
Nurses Association, 2013, 2014; Lukewich et al., 2018). However,
there is still a critical need to generate evidence on this role in pri-
mary care to support policy-makers and health administrators in de-
cisions related to investing in this profession (The Lancet, 2019). This
pilot study shows that clinic funding has an impact on the integra-
tion of FPN into primary care settings in NL; FPN scope of practice
is more restricted in FFS practices. In both APP and FFS settings,
FPN work as generalists providing a broad range of services. In FFS
practices, FPN work in tandem with physicians and focus on one-on-
one patient care in primarily office-based settings. In APP practices,
FPN work more independently, in both office and community-based
settings, with a balanced emphasis on individual and group-based
encounters. APP FPN roles are predominantly determined by nurs-
ing scope of practice and patient needs in the community, while FFS
FPN roles are more restricted due to physician billing requirements
and physicians' established need for the FPN role in the first place.
Like other studies, our findings highlight how models of primary

care enable nurses to contribute their unique skills and expertise
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towards patient care delivery (Association of Registered Nurses of
Newfoundland & Labrador, 2018; Berkowitz, 2016; Smolowitz et al.,
2015).

Family practice nursing falls under the umbrella of “commu-
nity health nursing,” which also includes home care and public
health nursing (Canadian Family Practice Nurses Association, 2017,
Canadian Nurses Association, 2011; Oandasan et al., 2010). In APP
clinics, there was substantial overlap between the role of the FPN
and traditional public health and home care nurses. Although the
role of FPN is likely to vary from practice to practice, there is a lack
of clearly defined role expectations and understanding of the op-
timal role of FPN. To address this, an expert team developed a na-
tional set of family practice nursing competencies (Lukewich et al.,
2019). These competencies clarify the FPN role and how it differs
from other community health nursing disciplines, support team func-
tioning, maximize FPN scope of practice and provide a framework
to evaluate the effectiveness of family practice nursing in Canada's
broader healthcare workforce (Lukewich et al., 2019).

The funding of primary healthcare teams is a vital, but largely un-
derstudied issue (Wranik & Haydt, 2018; Wranik et al., 2017). While
previous studies recognize that team funding and the degree to which
non-physician workforce remuneration is derived from physician ac-
tivity influence team functioning, ours is among the first to describe
how funding has a direct impact on the contributions of FPN. The
study highlights how FFS funding restricts the scope of practice
of FPN nurses. Within the primary care setting as a whole, there is
often a lack of clarity regarding FPN role expectations, which could
lead to poorly integrated care and underutilization of nursing skills
and abilities (Canadian Nurses Association, 2014). Similar findings
from a pediatric setting has determined that practice environment
plays a role in nursing scope of practice, and that increasing scope
of practice leads to greater levels of job satisfaction (Déry, Clarke,
D’Amour, & Blais, 2018). Expanding the physician-led model within
FFS practices in primary care can lead to improvements in nursing
role satisfaction, as well as patient and system-level outcomes. By
highlighting seven areas influenced by funding, our findings lay the
groundwork for further research on the influence of funding mod-
els on FPN responsibilities in provinces where the integration of
FPN is more advanced. Understanding how funding models have an
impact on the RN role in this setting will aid health administrators
and policy decision-makers in developing improved health policies
and planning and implementing nursing resources to maximize work-

force contributions.

5.1 | Limitations

This is the first known Canadian study to examine the relation-
ship between primary care funding models and the roles of RNs
in the team. While we exhausted the pool of eligible participants
in the province of NL, we may not have reached saturation in our
pilot study. The study findings, based on funding models in NL, may

not be transferable to other provinces. Larger, cross-jurisdictional

studies in provinces with well-established primary care teams should
examine whether these findings are attenuated.

6 | CONCLUSION

The contributions and impact of FPN in NL are heavily influenced by
the funding arrangements of the settings where these nurses work.
Knowledge of how factors influence nursing contributions can assist
in the development of evidence-based recommendations and health
policy decisions, especially in jurisdictions with scarce primary care-
based nursing resources, such as NL. Understanding the relationship
between funding and how FPN function in a team and contribute to
patient care will inform the future integration and optimization of
FPN across Canada.
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