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Abstract

Background: The nursing profession is critical in enhancing primary healthcare delivery, particularly
through innovative models like Advanced Access (AA). As healthcare policies evolve, nurses, including
Nurse Practitioners (NPs) and Registered Nurses (RNs), are increasingly positioned to improve patient
access and care quality. However, gaps in understanding their roles within these frameworks persist,
necessitating further investigation.

Methods: This study employed a qualitative approach to explore the experiences of NPs and RNs in
adapting their practices following the implementation of the AA model. Data were collected through
interviews with nursing staff across four healthcare settings in Quebec, focusing on the barriers and
facilitators to practice transformation.

Results: Findings revealed significant differences in how RNs and NPs adapted to the AA model. NPs
demonstrated a clearer understanding and effective restructuring of appointment systems, while RNs faced
challenges due to insufficient engagement and leadership support. Key themes identified included
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regulatory influences, the importance of leadership in facilitating change, and the necessity for improved
interprofessional collaboration.

Conclusion: The successful integration of the AA model in primary care requires tailored training and
support for both RNs and NPs. Enhancing collaborative practices and leadership roles is essential to
optimize nursing contributions and improve patient care access. This research underscores the need for
ongoing evaluation of nursing practices to inform policy and practice changes in primary healthcare
settings.
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1. Introduction

Enhancing nursing practice in primary healthcare environments is acknowledged as an effective approach
to elevate the quality and efficiency of primary care while fulfilling the unfulfilled healthcare requirements
of people, families, and communities [1, 2]. Researchers globally emphasize the significant role nurses
might have in transitioning to innovative care models to enhance basic healthcare services [2, 3]. A
substantial body of research underscores the pivotal role of nurses in enhancing the accessibility of primary
care services, the quality of treatment, and the satisfaction of patients and other professionals. Two recent
systematic reviews indicate that trained nurses (e.g., nurse practitioners [NPs], registered nurses [RNs])
provide care of equal or superior quality compared to primary care physicians, likely resulting in
comparable health outcomes and enhanced patient satisfaction concerning urgent physical issues and
chronic conditions. Contandriopoulos and Brousselle elucidate how the integration of nurse practitioners
into primary care teams disrupts the existing paradigm and transforms primary care delivery paradigms
[4, 5].

Nonetheless, despite the critical and strategic role of nurses in reforming primary care through
reorganization and innovation, nursing practice has garnered insufficient focus in research concerning
innovative models designed to decrease wait times for primary care appointments, such as advanced access
(AA). The existing knowledge base does not facilitate comprehension of the necessary changes in nursing
practice associated with these models or the issues they entail.

Advanced access is a well-established innovation concept aimed at enhancing prompt access to primary
care services that align with patients' needs and choices in a timely manner [4, 6]. It is based on five
fundamental principles: 1) balancing supply and demand, 2) mitigating work backlog (i.e., eradicating wait
lists), 3) evaluating the appointment system, 4) enhancing inter-professional collaborative practice, and 5)
formulating contingency plans. In AA, appointments are provided irrespective of the visit's purpose and the
urgency of the need [7, 8].

The adoption of the AA model necessitates the reorganization of the practices of all team members,
including diverse categories of nurses who must modify their roles and practices to guarantee successful
and patient-centered implementation [9, 10]. Optimizing the role of nurses is a crucial technique for
enhancing timely access and addressing health needs and expectations. Nurses may decrease the number
of prescheduled appointments to provide more slots for same or next-day visits, so addressing demand,
minimizing delays, and reinstating the necessary equilibrium for the model's performance [7, 11, 12]. They
may rearrange appointments to address simple acute disorders, therefore allowing doctors to attend to
more difficult cases, which enhances care team capacity and lowers appointment wait times [13]. Nurses
may, via improved collaborative practice with family doctors and other clinicians, treat patients with
chronic diseases, therefore decreasing the frequency of physician visits.

Although extensive literature examines the modifications in family physician (FP) practices to incorporate
essential principles of AA and assess outcome indicators (such as reductions in wait times and missed
appointments), there is a paucity of research regarding the alterations in various categories of nurses’
practices concerning appointment rescheduling within this framework. Furthermore, the inter-
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professional dimension of AA (4th principle), which underscores improved collaborative practice among
RNs, NPs, doctors, and clerical personnel to optimize care efficiency and quality, has not been extensively
researched.

Several studies indicate that modifications in nursing practice have facilitated the successful adoption of
AA. Nevertheless, these studies seldom examine the mechanisms of transformation and its applicability to
specific categories of nurses. Two studies [14, 15] recognize the utilization of Nurse Practitioners (NPs) and
Registered Nurses (RNs) as a means to enhance practice efficiency in Alcoholics Anonymous (AA), yet they
fail to delineate how the practices of each nursing type were optimized within AA regarding appointment
rescheduling and interprofessional collaboration. Additionally, they do not identify success factors or derive
lessons applicable to other contexts. Research done in Québec indicates that enhancing registered nurse
practice by including patient management and pregnancy follow-up improves collaborative practice.
However, there is little knowledge on the collaborative models and essential variables that facilitate
effective changes in nursing practice [7, 16].

The only evaluation of team dynamics with AA, performed in a recently inaugurated nurse practitioner-led
clinic in northern Ontario [17], highlights advantages including enhanced NP autonomy over their daily
responsibilities, improved patient satisfaction and safety, and a reduction in walk-in and emergency
department visits. The report highlights issues related to unfulfilled customer expectations due to
discrepancies between supply and demand, the ongoing need to triage calls and build skills, and the
requirement for flexibility in modifying operational procedures. The study advocates for more research to
investigate the problems associated with nurses' practice that arise within AA. This request was reaffirmed
in a recent evidence synthesis [18], which underscores significant information deficiencies about the
techniques used by many stakeholders to apply the model. This research attempts to comprehend the
changes occurring in the practices of RNs and NPs, who bear significant responsibility for delivering
patient-centered primary care. The results will inform the restructuring of care procedures and the
allocation of tasks to augment healthcare team capabilities, while also indicating adjustments in nursing
practice to boost timely access to primary care.

This research is the first report on the experiences of Nurse Practitioners and Registered Nurses about
practice changes subsequent to the implementation of the AA model. The primary goals are to examine the
experiences of nurse practitioners and registered nurses on practice changes throughout the

implementation of the AA model, and to identify variables that either assist or hinder
change.Determinants affecting modifications in nursing practice regarding enhanced accessn the
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882

https://reviewofconphil.com



subsequent phase of study, we discovered prevalent themes that served as obstacles or enablers to NP and
RN practice transformation within AA. Figure 1 depicts the important elements based on the paradigm of
Niezen and Mathijssen [19] on changes in nursing practice related to enhanced access.

Participants in the research identified a 2010 provincial strategy to deploy 500 Nurse Practitioners in
primary healthcare as a direct catalyst for altering work processes inside the Family Medicine Unit and
indirectly for reconfiguring nursing practices across the Academic Area [20,21]. This policy was seen by
NPs as an enabler of practice transformation. Conversely, RNs saw it as hurting their practice. One NP
emphasized that nurses are now not a priority for decision-makers. A registered nurse said that the
implementation of a substantial number of nurse practitioners should have been accompanied by policies
to reform registered nurse practice and establish professional practice limits.

2. Leadership

Physician leadership was emphasized as a significant element, but nurse leadership was seldom referenced.
Nurses (RNs and NPs) identified supporting leadership from doctors as a crucial factor for the
implementation of the AA model overall, and for modifications in nursing practices specifically. Participants
articulated how leadership might function as either a facilitator or an impediment to adherence to the AA
model. Leaders who advocate for the collaborative practice among team members by developing or
reinforcing teams, such as pairing nurses with family practitioners and sharing accountability for specific
patient panels, as well as fostering open communication channels (e.g., regular meetings) and feedback
mechanisms among all team members, including nurses, were observed to facilitate changes in nursing
practice [22-25]. The lack of medical leadership to advocate for AA and optimize nursing practices was seen
by several RNs and NPs as a significant obstacle to change. An RN expressed disappointment at the
retirement of an FP acknowledged as a significant player in advancing protocols to facilitate her practice
transition within the AA paradigm. She articulated the regression of her practice in managing acute diseases
after the departure of the family physician. The lack of a champion to promote team participation and
efficient information exchange between FPs and RNs was seen as an obstacle to RN practice in AA [26-31].

3. Discussion

This research seeks to elucidate how registered nurses (RNs) and nurse practitioners (NPs) adapt their
practices to conform to the advanced access (AA) model, while also identifying elements within the Quebec
primary care setting that affect these practice modifications. We provide data on two fundamental concepts
of AA: the modification of the appointment system and the incorporation of collaborative practice, which
were the primary areas of change among nurses.

The installation of AA led to modifications in nursing practice by changing the appointment system to
enhance responsiveness to urgent requirements and by streamlining demand to prevent prolonged
scheduling delays. Tangible advancements were seen in collaborative practice, with ongoing efforts to
enhance nurses' capabilities, optimize their contributions, and empower each primary care physician to
use their full scope of practice. Our findings indicate that experiences of practice change differed across the
two types of nurses. The impact of AA adoption on nursing practice was not uniformly recognized by nurses.
Registered Nurses reported the most significant losses in the implementation of the AA model compared to
Nurse Practitioners, due to their insufficient engagement in applying the model's fundamental principles.

Our findings indicate that they have made an effort to modify the appointment system by providing two to
three free slots daily for unplanned treatment, although they concede that their operations do not fully
adhere to AA principles; instead, they are executing a superficial version of the model. Their comprehension
of appointment organization inside the model is limited, and this did not improve over the research period.
Registered Nurses were uninformed that under Alcoholics Anonymous, patients have the option to schedule
a same-day appointment with their healthcare practitioner for any issue, whether urgent, routine, or
preventative.

Among NPs, some shown a superior comprehension and successfully restructured the appointment system
in accordance with the AA concept, whilst others tailored this fundamental principle to their requirements

883

https://reviewofconphil.com



and the organizational context. Our results align with those of Goodall et al. [14] and Pope et al. [27],
indicating widespread ambiguity about the operation of AA and a deficient comprehension of the model's
conceptual basis, leading to altered iterations of the appointment system. There was a clear confusion
between AA appointments and urgent access, since all RNs and several NPs used the terms interchangeably.

Modifications in RN and NP practice during first attempts to use the AA model seem to be continuing and
are subject to further refinement. Nurses are attempting to acquire knowledge via trial and error because
to the absence of formal preparation and training in the model. Furthermore, the need emphasized by
several writers [10, 17, 27] for a transitional phase to apply this model partially elucidates why nurses
require additional time to determine how to modify their scheduling system to accommodate various
practice activities.

Concerning collaborative practice, RNs exerted little efforts while continuing to explore avenues to broaden
their service scope and participate in team-based care. Designated patient panels were observed to enhance
service capacity, patient access, and continuity of care both generally and within AA. Registered Nurses
continued to grapple with fully using their abilities and redefining their limits within an established practice
subsequent to the advent of Nurse Practitioners. Their professional identity seems to be challenged, leading
them to feel the need to renegotiate their obligations after losing the right to engage in significant job
activities, such as monitoring acute situations. Nurse practitioners seemed established and capable of
exercising their competences and practicing in accordance with the AA model. They delivered autonomous
and collaborative patient care, either consultative or in joint practice, while taking leadership in the
management of patients with acute and chronic disorders.

Our findings, grounded on Niezen & Mathijssen’s [19] network model, indicate several interrelated
elements across various levels—institutional, organizational, professional, individual, and patient—that
affect changes in nursing practice. Certain characteristics are not exclusive to the AA model, since it is
integrated inside unit practice and cannot be detached from the broader system and operational
procedures of the unit. These characteristics elucidate nurses' experiences in adopting and adapting
elements of AA. The majority of the influencing factors identified aligned with the results of a qualitative
evidence synthesis on doctor-nurse substitution strategies in primary care [27], particularly concerning
organizational resources (e.g. staff shortages), leadership, defined roles, and sufficient training and
supervision. All of these were referenced in interviews and align with the research about the
implementation of novel care models [16], the reorganization of professional practice within these models
[28], and the optimization of nursing practice in primary care [1, 29].

The organizational context, including policy support, leadership, and resources, together with professional
boundaries, significantly influenced the transition to the AA model. An encouraging organizational
environment characterized by adequate resources, effective strategies (such as tailored training for nurses),
and tools (including standardized protocols for expedited prescription processing) is crucial for fostering
collaborative practice, thereby facilitating the reorganization of nursing practice (RNs and NPs) and the
establishment of team-based primary care and advanced practice roles. This corroborates results from
further research [16, 26, 28, 30]. Training and assistance were deemed crucial, as was networking with
early adopter clinics, due to the difficulty of using AA for access control. Leadership and resources were
identified as significant determinants, which is unsurprising considering their substantial impact on AA
implementation in previous studies [12, 31] and in the multiple case study [16] that encompasses the
current research. Collective leadership for change, facilitated by teamwork, transparent communication,
and the promotion of egalitarianism and shared responsibility among team members, constitutes a
significant catalyst for the successful implementation of AA and the optimal utilization of the nursing
workforce within this primary care model [16] . Registered Nurses should participate in the development
and implementation of AA as essential and proactive members of the healthcare team. Our findings are
corroborated by Beaulieu et al. [28], who demonstrated that shared leadership with nurse practitioners in
the implementation of family medicine groups—a novel organizational model comprising family physicians
collaborating closely with nurses—facilitated the rapid and intensive development of nursing practice.
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Elvey and Bailey [32] emphasize the need of a dialogical approach in the implementation of new care
models to enhance primary care access, allowing staff to be involved as active key stakeholders instead of
passive participants. Involving all healthcare professionals in a horizontal implementation process is
advised to address skill mix alterations and to maximize the contributions of each member, including
nurses, which is emphasized as essential for high-performing teams.

It is essential to highlight the aspects of the Quebec healthcare system (the institutional environment) that
significantly impact the organizational environment, even if they are hardly mentioned by research
participants. Collective leadership within the nursing profession may be challenging when task delegation,
case distribution, and practice scheduling occur in a context where the medical group wields authority over
the advancement of other professional groups, and where changes could jeopardize fee-for-service
payments. The recent legislative modifications are encouraging: Bill 43, enacted in October 2019, sought to
enhance the authority of Nurse Practitioners to diagnose and formulate treatment regimens for certain
diseases, in addition to managing low-risk pregnancies. This modification will alleviate professional
challenges to a degree, enhance access to NP services, liberate FP and NP time, and reduce wait periods
[33]. When introducing new primary care models, such as A4, it is essential to examine policies and action
plans that maximize the abilities and competence of RNs within work teams and promote their
transformation in primary care practice, as shown by our research and endorsed by others [2].

Regarding professional boundaries, our results indicate that NPs were seen to provide more value.
Conversely, RNs often needed to maintain professional boundaries and preserve their professional identity
within AA. The emergence of nurse practitioners altered the delineation of responsibilities between the two
categories of nurses. Registered Nurses were encountering difficulties in filling their appointment
calendars and were keen to maximize their abilities. This observation is corroborated by several research
examining the integration of nurse practitioners in hospital environments [34, 35]. Numerous authors
emphasize the necessity of expanding perspectives and fostering team dynamics, specifically by
restructuring the overall functioning of the team and implementing team-oriented supports (e.g.,
redesigning task distribution and managing team relations) to optimize the qualifications of all providers
(including RNs), enhance organizational capacity, and ultimately improve accessibility [34, 35]. Maximizing
registered nurse opportunities to control demand via care coordination and team-based care delivery
models is a key priority for enhancing primary care access and quality.

Our results underscore the influence patients have on nursing practices in AA, shown by their hesitance to
embrace new appointment-scheduling systems and their reluctance to receive treatment from NPs and RNs.
Considering the increasing trend of including patients as collaborators in enhancing healthcare delivery, it
would be beneficial to enlist well-trained patients to assist others in comprehending and adapting to the
service delivery methods within the AA model. This would also facilitate the integration of patients' choices,
attitudes, and beliefs, therefore customizing the model to their requirements [36].

This research delineates targeted enhancements that may be implemented at the institutional,
organizational, professional, and patient levels to facilitate the transformation of primary care nursing
practice. Policies, professional training to translate theoretical principles into practice, networking with
nurses who have developed AA practices, and fostering a supportive environment (leadership, resources,
etc.) were proposed as methods to promote changes in nursing practice within AA. Furthermore, in striving
to redefine professional boundaries, each individual must operate at their maximum capacity, and their
contributions must be congruent with this revised organizational framework. Improvements may
ultimately be developed together with patients to address their requirements within the AA model.

4. Advantages and drawbacks

A notable strength of this research is its use of a conceptual framework derived from the AA model by
Murray & Tantau [8] and the multi-layered model by Niezen & Mathijssen [19]. It offers an extensive
comprehension of the many levels (patient, individual, professional community, organization, etc.) that
influence practice change within AA. The insights acquired from our research should be considered while
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strategizing practice rearrangement to apply AA in analogous environments. Our qualitative methodology
offers a comprehensive examination of nurses' experiences regarding the implementation of AA practice
changes. The generalizability of our results is constrained due to the recruitment of a restricted sample of
nurses from only four healthcare settings. A further drawback is that it fails to include the perspectives of
doctors and patients about nurse practice in AA. Investigating their perspectives in the future will mitigate
subjective bias and enhance the study's conclusions. Further study using a comparative approach or a mixed
methods design is essential to elucidate the similarities and differences between the two groups of nurses.
Such studies should ideally include diverse views (e.g., patients, healthcare professionals such as family
physicians, residents, clerical staff) and mitigate bias stemming from variations in the research settings and
the attributes of the questioned nurses.

The results of this study are currently pertinent for several reasons: there is an urgent necessity to
guarantee prompt access to primary care services and transition to AA, a fundamental component of the
patient-centered medical home; additionally, there is a requirement to reform nursing practice to optimize
nurses’ roles in augmenting primary care capacity and enhancing access and continuity of services in
primary care. A more thorough examination is required, primarily focused on examining the practice
modifications of nurses and other healthcare professionals (e.g., social workers, psychologists) under this
new organizational framework across various healthcare environments. The results will aid in formulating
implementation methods to enhance the practices of all healthcare practitioners within this primary care
paradigm, so augmenting the ability to address patients' needs promptly.

5. Conclusions

Our study provides an initial empirical basis for further research about the transformation of nursing
practices in AA. It indicates that healthcare organizations must tailor training to the specific needs of nurses
and offer coaching suited to each nursing category, while also rigorously reassessing the professional
boundaries of NPs and RNs within AA and establishing optimal professional and organizational
environments to facilitate the transformation of nursing practice. A substantial investment is necessary to
ensure that RNs are not sidelined, but instead engaged as pivotal participants in the execution of AA.
Consequently, the research underscores the need to synchronize all team members throughout the ongoing
transition to AA to attain the anticipated reductions in waiting times.
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