Nova Scotia ’
}“lrses
nion



Nursing Potential

Optimizing Nursing and Primary Healthcare in Nova Scotia
Paul Curry, PhD

Justin Hiltz, MSc
Ashley Buckle, BScN, RN

/Vomz famf/a

I'IIOI‘I




Published by:

Nova Scotia Nurses’ Union
www.nsnu.ca

150 Garland Avenue

Dartmouth, Nova Scotia B3B 0A7
902-469-1474

© Nova Scotia Nurses’ Union

All rights reserved. No part of this book may be reproduced or transmitted in any form or by
any means, electronic or mechanical, including photocopying, recording, or by any
information storage or retrieval system without the permission of the publisher.

This book was prepared by the Nova Scotia Nurses’ Union to provide information on a
particular topic or topics. The views and opinions expressed within are solely those of the
individuals to whom they are attributed and do not necessarily reflect the policies or views of
the Nova Scotia Nurses’ Union or its members.

NSNU Project team: Paul Curry, Justin Hiltz, Ashley Buckle

Advisory committee: Janet Hazelton (NSNU), Coleen Logan (NSNU)

Photo Credits: Page 1and 72 Marc Pike, all other photos Alex MacAulay.

First edition, May 2019

ISBN: 978-0-9696578-3-5

Title: Nursing Potential — Optimizing Nursing and Primary Healthcare in Nova Scotia,
Hard Copy

ISBN: 978-0-9696578-4-2
Title: Nursing Potential — Optimizing Nursing and Primary Healthcare in Nova Scotia, Electronic

Printed and bound in Canada by Allen Print Ltd.

@@ Allen Print



Contents

Message from the President of the Nova Scotia Nurses’ Union
I. Introduction
Il. Primary Healthcare Situation in Nova Scotia
Primary Healthcare Providers
Access and Wait Times
Chronic Disease Management
lll. Primary Healthcare Development and Delivery in Nova Scotia
Technology and Primary Healthcare
IV. Primary Care and Emergency Care
Ambulatory Care Sensitive Conditions
Family Practice Sensitive Conditions
V. Homecare and Integrated Care
VI. Literature
Search Strategy
Benefits of Nursing Care
Expanded Role for Nurses
Team-based Care
High-Functioning Healthcare Systems
Literature Conclusion
VII. Key informant interviews
VIII. Focus groups
Summary Findings by Group
Nurse Practitioners
Primary Healthcare Nurses
Homecare Nurses (VON)

Emergency Department Nurses

—_



IX. Public Perception Survey
X. Nurse Surveys
Common Questions
Primary Healthcare Nurses
Nurse Practitioners
Homecare Nurses
Emergency Department Nurses
Xl. Discussion and Themes
System Dysfunction
System Design: Collaborative, Scope Optimized, Holistic
Education
Worklife and Workforce
Xll.Conclusion
References
Appendix A - Emergency Department CTAS Levels 2018-2019
Appendix B - Key Informant Questions
Appendix C - Nurse Focus Group Questions

Appendix D - Focus Group Methodology and Description

66
73
76
87
88
89
93
98
100
102
106
108
110
12
125
127
128
129




Since the Romanow Report (2002) and long before, experts and policymakers have told us

that the future of healthcare depends upon building a robust primary healthcare system.
Nurses on the front lines of care have said the same thing — patients need a system that
addresses the social determinants of health while providing preventative care, chronic
disease management, and health education, reducing the need for emergency and hospital
care. Unfortunately, primary healthcare reform has been stubbornly elusive.

‘Nurses Know’ reads a tagline from our sister union in Ontario. | would go so far as to say
that nurses’ collective wisdom has no parallel in healthcare. We possess a tremendous
wealth of knowledge about how our health system works, and we have plenty of ideas
about how it could work better. Our expertise lies in our experience. We are with patients
as they overcome insurmountable odds, and as they deal with the terrible tragedies of life;
as they welcome new life, and as they leave this life behind. This book is a tribute to nurses’
knowledge, and an opportunity to share it with the broader public.



Nova Scotia, like the rest of Canada and the world, has its challenges. Many of us lack
primary healthcare providers, with some communities much worse off than others; we
struggle to access care outside of regular hours; we rely heavily on our emergency care
system; we struggle with integration between our health sectors (hospital care, homecare,
long-term care, primary healthcare, mental health); we have an ageing population with the
highest rates of chronic disease in the country; and we do not make optimal use of all health
professionals. Nurses are well-positioned to address these challenges.

This book is not about taking work from doctors, and nothing we say here detracts from the
need to recruit and retain doctors in our province, a goal we whole-heartedly endorse. What
we are saying is that this must be done in concert with registered nurses, licensed practical
nurses and nurse practitioners practicing to their full potential, allowing Nova Scotians to
benefit more from nurses’ expertise and care.

I would like to thank the many people who contributed time, ideas and expertise to this
report. We are very proud of the work of our staff at the Nurses’ Union. Key informants from
the Nova Scotia Health Authority, the Department of Health and Wellness, the Colleges

of Nurses, Doctors Nova Scotia, academics and representatives from other nursing
organizations were generous with their expertise and advice. Several directors from the




Health Authority and government helped ensure the accuracy of the information presented
here, and we are very grateful for this.

Most of all, | would like to thank the many nurse members of the Nova Scotia Nurses’ Union
who contributed via surveys, focus groups, and ongoing feedback, and who believed in the
power of our collective voice and our ability to drive reform in this province. Without you,
none of this would be possible. This work is part testament to your contribution to the health
and well-being of Nova Scotians, and part wake-up call to the unrealized potential you offer
the future of our health system.

The Nurses’ Union is ready to work with all partners to improve healthcare on the
foundations of a stronger primary healthcare system. We are proud to advocate for nurses
and the public. When we recognize nursing potential, we build better access to care.




There is almost universal agreement that primary health care offers tremendous potential
benefits to Canadians and to the health care system ... no other initiative holds as much
potential for improving health and sustaining our health care system

(Hon. Roy Romanow, 2002).

It doesn’t make sense to invest in creating these highly-skilled professionals [nurses] without
creating the opportunities for them to use that knowledge in the transformation agenda
to generate better health, better care and better value (Michael Villeneuve, 2013).

Primary healthcare clinicians like family doctors and nurses are often an individual’s initial
point of contact with the healthcare system. Typically operating out of primary healthcare
clinics and collaborative family practices, clinicians in primary healthcare provide on-going
care and coordinate prescriptions, diagnostic tests, and appointments with specialists. They
may also coordinate other supports for individuals and families, such as help with housing
or access to social supports. Common primary care concerns include chronic disease
management, high blood pressure, back pain, rashes, allergies, asthma, urinary tract
infections and depression.




Access to quality primary healthcare is associated with a better overall healthcare system
as well as lower overall system costs (CIHI, 2012). A high-functioning primary healthcare
system contributes to the quadruple aim of health reform — better health, improved patient
experience, more affordable costs, and improved work experience for care providers
(Bodenheimer and Sinsky, 2014). When a primary healthcare system is functioning well,
patients receive education and preventative care, and they receive timely primary care
from the most appropriate provider in the most appropriate setting. Nova Scotia, like other
jurisdictions across Canada, has seen an increased investment in primary healthcare over
the past twenty years, as well as an increase in primary healthcare initiatives aimed at
improving quality of care, access, and wait times. In Nova Scotia, this increased investment
has been most marked over the past two to three years.

Researchers and practitioners in this field typically distinguish primary care from primary
healthcare. The former refers to care needs in a particular instance, say the diagnosis and
treatment of strep throat. The latter is holistic, with an eye to treating the whole, socially
situated person, bearing in mind health history and the broader social determinants of
health. It also includes disease prevention and health promotion (Muldoon, Hogg, & Levitt,
2006). Ideally, primary care is provided by one’s primary healthcare professional or team,
although this is not always possible. The Nova Scotia Health Authority describes primary
healthcare as “an approach to health that acknowledges the determinants of health and
the importance of healthy individuals and communities. It focuses on factors such as where
people live, the state of the environment, education and income levels, genetics, and
relationships with friends and family” (Nova Scotia Health Authority [NSHA], 2017a). In this



document, we will generally refer to the ‘primary healthcare’ system and will reserve the
term ‘primary care’ when referring to discrete instances of treatment.

In Nova Scotia, nursing care provided in long-term care facilities and nursing care provided
by homecare providers like the Victorian Order of Nurses (VON) are administered and
funded by the Continuing Care sector rather than the primary healthcare sector. However,
care provided in these settings typically fits within the definition of primary healthcare,
particularly the emphasis on health promotion, prevention, chronic disease management
and health maintenance (NSHA, 2017a). Similarly, while primary healthcare is distinguished
from emergency care and care provided to admitted hospital patients, patients sometimes
seek primary care in emergency departments, including Collaborative Emergency Centres'.
Primary healthcare also encompasses chronic disease management, and indeed, effective
access to primary healthcare is known to reduce the need for hospitalization for patients
with chronic conditions like diabetes and hypertension (CIHI, 2016a).

Access to primary healthcare has been a leading concern in Nova Scotia over the past
several years. Politicians of all stripes have promised to fix the family doctor shortage and
improve primary care access, but the problem has proven intractable. Every week there are
news stories concerning the loss of physicians, the difficulty recruiting to rural areas and the
growth in the waitlist for a primary healthcare provider (see for example Fraser, 2018; Ritchie,
2018; Schneidereit, 2018). Although there have been investments in family practice nurses
and nurse practitioners, the bulk of public discussion has centred on the role of physicians,
with limited discussion of the role nurses play. This is broadly applicable outside of Nova
Scotia as well (Ammi, Ambrose, Hogg, & Wong, 2017).

Recognizing this, the Nova Scotia Nurses’ Union decided to investigate the role of nurses in our
current primary healthcare system and consider future developments that could help maximize
their potential. To this end, the NSNU research team undertook an environmental scan of primary
healthcare and the role of nursing in it, both from the perspective of academic and grey literature.
We also conducted 14 key informant interviews with stakeholders in the province, including senior
executive health care employers, government department officials, academics, regulators, and
union members.

"Collaborative emergency centres operate as urgent care centres and also provide same-day and next-day
appointments. For more information, see https://novascotia.ca/dhw/primaryhealthcare/CEC.asp.



After the interviews, we hosted focus groups and conducted surveys (N=586) with four sets
of nurses, each representing an important touch point between nurses and the primary
healthcare system. The first group, nurses working in primary healthcare, were identified early
on as an important group on the front lines of primary healthcare in the province. The second
group, nurse practitioners, was chosen because their advanced practice and education
allows them to play a lead role in the provision of primary healthcare, and because they

are recognized in the literature to be well-suited to help manage many primary healthcare
concerns due to their advanced assessment abilities, and their ability to prescribe and order
tests. The third group, homecare nurses, were chosen because they play an integral, and

at times forgotten role in our primary healthcare system, possessing first-hand experience

of clients who both have and do not have access to a regular primary healthcare provider.
Homecare nurses also serve as a vital communication bridge between the emergency
department, hospital care, the patient's home and the primary healthcare provider. The fourth
and last group, emergency department nurses, were chosen in part because the emergency
department is recognized as a bellwether for the quality of the healthcare system, and the
primary healthcare system in particular, and also because there is evidence that many people
seek primary care in our emergency departments.

There are many other groups of nurses that provide primary healthcare that are not
included in this study. For example, we were unable to identify a sufficient number of
nurses working in ambulatory clinics in the hospital sector. Long-term care nurses were
not included in this study because nursing home residents present a different set of
challenges with respect to access to primary healthcare. The Nurses’ Union continues to
advocate for an improved staffing ratio in long-term care facilities and increased use of
nurse practitioners to improve care for residents (see Curry, 2015).

VIOLENCE




Primary Healthcare Providers

In Nova Scotia, primary care practices are set up according to one of three funding models
(NSHA, 2019a; Callaghan et al, 2017). On the contracted services model, the Nova Scotia
Health Authority contracts with a business entity (a pharmacy group, a First National Health
Centre, a community group, or others) that owns or leases the space and pays other staff
directly. On the co-leadership model, the Nova Scotia Health Authority provides some
funding to the practice (overhead for team members) and employs some staff who work
there (e.g. NPs, RNs) and supports the daily operations of the team while the business entity
owns or leases the space. With the turn-key model, the Health Authority leases the space
and employs all staff who work there, except for the physicians. Practices may be solo
practices with family physicians only, dyad practices with a physician and a nurse or nurse
practitioner practicing together, or a collaborative practice with several different health
professionals such as physicians, nurse practitioners, registered nurses, licensed practical
nurses, dietitians, social workers and others.




As of April 1st 2019, the Nova Scotia Health Authority reported that 51,802 Nova Scotians
were waiting to be connected with a regular care provider according to the “Need a Family
Practice” registry, a database for residents seeking a provider (NSHA, 2019b). According to

a 2017 quarterly public opinion survey conducted by Corporate Research Associates (CRA),
87% of the population in Nova Scotia reported having a family doctor. This is similar to rates
reported by the Commonwealth Fund for 2016 where 84.7% of Nova Scotians reported having
access to a regular doctor (CIHI, 2016a) ’,

Figure 1. Primary care provider map

Finding a Primary Care Provider
in Nova Scotia - April 2019 Snapshot
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14,820 HAVE FOUND A FAMILY PRACTICE
4,101 STILL NEED A FAMILY PRACTICE

39,337 HAVE FOUND A FAMILY PRACTICE
20,333 STILL NEED A FAMILY PRACTICE

Nova Scotia Health Authority, 2019b.

2 It is worth noting that some people that do not have a provider are also not actively looking for one, especially
when they have no immediate concerns they would like to see addressed.

The Commonwealth Fund is a US-based private foundation that uses research to promote high performing
health systems (www.commonwealthfund.org).



Canada is not far below the Organisation for Economic Co-operation and Development
(OECD) average when it comes to access to a family doctor, or regular place of care, and
looking at Nova Scotia alone, we are actually above the OECD average.

Figure 2. Family doctor access: Canada compared to other OECD countries
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Created online using the OECD Interactive Tool available at: https://www.cihi.ca/en/oecd-interactive-tool-
international-comparisons-access-to-care

Itis likely, however, that these numbers mask disparities within the system. Access is
uneven across the province, and the chronic disease burden is much higher in some
areas compared to others. Consider, for example, the distribution of cases of Chronic
Obstructive Pulmonary Disease (COPD) or diabetes across Nova Scotia (see Figure 3).

Access is uneven across the province, and
the chronic disease burden is much higher
in some areas compared to others.




Figure 3. Examples of chronic disease distribution
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Created using the Maritime Health Atlas available at: http://healthatlas.ca/

Doctors Nova Scotia (2017, 2018), moreover, warns that the current family physician supply
is likely to worsen in coming years if interventions are not made. We also must take care to
not equate having a family practice with timely access to care, as the former does not tell us
about a practice’s panel size (i.e. the number of patients it services), or the ease of obtaining
an appointment.

Apart from doctors, nurse practitioners, registered nurses and licensed practical nurses

are the key providers of primary healthcare in the province. Their numbers are small but
growing. As of March 2019, there were 200 nurse practitioners licensed to practice in Nova
Scotia (CRNNS, 2019a), up from only two in 2002. Of the nurse practitioners, 122 report the
practice category “Family/All Ages”, suggesting they work in primary healthcare.

1



Figure 4. New hires 2017-2018 including Nurse Practitioners and Family Practice Nurses

115 New Staff Hired
(Mar. 2017 - Dec. 2018)
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11 Nurse Practitioners

14 Family Practice Nurses
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18 Nurse Practitioners
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Nova Scotia Health Authority, 2019a

Similarly, Nova Scotia has seen a growth in the number of registered nurses and licensed
practical nurses working in primary healthcare, as government has invested in bringing
more nurses into the sector. The Nova Scotia Registered Nurse Professional Development
Centre (RNPDC) was one of the first institutions in the country to provide Family Practice
Nurse education for registered nurses. The 10-month part-time distance program runs two
programs per year, with roughly 20 nurses per program (RNPDC, 2016). This represents

a significant increase in uptake as roughly 60-70 graduated from the program over the
previous five years (RNPDC personal communication, March 4, 2019).

Access and Wait Times

Accessing timely care is one of the most pressing problems in healthcare today. Canadians
have some of the longest wait times for primary healthcare services compared to other
OECD countries (CIHI, 2016a). In Nova Scotia, 16.2% of adults waited longer than eight days
to get an appointment with their care provider (CIHI, 2016b) and 40.5% found it very difficult




to get an appointment on weekends, evenings, or holidays according to a national survey
done by the Commonwealth Fund. By contrast, 9% of people in comparator countries
waited longer than eight days and 18.5% struggled to get an appointment on weekends,
evenings or holidays.

In Nova Scotia, 16.2% of adults waited
longer than eight days to get an
appointment with their care provider (CIHI,
20716b) and 40.5% found it very difficult

to get an appointment on weekends,
evenings, or holidays.

Figure 5. Waits for care: Comparing Canada to other OECD countries
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Figure 6. Waits for off hours care: Canada compared to other OECD countries

90

< Desirable

80|

70| Percentage of adults who report difficulty accessing care
on evenings, weekends or holidays without going to the
60| emergency department

50|

40|

Percentage

30|

20|

Created online using the OECD Interactive Tool available at: https://www.cihi.ca/en/oecd-interactive-tool-

international-comparisons-access-to-care

A recent national survey from McGill (2018) found that 34% of Atlantic Canadians view

wait times (for all services, not only primary healthcare) as the most significant issue in
healthcare. This was also the leading concern of all health providers in the survey, followed
by the doctor shortage (15%) and availability/accessibility (11%). Moreover, the survey
reported respondents expect access problems to worsen. Team-based care was the most
strongly supported improvement for increasing access among survey respondents.

Nova Scotians’ public concern around primary healthcare is partly explained by our long
wait times and poor access outside of regular hours. Access issues extend beyond the
primary healthcare system. Canada has some of the longest wait times to access specialists;
more than half of Canadians waited longer than four weeks for an appointment, compared
to less than a quarter of Swiss respondents and a third of patients across comparator
nations (Vogel, 2017).

Compared with other Commonwealth Fund countries like Sweden, Australia, and France
Canadians have a high rate of consultation with doctors combined with a lower than average




number of physicians by population (CIHI, 2016a). This suggests both a high level of demand
on our general practitioners, and an underutilization of other primary healthcare professionals
like nurse practitioners and family practice nurses. Access problems are exacerbated when

we rely on one type of provider for care that can be appropriately provided by others as
well. Experts suggest high-functioning health systems make optimal use of all members of
the healthcare team to their full scopes of practice and work collaboratively to deliver care
(Bodenheimer, Ghorob, Willard-Grace, & Grumbach, 2014; Sibbald, Clark, & Gilliland, 2018;

Nelson et al., 2014 & Suter et al., 2017).

Figure 7. Reliance on physician delivered care in primary healthcare

Canada relies more on doctors to provide
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involved with your health care (for example, who discusses test results/treatment plans
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Chronic Disease Management

Timely access is related to another important aspect of primary healthcare, chronic disease
management. The Public Health Agency of Canada defines chronic diseases as being non-
communicable and persistent with a slow progression. Chronic diseases are treatable but
not curable (PHAC, 2013a). Examples of chronic diseases include hypertension, diabetes,
arthritis, and chronic obstructive pulmonary disease (COPD), to name a few. Many chronic
diseases are highly preventable. For example, hypertension, a condition characterized by
consistently high blood pressure, can often be prevented with healthy behavioural practices
(WHO, 2013).

The Public Health Agency reports that 44% of Canadians have a chronic disease (PHAC,
2019b). Approximately 88% of all deaths in Canada are due to chronic diseases, including
25% due to cardiovascular diseases, 31% due to cancer, 7% due to chronic respiratory
disease, and 3% due to diabetes (WHO, 2018).

Figure 8 Causes of Mortality in Canada
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Source: World Health Organisation, 2018.



In an ageing province like Nova Scotia, 33% of Canadian seniors have 3 or more chronic
diseases, higher than all other OECD countries except the United States. Eighty-eight
percent of Nova Scotian seniors surveyed as part of the Commonwealth Fund’s 2017

International Health Policy Survey of Seniors had at least 1 chronic disease.
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In Nova Scotia, chronic diseases make up 4 of the top 5 leading causes of death (Nova
Scotia, 2015). Data from Statistics Canada used in the Nova Scotia Health Profile report
shows that Nova Scotia fares poorly on many chronic disease measures, including the
highest rate of diabetes, and the second highest rates of cardiovascular disease, COPD and

cancer.

Figure 9. Population % diagnosed with chronic diseases by province/territory
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Source: Created using the Chronic Disease Indicator Tool (CCDI) available on the Government of Canada website:
https://infobase.phac-aspc.gc.ca/ccdi-imcc/data-tool/?1I=&Dom=1

Over 5,000 Nova Scotians die annually from cancer, cardiovascular diseases, chronic
respiratory diseases, and diabetes, accounting for roughly two-thirds of annual deaths
(NSHA, 2018b). According to the Nova Scotia Department of Health and Wellness’ website
(2013b), the province seeks to address our chronic disease challenges through its
enhancements to primary healthcare, increased uptake of electronic medical records, and
an emphasis on self-management and self-management support programs.



The prevalence of chronic disease is a leading cost driver in our healthcare system. In Nova
Scotia, 5% of health system users represent 2/3 of spending costs (Kephart et al., 2016).
These individuals tend to be clustered in certain areas, and the higher costs are at least
partially explained by the prevalence of chronic disease. Interactive tools like the Maritime
Health Atlas show us that the burden of chronic disease is not spread evenly across the
province. For example, the prevalence of diabetes ranges from 24.86 cases per 1,000 to
110.97 cases per 1,000, depending on one’s postal code, a more than 4-fold difference. The
five areas with the highest prevalence are all in Cape Breton, while the five with the lowest
are in the Halifax Regional Municipality (see Figure 3).

There is a high correlation between chronic disease and use of the primary healthcare
system as seen in Figure 10 below.

Figure 10. Primary care visits by age group and chronic disease
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Source

Primary Health Care Voluntary Reporting System, 2013, Canadian Institute for Health Information.

Source: (CIHI, 2014a) Note that this data is primarily from clinics in Ontario, with some from Alberta and Nova Scotia.
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Internationally, it is common in primary healthcare settings to use registered nurses or other
qualified professionals as case managers for patients dealing with one or more chronic
diseases. However, Canada’s rate of doing this is low compared to other OECD countries.
Canada uses nurses or case managers in only 64% of practices to manage care compared
to 96% of practices in the United Kingdom (Osborn, Schneider, & The Commonwealth Fund,
2015). Nova Scotian’s living with chronic diseases need timely access to primary health care
to have better health outcomes and to mitigate expensive hospitalizations.

Figure 11.

Practice Uses Nurses or Case Managers to Monitor and

Manage Care for Patients with Chronic Conditions
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Source: 2015 Commonwealth Fund International Health Policy survey of Primary Care Physicians.
https://www.commonwealthfund.org/publications/surveys/2015/dec/2015-commonwealth-fu nd-international-survey-

primary-care-physicians

As the Health Authority adds more nurses to primary healthcare practices across the
province, this rate will likely improve in the province.



Like other jurisdictions in Canada and elsewhere, Nova Scotia has been working to

strengthen its primary healthcare system. In 2001, the province passed the revised Registered
Nurse Act which allowed for the introduction of nurse practitioners into the province (Nova
Scotia, 2001). Nurse practitioners are registered nurses who have additional education and
training, allowing them to diagnose and treat illnesses, order and interpret tests, prescribe
medications and perform medical procedures. They practice in a variety of settings, and treat
individuals at all stages of life, providing care for physical and mental health (Canadian Nurses
Association, 2016). This development was a key component of the province’s 1998 strategy
entitled Strengthening Primary Healthcare Initiative (SPCI) (Martin-Misener, McNab, & Edwards,
2004).

Around 2006, the province also started a Family Practice Nurse Initiative, an educational

and practice support program aimed at helping add registered nurses to existing primary
healthcare clinics. Family practice nurses are registered nurses with special training in primary
healthcare (NSHA, 2017a). They are trained to provide a variety of interventions, including
management of health issues such as diabetes, asthma, COPD, high blood pressure, smoking,
cholesterol, and heart disease. They provide well-baby visits and prenatal care, review

21



medications, perform pap tests, provide teaching and support for healthy living, provide
immunizations, injections, wound care, and more.

In 2012, Nova Scotia established its 811-telehealth service to provide health information and
services for non-emergency situations. Callers can receive information and advice from
registered nurses and information about services available in the community, such as where
to seek treatment if necessary. According to the service’s website (https://811.novascotia.ca/),
325 Nova Scotians receive care from an 811 nurse every day.

In 2017, the Nova Scotia Health Authority released its guiding document for primary healthcare
reform in the province entitled Strengthening the Primary Health Care System in Nova Scotia
(2017a). The document identifies key factors and eight ‘foundational enablers’ required

to build and sustain an effective primary healthcare system: leadership and governance;
economic conditions; workforce; engagement platform; quality, safety, and risk; infrastructure;
accountability; and culture. The visual model representing this system can be seen in Figure
12.

Figure 12. Functions and enablers of Nova Scotia’s primary health care system
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The Nova Scotia Health Authority conceptually divides the province into 14 networks made
up of clusters of communities, each with several collaborative family practices teams. At the
center of the conceptual model for primary healthcare in Nova Scotia is the “Health Home”
where primary care is provided and coordinated with other sectors of the healthcare system
(NSHA, 2017a).

The number of collaborative family practice team members designated for a community
cluster is determined and applied by population-based metrics, as appropriate. The
configuration of the health homes in each cluster will vary depending on the geography
of the community cluster and the needs of the population. Health homes are intended to
provide collaborative care with a ratio of 4 to 5 family physicians, 1to 2 nurse practitioners,
2 to 3 family practice nurses, and 1to 2 other professionals (e.g., dietitians, social workers,
QOT, etc) per 10,000 Nova Scotians. Clerical and management support are critical, as well as
linkages with community pharmacists and other resources. These figures are scaled up or
down for community size and adjusted based on particular community needs (e.g. some
populations benefit from the addition of social workers, others from a dietitian) (NSHA,
2017a).
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Figure 13. Nova Scotia community health networks map
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The Health Authority’s collaborative practice models are explicitly designed to meet the aims of
health reform, including improved population health outcomes, improved patient experience,
and reduced per capita costs (NSHA, 2017a). Family practices serve as a hub, providing primary
healthcare and coordinating other needs across the lifespan from birth to death. Patients have
access to an interprofessional team of providers, and the remuneration model supports this
model of care (NSHA, 2019a).

Family practices serve as a hub, providing
primary healthcare and coordinating other
needs across the lifespan from birth to
death.




Each patient on this model is assigned a ‘most responsible provider’ who has overall
responsibility for care, in partnership with the patient. This helps ensure continuity of care,
meaning a patient’s care, including conditions, medications, tests and interventions are well
known and managed by the provider and team. The principal provider could be a doctor or
a nurse practitioner, depending on a patient’s care needs. Patients have access to all of the
services offered by the interprofessional team and ideally have access to timely care from
specialists outside of the practice. Practices are also meant to be connected to the broader
health and social care system, recognizing the breadth of the social determinants of health ’,

As the Health Authority (2017a) points out in its review, similar patient-centered and team-
based models have shown improvements along several indicators, including improved
access, patient-provider communication (McCarthy et al., 2009; Ferrante et al., 2010),
positive effects on patient experiences and provider experiences (Grumbach & Grundy,
2010; Jackson et al., 2013; Patel et al., 2015), positive effects on access to preventative
services (Ferrante et al.,, 2010; Jackson et al., 2013), improved geriatric care (Patel et al.,
2015), improved quality of care (Grumbach & Grundy, 2010; Hoff et al., 2012), decreased
utilization of acute care services, in particular emergency department use (Friedberg et al,,
2015; Grumbach & Grundy, 2010; Hoff et al., 2015; Jackson et al., 2013), decreased specialty
services and decreased costs (Friedberg et al., 2015).

The Nova Scotia Health Authority strategy is commendable for being evidence-based and
adaptive to the needs of communities which vary widely, even across a small province like Nova
Scotia. As we have seen, some areas of the province have nearly four times the incidence of
diabetes compared to other areas, to give one example. Factors such as this need to influence
planning around primary healthcare needs and services.

Other elements of the overall strategic plan include an increase in alternative payment
mechanisms for physicians and the implementation of electronic medical records (EMRs). In early
2018, Doctors Nova Scotia reported that approximately 77% of family physicians keep e-health
records. At that time, the province introduced $39.6 million in funding to incentivize remaining
doctors to move in that direction, and to also start providing paid telephone consultations for
their patients (Laroche, 2018).

Several government investments have been made to increase the use of nurses in primary
healthcare. In 2016, for example, the government announced funding for an additional 13 nurse
practitioners and nine family practice nurses to work in primary healthcare settings across the

3 For the full list of core elements, consult the NSHA document.
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province (Nova Scotia, 2016a). Since March 2017, 115 nursing roles have been hired by the Nova
Scotia Health Authority to support collaborative family practice teams as part of new government
investment (NSHA personal communication, March 25, 2019). In 2018, the government
announced the Nurse Practitioner Education Incentive, a program that would allow up to 10
registered nurses a year to maintain their salary while studying to become nurse practitioners,
with a promise to practice in a designated underserved community for five years (Nova Scotia,
2018a). In the 2019-2020 Budget, Government announced an additional $10 million investment
to develop collaborative care teams, with the programs overall budget going from a forecasted
$38 million in 2018-2019 to about $50 million in 2019-2020 (Nova Scotia, 2019a).

Also in 2019, and in cooperation with the Colleges of Registered Nurses and Licensed Practical
Nurses, Government introduced a new Nursing Act that will provide greater flexibility around
expanding nurses’ scope of practice (Nova Scotia, 2019b). The Health Authority and the IWK,

for example, in consultation with regulators, academia, unions, and other stakeholders, have
already begun work around introducing a registered nurse prescribing course for some practice
settings (CRNNS, 2017b). Recognizing nurse practitioners’ independent scope of practice, the
new legislation also removed the requirement to establish a formal relationship with a physician.
[t is important to note that this language change does not reduce the emphasis on collaborative
care as this is central to nurse practitioners’ standards of practice (CRNNS, 2014; NSHA, 2017a).

In the WHO’s forward-looking vision for primary healthcare in the 21st century, they
recommend leveraging information technology to provide for remote consultation services
and to support two-way referrals between different clinicians (WHO/UNICEF, 2018). The
Federal Government’s 2015 report, Unleashing Innovation: Excellent Healthcare for Canada,
conducted to identify opportunities for innovation in Canada’s health care system, sees
Canada as a potential leader in the virtual health space given its large geographical size
and low-density population areas (rural/ remote) (Advisory Panel on Healthcare Innovation,
2015). The Nova Scotia Health Authority, for its part, sees infrastructure as a foundational
enabler of effective primary healthcare, and central to our infrastructure needs is
technological infrastructure, such as information management processes, electronic medical
records, and, eventually, a One Person One Record system.

Throughout the healthcare system there is a large variety of information systems. Problems
arise when it is necessary for information to be transferred between these systems.



According to the Health Authority, “..the Province’s health information systems have been
procured and implemented by functional need, which has created a complex environment
of over hundreds of systems which collect information on patients but are unable to share it
across the continuum due to excessive integration cost and effort” (Nova Scotia, 2018b) The
One Person One Record solution is designed to address this issue by providing a common
platform for all patient health information that other platforms can interact with. The stated
goal is to support professionals who provide care in collaborative practices, hospitals,
pharmacies, and in the home to effectively share information. As the Health Authority put it,
“One Person One Record is a patient care initiative to have the right information available to
the right person, at the right time and place.” (Nova Scotia, 2016b)

The Department of Health and Wellness is currently evaluating proposals for the One
Person One Record project, and the official timeline for the rollout is not yet established.
The initial phase will focus on replacing the three information systems being used in
hospitals and enabling it to be extended into the community. Organizations that are
connected to the system will be able to share and see orders, results, and clinical
documentation (NSHA personal communication, April 5, 2019).

Collaborative practices across the province make use of two different Electronic Medical
Record (EMR) systems that support their practice. The collaborative practices not on these
systems are being incentivized to join them. The EMRs receive information from the current
hospital information systems and will eventually receive it from the new One Person One
Record system. The EMRs also provide monthly updates of immunizations to the Public Health
information system called Panorama (NSHA personal communication, April 6, 2019).

There is already a citizens’ portal known as MyHealthNS that allows patients to access
their own personal health information and communicate electronically with their primary
healthcare provider. A little over one in four family physicians are currently using this
system. Doctors Nova Scotia reports that the use of MyHealthNS, as well as telephone
consultations, has been lower than expected, likely due to billing complications and
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poor integration with existing patient record systems (Doctors Nova Scotia personal
communication, April 24, 2019).

The World Health Organization defines telemedicine as being:

The delivery of health care services, where distance is a critical factor, by all health care
professionals using information and communication technologies for the exchange

of valid information for diagnosis, treatment and prevention of disease and injuries,
research and evaluation, and for the continuing education of health care providers,

all in the interests of advancing the health of individuals and their communities.

(WHO, 2010).

Telemedicine, including virtual medicine delivered via the internet, presents opportunities
for primary healthcare development. Delivery platforms can include desktop computers,
laptops, tablets, smartphones, and any device with an internet connection and voice or
visual communication capabilities.

Virtual clinics have the capacity to increase
access to primary health care and boost
equity in the health care system.

Virtual clinics have the capacity to increase access to primary health care and boost
equity in the health care system. In the case of virtual clinics operating in British Columbia,
billings for virtual care services to the province increased by 820% in 2013 compared to
the previous year and they have been linked to increased access in remote communities
(Bronca, 2015). Part of what makes this delivery system successful is that the primary
healthcare provider is able to live outside the remote community as some care is delivered
virtually in between visits. This could potentially help rural and underserviced communities
in Nova Scotia that face provider recruitment challenges. Individuals with mobility or
transportation challenges could likewise benefit from online access.

In Nova Scotia, it is common to access specialists via telemedicine, but there is very
little primary healthcare provided in this manner. One notable example is the Digby and
Area Health Services Centre, where the collaborative family practice team is using virtual




care as a strategy to improve access to primary healthcare. The community of Digby and
surrounding areas has had challenges with recruitment and retention of primary healthcare
providers, and as a result, the Centre has explored telemedicine as a strategy to address
access to primary healthcare. A virtual care clinic pilot project was put in place and quickly
became a staple at the health centre (Digby and Area Health Services Centre, personal
communication, April 5, 2019).

Currently, virtual care is supported by a licenced practical nurse, a physician and a clerical
staff member. The physician is able to see Digby patients remotely from an office in another
community and is assisted by the licensed practical nurse, who is present in Digby with the
patient. Both healthcare professionals share the same EMR, which facilitates information
sharing. Clinics are held two mornings per week, with potential for expansion. Ongoing
evaluation of patient satisfaction is showing favourable results. Feedback and comments
from the healthcare professionals participating is also positive.

The key success factors of this model include trust and synergy between the healthcare
professionals participating in the appointment, the ability to communicate in a timely manner,
as well as making sure that patients feel comfortable and included in their care decisions.
Additionally, it is crucial to ensure the proper functioning of the technology being used.

29



International comparisons show that Canadians appear to use the emergency department
more frequently than other countries. According to a survey by the Commonwealth Fund,
41% of adult Canadians reported visiting the emergency department in the previous two
years compared to the average of 29% for the 11 countries surveyed. Canadians also have
some of the longest emergency department waits, with 29% waiting four or more hours
compared to just 1% in France and 11% on average for comparator countries (Vogel, 2017).

The Commonwealth Fund survey revealed that many visits by Canadians to emergency
departments were for care that could have been addressed in a primary care setting (CIHI,
20164; see also Angus Reid, 2015). This phenomenon is more prevalent for rural Canadians
(56%) compared to urban Canadians (37%) (CIHI, 2016a). Despite comparatively high levels
of the population being attached to a provider, Nova Scotians report the highest rates of
visits to the emergency department for care that they feel could have been addressed by

their regular provider.



Figure 14. Emergency department usage Canada compared to other surveyed countries

Country 2010 2013 2016
Canada 44% 40% 41%
Commonwealth Fund Average 30% 29% 27%

Source: (CIHI, 2016a)

Emergency departments across Nova Scotia are under a tremendous amount of stress.
The multi-faceted causes of this at the Queen Elizabeth Il hospital were explored in detail
by the Nova Scotia Government and General Employees Union in two recent reports
(NSGEU 2017; NSGEU 2018). Other emergency departments are not faring any better as
many face an increase in the number of patients presenting and an inability to recruit and
retain qualified staff. Staffing pressures are reflected in emergency department closure
hours; doctor and nurse shortages are the leading causes of unplanned closures. In 2017-
2018, emergency departments across Nova Scotia had 17,926 hours of planned closures
and 12,567.5 hours of temporary unplanned closures (Nova Scotia, 2018c). According to
Emergency Health Services, at any given time 10-20% of ambulance crews may be tied
up trying to offload patients at emergency departments (Laroche, 2019), providing further
evidence of emergency department capacity issues.

The relationship between emergency care and primary healthcare has received a fair amount
of attention in the literature. If patients are presenting for primary healthcare conditions

at emergency departments, this raises several questions: Do these patients contribute to
emergency department overcrowding, and if so, to what degree? Does increased access to
primary healthcare in the community decrease their prevalence in the emergency department?
Does a lack of access to primary healthcare lead to an increased use of the emergency
department due to conditions not being treated in a timely and effective manner in the
community? And from the patient-care perspective, is primary care provided in the emergency
department timely and appropriate?



All patients presenting at an emergency department are scored and triaged according to the
Canadian Triage Assessment Scale (CTAS), with scores of 1and 2 representing the most urgent
cases, 3 urgent, and scores of 4 and 5 less urgent and non-urgent respectively (Bullard et al.,
2017). The charts in Appendix A show the proportion of emergency department visits by CTAS
level and department.

An examination of Nova Scotia Health Authority data reveals that nearly 45% of patients
presenting at emergency departments in Nova Scotia were assessed at CTAS 4 or 5 in
2018-2019. If we remove the tertiary and regional emergency departments from this list, that
number rises to 65%.




Figure 15. The proportion of CTAS 4s and 5s during fiscal year 2018-2019 broken down by
emergency department level
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The levels reflect the equipment, personnel and services available in the emergency department and hospital. With
more expansive resources, level 1and 2 departments offer the fullest range of services and are more likely to see
the most complicated cases.

Researchers have cautioned that not all CTAS scores of 4 and 5 represent people who
should be seen in primary healthcare settings. Moreover, these patients are not believed to
be the primary cause of hospital overcrowding, or emergency department capacity issues
(Bullard et al., 2017; CIHI, 2014b). In a 2002 article on emergency department overcrowding,
Schull et al. claim that the “types of ED patients leading to overcrowding are those who
would be referred to the ED even if alternate sources of primary care are available (e.g.
those with chest pain)” (2002). The main driver of overcrowding has to do with the inability
to admit patients to the hospital when necessary. Departments struggle with capacity issues,
in large part because many of the inpatient beds are occupied by patients waiting for care
in another setting, such as long-term care (Laroche, 2019).

Researchers and policy-makers have developed other measures to distinguish patients.
Ambulatory Care Sensitive Conditions (ACSC) are conditions for which hospitalizations

are considered largely preventable when they are managed adequately in a community
setting. The Canadian Institute for Health Information (CIHI) includes seven condition types
for inclusion as an ambulatory care-sensitive condition, namely: grand mal status (i.e. the
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most typical form of seizures) and other epileptic convulsions, chronic obstructive pulmonary

disease, asthma, heart failure and pulmonary edema, hypertension, angina and diabetes
(Statistics Canada, 2011). The International Classification of Diseases lists a total of 23
conditions (Carey et al., 2017). As an indicator, ACSCs are considered an indirect measure of
access to community-based primary healthcare and the ability of the health care system to
manage chronic conditions outside of acute hospital care (Statistics Canada, 2011). Statistics
Canada estimates that 4.2 million Canadians have ACSCs, with 46% reporting high blood
pressure, 43% heart disease, 36% diabetes, 30% asthma, and 16% COPD. According to
Statistics Canada, people with an ACSC-related hospitalization make up 0.4% of the 12-74 year
old population, but represent about 6% of hospitalized individuals and use 10.8% of all hospital
days (20M).

Hospitalization for ACSCs has been widely adopted as an outcome measure in the
assessment of accessibility and overall effectiveness of the primary healthcare system (Jorm,
2012). The Canadian Institute for Health Information reports on the ACSC hospitalization

rate by jurisdiction and reports that Nova Scotia has 353 ACSC hospitalizations per 100,000
Nova Scotians, above the Canadian average of 325 (CIHI, 2018c¢).



Given that ACSCs are by definition conditions that could be effectively treated in community
settings, we would expect that increased access to primary healthcare would lead to a decline
in ACSC hospitalizations. A 2017 study by Vuik et al. examined random patient data on 300,000
individuals in the United Kingdom and found a positive relationship between access to primary
healthcare and hospitalization for ACSCs. In other words, the patients with the most access to
primary healthcare were also the most likely to be hospitalized for ACSCs.

Other studies seem to point in the opposite direction, however. A large 2006 study by
Ansari et al. in Australia examined ACSC rates for a population of 4.4 million and found a
negative correlation between access to care and hospitalization for ACSCs. A meta-analysis
of international literature including 51 papers (in English, French, Spanish, Portuguese and
ltalian) found that 72.5% revealed a significant, negative association between primary
healthcare accessibility and ACSC hospitalization rates (Rosano, 2014). On this basis,
Rosano claims “the findings allow us to be quite confident when using ACSC hospitalization
as an indicator of primary care quality, with the precaution of considering appropriate
adjustment factors”.

The Canadian Institute for Health Information (CIHI) also tracks emergency department
visits for “Family Practice Sensitive Conditions (FPSC). FPSC are conditions for which
emergency department visits are considered to be largely preventable when they are
managed adequately in a primary care setting (CIHI, 2014b). Some of the most common
conditions included in this category include colds, sore throats, dressing changes, and
suture removals. Between 2013-2014 FPSCs were the reason for 46% of visits to Canadian
emergency departments.
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Figure 16. Family practice sensitive conditions and emergency department visits

The 10 Most Common Family Practice Sensitive Conditions in Canadian EDs, 201

Volume of Percentage of
Conditions ED Visits ED Visits
Acute upper respiratory infection of multiple and unspecified 186,055 13
sites (e.g., cold)
Other medical care: mainly antibiotic therapy such as intravenous 183,271 13
cephalosporin or other anti-infective agents
Acute pharyngitis (inflammation of the throat) 107,198
Suppurative and unspecified otitis media (bacterial infection of the 92,874
middle ear)
Other surgical follow-up care (mainly change of dressing and removal 75,991 5
of sutures)
Migraine 45,118
Persons encountering health services in other circumstances (mainly 41,326
for issue of repeat prescriptions)
Conjunctivitis (inflammation of the outermost layer of the eye and the 36,641 3
inner surface of the eyelids)
Follow-up examination after treatment for conditions other than 34,197 2
malignant neoplasms, such as medical follow-up after treatment
Diseases of pulp (centre of tooth) and periapical (apex of the root of 33,105 2
tooth) tissues
All other FPSCs 567,329 40
Total 1,403,105 100
Notes

Percentages may not add up to 100 due to rounding.

FPSCs were identified using ICD-10-CA codes that were assigned as primary diagnoses. Included only patients discharged home.
Excluded patients who died in the ED; were admitted to acute inpatient care; were transferred to another facility; or who left against
medical advice or without being seen.

Source

National Ambulatory Care Reporting System, 2013-2014, Canadian Institute for Health Information.

Source: (CIHI, 2014d)

The likelihood of being admitted to an inpatient bed after presenting with a FPSC alone is less
than 1% (CIHI, 2014b). Nationwide, FPSC visits represent an estimated 2.7 million potentially
avoidable emergency department visits each year. The Canadian Institute for Health Information
estimates the annual cost of FPSCs at $400 million nationally, which was 13% of the costs for all
non-admitted patients included in their study.

FPSCs are associated with a lower acuity CTAS score 70% of the time (CIHI, 2014b). FPSCs are
distinct from ACSCs in that the latter refer to chronic conditions like diabetes and COPD that
should be effectively managed in the community without hospitalization whereas the former
refer to minor medical conditions that should be effectively managed in primary care settings.




Importantly, as in the case with ACSCs, FPSCs do not appear to be significantly linked with
emergency department overcrowding. The main benefit related to addressing them in the
community is improved patient care, including continuity of care, and potentially lower system
costs (CIHI 2014b).

Dr. John Ross’ 2010 report “The Patient Journey Through Emergency Care in Nova Scotia,”
found that rural emergency departments in Nova Scotia were much more likely to see
patients seeking help for conditions typically treated by primary healthcare practitioners.

In his report, the former Provincial Advisor on Emergency Care attributes non-urgent
emergency department visits to access problems in primary care; “Research consistently
shows that the majority of patients seen in small rural Emergency Departments could be
assessed and treated in an office setting.” (Ross, 2010,). This rural/urban divide is reflected
in CIHI data that shows that 32% of non-admitted emergency department visits by patients
living in rural areas were FPSC-related, versus only 17% of urban patients (CIHI, 2014b).

The Health Authority collects another useful data point on the relationship between
emergency care and primary healthcare. Recently released information shows a 112%
increase over a five-year period in the number of emergency department visits from
patients who are not attached to a primary healthcare provider. That number rose from

22,550 in 2013 to 47,948 in 2018 (NSHA, 2019c). Some facilities saw increases above 250%.

During that b-year period, there were a total of 184,867 emergency department visits by
patients without a primary healthcare provider.
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The data presented here suggests that Nova Scotians have significant primary healthcare
access problems. While the presence of primary healthcare patients is not necessarily driving
emergency department overcrowding, it certainly represents a problem. Nova Scotians are
not getting care when and where they need it. Many who present at emergency departments
have conditions that would be better treated or managed in family practice settings, a
problem that is particularly prevalent in rural areas. Moreover, it is likely not the case that
people are simply seeking care in the wrong place. Research from the United States and the
UK suggests that patients typically come to the emergency department because they see no
viable alternative, or because another provider directed them there (Gonzalez Morganti et al.,
2013; Bernstein, 2013).

Emergency departments are in effect playing an important role by supplementing access
to care when it is otherwise and elsewhere unavailable. Because emergency departments
are under stress (Doucette, 2019), and are not optimal for providing continuity of care,
policy makers should continue to encourage other options to improve after-hours access at
collaborative practices. At the same time, we cannot ignore the important and ongoing role
emergency departments play. With this in mind, we should work towards enhancing their
ability to provide timely primary care.

Emergency departments in many jurisdictions, including a couple in Nova Scotia, have
developed ‘fast-track’ sections within or adjacent to the primary emergency department
that provide medical care for triaged patients with minor illnesses and injuries. Stanford
Healthcare in California lists many of the conditions that would typically be treated in the
fast-track area, including ear complaints, coughing-related complaints, sore throats, back
pain, minor lacerations, bites, stings, and allergic reactions, minor urinary tract infections,
rashes, suture removal, wound checks and prescription refills (Stanford Healthcare, 2019).
Importantly, fast-track areas are not designed to be the principal site for patients’ primary
healthcare, but instead provide timely care when otherwise unavailable for the types of
interventions that would typically be treated in an office setting.



According to the Canadian Home Care Association, we can conceive of homecare as “an
array of health and support services provided in the home, retirement communities, group
homes, and other community settings to people with acute, chronic, palliative, or rehabilitative
health care needs. Services offered through publicly funded home care programs include
assessments, education, therapeutic interventions (nursing and rehabilitation), personal
assistance with daily living activities, help with instrumental activities of daily living, and carer
respite and support” (Canadian Home Care Association et al., 2018).

Governments in Nova Scotia and across Canada have made significant investments in
the homecare sector over the past ten years. In 2008, Nova Scotia’s homecare budget
was $141.6 million. By 2018/2019, the amount had risen to $266.0 million, a non-inflation-

adjusted 87.9% increase (Nova Scotia). Investment in this sector is driven by two key factors.

First, Canadians have consistently expressed a preference for care at home versus care in
institutions. Second, homecare is typically more cost-effective than both long-term care and
hospital care. Homecare Ontario estimates the average per diem cost of a hospital bed at
$842, a long-term care bed at $126, and care at home at $42.
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Investment in homecare can be seen as part of the broader effort to create more holistic,
integrated healthcare systems where patients receive care in the ideal setting from the most
appropriate provider. Health system leaders want to evolve away from the episodic, acute-
centric system into one that focuses on prevention, health promotion, and chronic disease
management (CHCA et al.,, 2018). This is again in line with the quadruple aim of health
reform — better health, improved patient experience, more affordable costs and improved
health provider experience. Future reform may even improve savings. A recent study out of
Rhode Island found that nurse practitioner home visits correlated with a 61% hospitalization
rate decrease, and a 64% emergency department visit decrease for recipients (University of
Rhode Island, 2017). Homecare is central as both a vehicle of cost-reduction, and because
of its role in chronic disease care and its ability to facilitate quicker hospital discharge.

One of the greatest challenges facing homecare systems across the country is one

of integration of health services with the acute and primary healthcare sectors. We

can consider integration as “a coherent set of methods and models on the funding,
administrative, organizational, service delivery and clinical levels designed to create
connectivity, alignment and collaboration within and between the cure and care
sectors”(Kodner and Spreeuwenberg 2002). There are often gaps in care between hospital
discharge and the receipt of homecare, a lack of data sharing between the two sectors,
and a lack of data sharing between homecare providers and primary healthcare providers
(Canadian Nurses Association et al., 2013). As Kodner and Spreeuwenberg (2002) argue,
“Without integration at various levels, all aspects of health care performance suffer. Patients
get lost, needed services fail to be delivered, or are delayed, quality and patient satisfaction
decline, and the potential for cost-effectiveness diminishes.” Policies and funding models
often discourage collaboration between sectors, and health providers in each sector have
a limited understanding of the roles and values of those in the other (Canadian Home Care
Association, 2012).



Many initiatives aimed at improving the integration of care between sectors revolve around
the care coordination role. Case management involves health professionals working to
maximize client’s ability and autonomy through advocacy, communication, education,
identifying and supplying resources and coordinating services (Canadian Homecare
Association, 2012). By enhancing the role of case managers, and putting them in regular
contact with primary healthcare professionals, providers can reduce fragmentation, increase
coordination of complex care and perform case management tasks (Hollander and Prince,
2008). A 2011 study in the UK found that integrating care has resulted in lower hospital bed
use and lower emergency bed day use (Thistlethwaite, 2011). The Integrated Client Care
Project out of Ontario found reductions in wounds, and 72% of clients reported better ability
to mange self-care using a provided program (Canadian Home Care Association, 2012).

In Nova Scotia, the majority of homecare that involves nursing is provided by the Victorian
Order of Nurses (VON), with a small proportion (6%) provided by the Nova Scotia Health
Authority (NSHA personal communication, April 10, 2019). The VON and twenty other
agencies also provide ‘home support’ from non-nursing professionals like continuing care
assistants (CCAs). Individuals receiving publicly-funded homecare services are admitted via
the Health Authority’s continuing care program. Potential clients (or their representatives)
contact continuing care for an intake assessment and Continuing Care then makes a referral
to the VON based on assessed care needs, and where appropriate, the physician’s orders to
provide the service. Alternatively, a family doctor or nurse practitioner, or a care coordinator
from a hospital, makes a referral to continuing care which then again makes a referral to the
VON. The VON nurses receive client information and a service plan and a discharge summary
for patients from hospital. With this information, or some time afterwards, the nurses receive
orders from a doctor or nurse practitioner outlining the care to be provided. It is important to
note that without orders the client cannot be treated.

As part of the provincial homecare program, the VON operates a clinic in Halifax and
others in the Valley, for ambulatory clients. Clients are able to book appointments and
receive timely care, rather than wait at home during large blocks of time (VON personal
communication, Feb 7, 2019). The Halifax clinic has four beds and two chairs and is typically
staffed with one registered nurse and one licensed practical nurse who provide a variety of
services including medication administration, catherization and catheter changes, Port-A-
Cath flushes, IVs, PICC lines, wound care and dressing changes, and more. The VON also
operates several clinics in the province for specialized services via private contracts.
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Many of the most significant challenges VON nurses face have to do with the integration
of care between sectors of our healthcare system. Rarely, a client may have a service

plan but no orders and so care cannot commence. Alternatively, a current VON client may
have a status change. For example, they may have gone to the emergency room, a walk-
in clinic or their family practice. VON nurses may have no knowledge of these interactions
with the system except when the client advises them. Often the information received from
clients is piecemeal, or not entirely accurate. Nurses, or Continuing Care coordinators, then
must track down doctors, pharmacists or nurse practitioners to see if there are changes
recommended for the care orders. They have no access to the electronic medical records
that are available in hospitals and collaborative practices.

VON nurses may recognize deteriorations in a client’s condition such as a developing
infection. They can advise a specialist about this, but the specialist will not prescribe
based on information from the VON nurse and so often clients are advised to go to the
emergency department. Clients with mental health challenges often have no recourse to
the specialized care they require, and VON nurses are in the difficult situation of providing
some support without the time or funding for this (VON nurse personal communication,
April 1, 2019).

Some homecare clients are so-called ‘orphan patients’ meaning they do not have a regular
primary healthcare provider like a family doctor or nurse practitioner. This presents challenges
when a medication or dressing change is required but there is no professional available to
provide the order. VON nurses cannot make these changes on their own and so they, or
Continuing Care coordinators, must take the time to find a health professional who is willing to
provide the necessary orders.

These problems present challenges for two important aims of our healthcare system, continuity
and coordination of care. When clients do not have consistent oversight for their care needs,
they are more likely to need to use the emergency department, and less likely to have their
chronic conditions managed appropriately (Barker et al., 2017, NSHA 2017). Without effective
coordination of clients’ care, care may be less effective and patient satisfaction and safety
suffers (McMurchy, 2009; ref in NSHA 2017a).



The discussion around primary healthcare and the current and future roles of nurses working
within this area is shaped by several concerns, including access to a regular provider,
ensuring the appropriate provider, wait times for accessing this provider, interprofessional
collaboration, care coordination, and nurses’ scope of practice.

Search Strategy

A broad exploratory literature scan was conducted in the Pubmed and CINAHL databases
to better understand the uses of nurses in primary healthcare, to gauge the success

of primary healthcare initiatives involving nursing care, and to gain a sense of nursing
involvement in collaborative primary healthcare models such as the one promoted in Nova
Scotia. Hand searching of references was also used. The purpose of the literature scan was
to guide the research team in drafting the research proposal, to create interview guides

for key informants, to draft the nursing focus group questions, and to draft nurse survey
questionnaires.
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The scan focused on licensed practical nurses, registered nurse, and nurse practitioners
as the population of interest. Two main terms — primary healthcare and team-based care
— were added to each population to execute the search strategy. When available MESH
(medical subject headings) were used in place of the keywords. MESH headings included

» o«

in the search strategy were “multidisciplinary care team,” “primary healthcare.” Keywords

» o«

used included “nurse-led,” “team-based,” and “interdisciplinary teams.” Very little was found
related to licensed practical nurses, and this finding is supported by a recent scoping review
by Curnew and Lukewich (2018). The small number of articles related specifically to VON
nurses were concerned with patient safety within the home (Coyte & McKeever, 20071).

Articles were limited to publications in English.

Following this initial scan, a grey literature search was done to gain a better understanding
of the main issues in primary healthcare within Nova Scotia and Canada, along with
specific nursing initiatives related to primary healthcare. This scan was targeted to

capture recent data, initiatives, and policies related to primary healthcare in Canada and
beyond. It included federal and provincial government reports, reports by the OECD, the
Commonwealth Fund and the Canadian Institutes of Health Information, reports produced
by healthcare consultants, strategic planning documents, and position papers by relevant
stakeholders. Further searches were done to investigate initiatives of interest such as
registered nurse prescribing.

A poll by the College of Registered Nurses of Nova Scotia (CRNNS, 2017b) showed that
95% of recipients were satisfied or very satisfied with the care they received from nurses.
There is a growing body of research establishing the positive effects of nurse involvement
in primary healthcare. A systematic review of randomized-control trials comparing care

by nurse practitioners to physicians in primary healthcare settings of developed countries
showed patients were satisfied with the care they received by nurse practitioners and that
it was of equal quality to care provided by physicians (Horrocks et al., 2002). The study also
showed that nurse practitioners had longer visits with patients. There were no differences in
the consultations, referrals, or prescribing practices.

Use of nurse practitioners within team-based care has many benefits to patients, the teams
they work with, communities employing them, and the health system at large. Studies
done in Canada and abroad have found that patients are receptive to care from a nurse



practitioner, and that nurse practitioners promote patient satisfaction (Carryer & Adams, 2017,
Parker et al., 2013; Sangster-Gormley & Canitz, 2015; Canadian Nurses Association, 2016).
An American consumer survey recently showed an increased public openness to care by
nurse practitioners, particularly when it reduced wait times (Dill, et al., 2017). A recent British
Columbia study showed that nurse practitioners are notable for their willingness to care

for complex, frail individuals in rural areas (Sangster-Gormley & Canitz, 2015). Patients who
received primary care from advanced practice nurses” receive more education and report
high satisfaction with care (Swan, et al., 2015).

While much of the research on nursing in primary healthcare focuses on nurse practitioners,
there is also a growing recognition of the role of other nurses. According to the Canadian
Family Practice Nurses Association, family practice nurses, typically registered nurses, are
generalists who work in partnership with primary healthcare providers, offering a broad
range of health services, including, preventative health screening (e.g. PAP examinations,
chronic health conditions), health education (e.g. healthy living, chronic disease self-
management), healthcare management and program delivery (e.g. diabetes, hypertension,
chronic obstructive pulmonary disease), therapeutic interventions (e.g. wound care,
immunizations), and coordination of services to specialists and/or community services
(Canadian Family Practice Nurse Association, n.d.; Family Practice Nurses Association of
Nova Scotia, n.d.). The presence of a Family Practice Nurse in primary healthcare settings
has been linked to improved interprofessional collaboration, the ability to build trusting
relationships with patients (Oandasan et al., 2010), improved patient confidence that the
care provided will meet their needs, and reduced wait times in the clinic (Ammi,et al., 2017).
Research has found that when registered nurses assist in the care of patients with chronic
conditions, their clinical outcomes improve compared with patients with physician-only care
(Bodenheimer & Smith, 2013).

4In Canada, ‘advanced practice nurses’ includes nurse practitioners, and clinical nurse specialists, a protected
title in Quebec. See Canadian Nurses Association, 2019.
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The presence of nursing staff in a primary healthcare practice, and higher nurse staffing
levels within that practice, is associated with better patient clinical outcomes, and better
perceived quality of care, particularly among patients with chronic conditions (Griffiths,
Maben, & Murrells, 2011).

A recent global systematic review on the use of nurses in primary healthcare settings
found that the use of registered nurses decreased the care workload of the lead primary
care provider, freeing up time and leading to improved access to care (Norful, et al,,
2017). Clinical tasks completed by registered nurses in the study included prescribing
refill medications, immunizations, point-of-care diagnostic testing, care planning, health
promotion, and patient education. Non-clinical tasks included participating in policy
development and primary healthcare research.

Expanded Role for Nurses

The expanded role and increased use of nursing professionals in primary healthcare
delivery has proven to be a successful endeavour both in Canada and abroad on a variety
of indicators. An evaluation of the roles of nurse practitioners and other advanced practice
nurses conducted by researchers published by the OECD in 2010 examined studies from
the US, Canada, the UK and Finland (Delamaire & Lafortune, 2010). Researchers found the
use of nurses in expanded practice roles improved access to services and reduced wait
times. The evaluation also found the quality of care provided by nurses doing substituted
tasks (tasks transferred from physician to nurse) was of the same quality, with a higher
degree of patient satisfaction, and was either at a reduced or equal cost. A Canadian
authored study also concluded that the use of nurse practitioners in primary healthcare
settings as alternatives to family physicians was potentially cost-effective (Martin-Misener et
al., 2015; see also Brown & Poffenroth,2018).

In Canada, and internationally, nurse practitioners work in a variety of emergency care
settings such as urban and rural emergency departments, emergency department fast-
track areas for less severe patients and urgent care centres (CNA, 2013). In these settings,
nurse practitioners provide care, develop guidelines, educate other staff and perform
administrative duties (Considine et al., 2006). A 2008 review by Corker and Kellopourey,
cited in a Canadian Nurses Association report on nurse practitioners in emergency
departments (2013), estimated that at least 30% of emergency department patients could
be treated by nurse practitioners. A small qualitative study of nurse practitioners working in



emergency departments in Australia found that they were able to help physicians manage
the sub-acute patient workload in the emergency department and were useful in addressing
patients with chronic disease related care needs from a preventative perspective (Li, et al,,
2013).

A review of 36 international studies by Carter and Chochinov (2007) suggests that
employing nurse practitioners in emergency care could allow for the optimal use of limited
physician resources and improve overall access. Nurse practitioners were equivalent to
physicians on X-ray interpretation, with excellent documentation, physical exam accuracy,
appropriateness of urgent referrals and adherence to protocols.

Other studies have shown a reduction in wait times associated with the use of nurse

practitioners in emergency departments (Fry, et al., 2011 Jennings et al., 2008; Jennings et al.,
2015). Emergency nurse practitioners improve quality of care (O’connell and Gardner, 2012), and
recipients of emergency nurse practitioner care consistently show high levels of satisfaction
(Jennings et al., 2015; Byrne et al., 2001; Hoskins, 2011).

Research has shown for decades that registered nurses can independently manage many
primary healthcare concerns. Australia has implemented nurse-led chronic disease care
where nurses work from protocols to manage patients in partnership with a physician who
reviews cases every six months. This model is linked to improved communication between
healthcare staff and patients, and improved disease self-management by patients (Eley et
al., 2009).
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In primary care settings, registered nurses are capable of providing preventative care
and treatments. Nurses, for example, are able to do PAP smears of the same quality
as physicians and manage chronic care needs like teaching and health coaching
(Bodenheimer and Smith, 2013).

A UK based randomized control trial showed high levels of patient satisfaction when nurses
managed minor illnesses independently in a general practice (Shum et al., 2000). Similarly,
patients with uncomplicated low back pain were managed with equal effectiveness by
nurses following a protocol, with better patient satisfaction scores (Greenfield et al., 1975). A
recent meta-analysis examined the substitution of nurses for traditionally physician-provided
clinical tasks in 32 publications of predominantly European origin. The results of the pooled
data from the meta-analysis showed improved patient satisfaction with nurse-led care, and
reduction in hospital admissions and mortality (Martinez-Gonzalez et al., 2014).

Registered nurse prescribing is a relatively new and growing phenomenon. Research on
this practice in Ireland, for example, found that nurse and midwife prescribing improved
services to patients by reducing wait times (Adams, et al. 2013). A recent review showed
that nurse prescribing in Ireland over the past 10 years is viewed positively and considered
an established practice with success on several fronts including nurse and patient
satisfaction (Wilson, Murphy, Nam, Fahy, & Tella, 2018). Irish nurses are required to take a six




month course to prescribe and can then prescribe in a number of care settings including
emergency departments, oncology, primary care, and cardiac care. Some medications
prescribed by nurses include vaccines, pain relievers like Tylenol, antibiotics, warfarin, and
some antihypertensives.

As the Canadian Nurses Association points out in its review (2015), several studies have
found that prescribing by nurses and others is well-received by the public. Berry, Courtenay,
and Bersellini (2006), for example, found that the UK public is confident in nurses’
prescribing abilities. A 2011 literature review similarly found that non-medical prescribing

is widely accepted and appreciated by patients (Bhanbhro et al., 2011; see also Latter &
Courtenay, 2004 and Binkowska-Bury et al. 2016). Patients report high levels of satisfaction
and confidence in nurse prescribers due to their specialist knowledge, efficient service,
and awareness of their limitations (Berry, Courtenay, & Bersellini, 2006; Wilkinson, Carryer,
& Adams, 2014, see also Kooienga & Wilkinson, 2016). Patients value the nurse-patient
relationship, and value nurses’ expertise, and are therefore trusted as prescribers (Hobson,
Scott, & Sutton, 2010).

Registered nurse prescribing is reported to be safe and clinically appropriate (Latter et al,,
2011) and conservative (Drennan, Grant, & Harris, 2014). It also benefits patients through
service delivery improvements (Jones, Edwards, & While, 2011; Stenner & Courtenay, 2008),
and improves access (Stenner & Courtenay, 2008).

In Sweden, continuing education allows nurses to order diagnostic tests, diagnose, and
treat a patient. Prescribing in this model is typically limited to a formulary of medications,
most of which are accessible to patients without a prescription. A recent study of this model
shows that patients are satisfied with having some of their primary healthcare provided by
nurses (Bergman et al., 2013). A study in New Zealand demonstrates that registered nurse
diabetes specialists with prescribing authority can improve patient outcomes, access, and
satisfaction with care by providing a more responsive, expert, and timely service than they
typically receive (Wilkinson, Carryer, & Adams , 2014).

Registered nurses have been prescribing in the United Kingdom since 2012, and that
country has the most expansive prescribing legislation. There are now over 19,000 nurse
prescribers (approximately 3% of the workforce), many of whom work in the primary
healthcare sector (Royal College of Nursing, 2014). Prescribing occurs in a number of
different areas including for hypertension and diabetes (Clark et al.,2011), emergency
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and sexual health (Black, 2013), acute care settings (Jones, Edwards, & While, 2011), and
respiratory care (Carey, Stenner, & Courtenay, 2014).

Some provinces in Canada have also implemented nurse prescribing. In 2015, the Canadian
Nurses Association developed a Framework for Nurse Prescribing in Canada which at

the time of its writing included several provinces where prescribing was practiced (Figure
17). There have been some developments since that time, such as the planning that is
underway in Nova Scotia.

Figure 17. Nurse prescribing in Canada

Jurisdiction Current Activities and Status

Alberta ® The College and Association of Registered Nurses of Alberta is developing and
finalizing standards for RN prescribing. RNs will be able to prescribe in specific settings
for particular populations/needs.

British Columbia e The College of Registered Nurses of British Columbia is leading the use of certified
practice: RNs in certified practice have the authority to independently administer and
dispense certain drugs that normally require a prescription or an order. Certified
practice categories include contraceptive management, sexually transmitted infections,
remote practice and First Call (rural practice).

Manitoba e The College of Registered Nurses of Manitoba is developing a RN prescribing
role (currently referred to as “RN authorized prescriber”) that will be linked to
specific practice settings and specialties (e.g., primary care, public health,
reproductive health).

New Brunswick e RN prescribing is not in place.

Newfoundland and e RNs working in specific areas of the province may (under authorization through their
Labrador employer) provide patients with selected medications in specific situations.

Nova Scotia e RN prescribing is not in place.

Northwest Territories e RN prescribing is not in place.

Nunavut e RN prescribing is not in place.

Ontario e RN prescribing is not currently in place.

Prince Edward Island e RN prescribing is not in place.

Quebec e The Ordre des infirmieres et infirmiers du Québec is in the process of implementing

RN prescribing for specific situations and patient needs.

Saskatchewan e  The Saskatchewan Registered Nurses’ Association is in the midst of implementing
“additional authorized practice.” This is somewhat similar to the certified practice
approach in British Columbia.

Yukon e RN prescribing is not in place.

Source: (Canadian Nurses Association, 2015)




As the 2002 Romanow Report pointed out, collaboration and teamwork are key
components to the delivery of effective primary healthcare. Team-based care can

be defined as “...the provision of health services to individuals, families, and/or their
communities by at least two health providers who work collaboratively with patients, and
their caregivers — to the extent preferred by each patient — to accomplish shared goals
within and across settings to achieve coordinated, high-quality care.” (Mitchell et al., 2012)
Team-based care is premised on the belief that patients receive better care when they can
draw on the skill and expertise of a variety of team members.

The Nova Scotia Health Authority describes collaborative teams as follows:

Different types of primary health care providers who collaborate and share responsibility
for comprehensive and continuous primary health care for a practice population.

With patients and families as core partners on the team, the team consists of various
combinations of family physicians, nurse practitioners, family practice nurses, and other
providers such as dietitians, social workers, occupational therapists, physiotherapists,
pharmacists, learners, behaviourists, medical office assistants, and/or community mental
health workers, identified based on the needs of the community. Management/leadership
support is important to provide strategic and operational support to the team. Clerical/office
staff are considered integral members of the team (NSHA, 2017a).

When patients perceive that collaboration between their providers is effective, they are
more likely to report better and more accessible care (Ammi et al., 2017). When team-based
care is fully realized, it improves the comprehensiveness of care, its coordination, efficiency
and effectiveness, and patient and provider satisfaction (Schottenfield et al., 2016; Coleman
et al, 2016; Wagner, 2000). Further research shows that collaborative teams improve the
management of chronic diseases and other complex care (Gulliford et al., 2002; Wagner,
2000), and they lead to increased access and reduced wait times (Virani, 2012).

Greater use of nursing professionals as part of collaborative teams has not come without
barriers. As the authors of a recent white paper on patient-centered, team-based primary
care put it, “Of all of the changes envisioned as part of the transformation to improved and
more patient-centered primary care, perhaps none is more promising and more challenging
than the transition to team-based delivery of care.” (Schottenfield et al., 2016).
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Doctors Nova Scotia points out in their recent scan (2018) and position paper (2019) that
lack of clarity around different scopes within a practice setting can lead to confusion

and suboptimal care allocation. They point to a series of challenges associated with
collaborative practices including communications, payment models, different approaches
to patient care, lack of understanding and trust between providers, lack of coordinated
approach to scope change among providers and uncertainty around liability. Many studies
have pointed to the lack of awareness and understanding of the role nurse practitioners
play in the health system, including their education and their relationship with other
members of the health team (Canadian Federation of Nurses Unions, 2018; Wong and
Farrally, 2013; CNA, 2016).

Interprofessional collaboration is hindered when there is a lack of role understanding
among health professionals working together on a team, a lack of willingness to collaborate,
poor communication between providers, and challenges around decision making and
processes (Valaitis et al., 2018). Lack of knowledge and understanding of the nurse
practitioner’s role in particular has been cited as a barrier to their practice within teams
(Sangster-Gormley & Canitz, 2015). If not executed properly, team-based care can disrupt
valuable patient-provider relationships and result in fragmented care across the multiple
team members (Schottenfield et al., 2016). As Mitchell et al., (2012) put it, “At the most basic
level, establishing and maintaining high-functioning teams takes work.” Concerning potential
barriers, they site a lack of experience and expertise, cultural silos, deficient infrastructure,
and inadequate or absent reimbursement (see also Young et al., 2011).

The literature supports the central role of primary health care as the foundation of high-
performing health systems (NSHA, 2017; Baker & Dennis, 2011; McMurchy, 2009; Shi, 2012;
Starfield et al., 2005). A 2011 study of top performing health systems identified robust primary
healthcare teams as a crucial feature (Baker & Dennis, 2011).

As the Nova Scotia Health Authority (2017) points out, investment in primary healthcare
is associated with a reduced rate of healthcare spending, and better health outcomes
including lower rates of potentially avoidable hospitalization and lower socioeconomic
inequality in self-rated health (referencing Kringos, 2013).



Effective health workplaces have positive organizational cultures championed by effective
leaders who promote respect and trust between staff and departments (Bodenheimer et al,
2014). They are committed to excellence and recognize and value the positive contributions
of employees. They are also adept at building and maintaining a proficient workforce,
retaining and recruiting staff, and investing in the development of existing staff (Taylor et

al., 2015).5 They know to respect the expanded scope of providers, and support staff with
education (NSHA, 2017a; Wagner et al., 2017).

Effective workplaces respect front-line staff by supporting their autonomous practice, as
appropriate to each provider group. Allowing nurses to practice autonomously as members
of the healthcare team has been shown to improve access to care (Ammi et al., 2017).
Interdisciplinary teamwork is also promoted as all members of the organization contribute to
a common goal and communicate effectively (Taylor et al., 2015).

A recent nation-wide study of nurse practitioners raises serious concerns around several of
these issues (Canadian Federation of Nurses Unions, 2018). Forty-nine percent of the 1,160
nurse practitioner respondents reported that input into organizational practices and policies
is a leading source of work-life dissatisfaction, and 47% cited a lack of opportunities for
professional development. Twenty-six percent of nurse practitioners in the study reported
not working to full scope in their principal position. The major reasons for this were reported
as the way the role was defined, employer or institutional barriers, and lastly the personality
or philosophy of physicians they practice with.

Bodenheimer et al. (2014) see population management as a key building block of
high-functioning primary healthcare systems. This includes using nurses and others to

® Note that the Taylor et al. review focused on high-performing hospitals, though the analysis is generalizable
to the overall system.
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manage a practice’s panel to proactively identify patients who may require interventions,
like a mammogram or other cancer screening. It also involves employing them in case
management for patients with complex care needs.

Research shows, moreover, that
improved integration and coordination
improves patients’ experiences, reduces
mortality and morbidity, and decreases
hospital length of stay.

Baker and Denis (2011) point out that strengthening linkages between acute and community-
based care promotes high performance and improves health services (see also Kringos et
al., 2010). Focusing on primary healthcare facilitates this coordination across sectors. This
ability to effectively coordinate is a challenge in a fragmented health system that has not
historically emphasized the importance of primary healthcare. Research shows, moreover,
that improved integration and coordination improves patients’ experiences, reduces

mortality and morbidity, and decreases hospital length of stay (Baker and Axler, 2015).




Effective primary healthcare can also be cost-effective via reduced hospitalization and
emergency department use (Shi, 2012), and for interventions associated with improved
continuity and coordination of care (Dahrouge, 2012; McMurchy, 2009; Barker et al., 2017).
Enabling continuity of care is associated with improved preventative and chronic care, lower
costs, and better experience with care for patients and providers (Bodenheimer et al,. 2014;
Bodenheimer and Berry-Millett, 2009).

A review of high performing health systems by the Ontario Hospital Association emphasized
that patients and health professionals desire coordinated and connected care, with
transitions between care settings that are “clear, smooth, timely and convenient” (Baker

and Axler, 2015). The review emphasized the importance of information infrastructures for
ensuring improvements in the coordination of care. Electronic health records, for example,
allow providers to focus on patient care rather than duplicating efforts around information
collection. Electronic health records can also facilitate communication and tracking of
patients as they move through different sectors of the healthcare system. As Bodenheimer
et al. (2014) argue, in high-performing systems, clinicians automatically know when their

patients have been discharged from hospital.

In their review of high-performing primary healthcare systems, Bodenheimer et al. (2014)
envision a system where patients have access to clinicians in a variety of manners including
e-visits, telephone calls, group appointments and appointments with a variety of team
members, as appropriate to their care. This requires physician remuneration structures that
account for the need for team consultation and do not only reward in-person physician
visits.

This review suggests that nurses offer great value to primary healthcare patients and the
primary healthcare system. Patients appreciate care from nurses, and nursing care promotes
positive health outcomes. Unfortunately, nurses’ full value is not being realized at this time.
Nurse practitioners and other nurses have more to offer our patients. Part of realizing their
potential involves ensuring collaborative teams have a clear understanding of nurses’ scope
and role. Nurses are integral members of collaborative health teams and when teams are
appropriately developed, they can provide optimal care.
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A high-functioning health system for Nova Scotia places primary healthcare at its core. It
prioritizes care coordination and employs nurses in patient population management and
chronic disease management to ensure appropriate follow-up and continuity of care. A

high-functioning system also makes use of technology in order to provide comprehensive
care while supporting continuity of care for patients.




Between late June and mid-August 2018, the research team conducted interviews with

14 key informants in Nova Scotia. The interviews typically lasted 30 to 45 minutes and
took place in person and over the phone. Informants were identified by the researchers’
knowledge of various experts, through a search on government, employer and academic
websites, and through references from other informants. Informant questions were
developed from preliminary research questions, and from issues that arose during the
preliminary literature review. The questions were kept constant across interviews, but
informants were encouraged to approach questions from the perspective of their own
background and expertise. The questions for the informants can be found in Appendix

B. The informants provided signed consent for their participation, and interviews were
recorded to ensure accuracy of representation.

The key informants tended to see the primary healthcare system in Nova Scotia in a state of

positive growth and development as more collaborative teams are established, with plenty
of room for further growth. That said, many noted the need for greater public education, and
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a lack of understanding of primary healthcare and of nurses’ roles in particular. In their view,
the public focused almost entirely on the role of physicians. They believed nurses were

not good at educating the public and other health professionals about their own value and
scope of practice, and there is a need for better education and communication on this front.

Informants believed that team-based care was progressing in the province, but that
interprofessional collaboration remains a challenge as role confusion persists. Several
pointed out that the mere presence of different professionals together in a work setting
does not guarantee well-functioning interprofessional teams.

Related to the above points, informants believed in the continuing need for a culture

shift around how the healthcare system functions, and how primary healthcare should be
delivered. Part of this culture shift involves the public coming to understand what nurses can
do, and the quality care nurses provide. Many criticized the reluctance to move away from a
medical model focused on illness care, citing the need for a more holistic vision of primary
healthcare that recognizes the broader determinants of health. Informants saw primary
healthcare as a focal point in the healthcare system that served to coordinate other aspects
of care, including mental health and public health.

Informants were generally supportive of enhancements to nurses’ scope of practice,
particularly the move towards registered nurse prescribing which is occurring in other
jurisdictions and is being developed in Nova Scotia. Not all nurses would become
prescribers, but rather those with the appropriate training, and who work in appropriate
settings, like primary healthcare.

With more nurses as part of collaborative
teams, they believe we could increase
access, improve wait times, care
coordination, and chronic disease
management, and reduce reliance on the
emergency care system.




The informants believed primary healthcare could be greatly improved in the province

by means of greater nurse involvement. With more nurses as part of collaborative teams,
they believe we could increase access, improve wait times, care coordination, and chronic
disease management, and reduce reliance on the emergency care system.

Several informants commented on system-level barriers that prevent greater nursing
involvement in primary healthcare. In a few instances, for example, a specialty services,

will not accept referrals from nurse practitioners, even when this is within their scope and
policy supports this. Some felt that nurses were not being utilized effectively, and that
research was not being heeded. Others found that some employers did not respect nurses’
autonomy and knowledge, and nurses struggle with the lack of congruence between the
care they could provide and they care they are allowed to provide.




The research team conducted focus groups to gain a better understanding of nurses’
involvement in primary healthcare, to explore what nurses want to do for patients and the
obstacles they face, and to develop hypotheses for future survey work. Focus groups

were held in July of 2018 for the identified groups of nurses: nurses working in primary
healthcare, nurse practitioners, emergency nurses, and nurses working for the Victorian
Order of Nurses (homecare). Focus groups were 1.5-hours in duration and conducted online.
A sample of the focus group questions can be found in Appendix C, and a more fulsome
discussion of the focus group recruitment and methodology can be found in Appendix D.

Summary Findings by Group

Nurse Practitioners

The nurse practitioner focus group discussion centered around the understanding of the
nurse practitioner role primarily by other health professionals and administrators, frustration
with management, workplace rules, and the relationship nurse practitioners have with their
patients. Within the nurse practitioner group, there was general agreement on most issues
with very few exceptions.



Nurse practitioners felt that other health professionals, namely physicians and
administrators, did not always understand their role. This lack of role understanding
hindered their ability to practice autonomously, presented barriers to the continuity of

patient care, conflicted with their moral duty of care, and created confusion for their patients.

The result was that nurse practitioners in our focus group did not feel respected in their
role. Several focus group participants recounted their challenges with not having their role
formally recognized on internal Health Authority forms. For example, patients were being
asked who their family doctor was when being cared for by a nurse practitioner. In this
scenario, several nurse practitioners reported delays in receiving referrals or in following
up on test results for a patient. As a solution, some gave business cards to their patients
describing how to respond to other providers asking this question.

Lack of understanding of the nurse practitioner role was cited as the cause for their rigidly
scheduled work hours. Nurse practitioners in the focus group described the importance of
working outside of their scheduled hours to attend to urgent patient care matters such as
responding to abnormal lab tests or answering phone calls related to patient care from other
providers. Nurse practitioners in our focus group felt bound by a duty of care to work outside
of their scheduled hours to provide patient care in certain situations, but were frustrated with
management when they were not able to adjust their working hours to accommodate. Some
of this frustration was related back to the collective agreement, which many believed did not
provide for the appropriate flexibility. °

Nurse practitioners described working from a holistic nursing model, seeing everything “from
pre-conception to death” in their practice. The basis of this care model was described as

an equal power relationship with the patient, focusing on prevention, health promotion, and
treatment.

Nurse practitioners valued their educational preparation but several claimed they would have
benefitted from a residency or mentorship program to prepare them for autonomous practice.

Primary Healthcare Nurses !

Primary healthcare nurses discussed the importance of relationships with their patients, the
value and potential of their role, and the lack of understanding of their role by patients and
other healthcare providers.

°The subsequently settled collective agreement with the NSHA in January 2019 attempts to address many of these issues.
" All of the nurses in this focus group were registered nurses with the family practice nurse education and certification.
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Nurses shared how patients benefit from a holistic nursing model by allowing for a greater
understanding of how patient health connects with other aspects of their lives. In their
role, primary healthcare nurses reported being able to spend more time with their patients
compared to physicians, allowing them to focus on care aspects like patient education,
disease prevention, health maintenance, and medication compliance.

Primary healthcare nurses described having a high level of autonomy in their practices.
They perform a wide variety of tasks, from medication administration, to following up on lab
tests, preparing prescriptions and referrals for the physician to authorize, home visits, and
patient teaching. Nurses in the focus group felt the public and some physicians did not have
a good understanding of their role unless they had previous exposure to it.

Primary healthcare nurses feel that their role supports patient care and has the potential
to grow through role expansion, like the ability to renew prescriptions, for example. The
model that nurses work from, combined with the longer visit length, and practice autonomy

are the pillars supporting this potential, which may also improve and expand patient access




to primary healthcare. One quote by a participant highlights how her role is benefiting the
patients in her practice:

Usually I have them ask for the nurse because they can get in quickly. And they know

that the doctor is in the office as well and if there is an issue he can pop his head in
quickly to address anything that | can’t take care of perhaps like a prescription refill or a
prescription change or something like that he can do that quickly, but I've already provided
the education behind it, and then he can just verify it. But a lot of the time the families and
the patients will call and say, “Can | see the nurse?” “If | can’t get into the doctor is it ok if

| see the nurse” or just skip the doctor and see me anyway so it’s great that way. (primary
healthcare nurse participant)

Homecare Nurses (VON)

Discussions with VON nurses focused on continuity and communication in patient care
delivery, patient health education, and regional differences within VON. Participants shared
experiences highlighting the challenges associated with continuity of care for their clients.
Problems in maintaining continuity of care were attributed to two main causes, poor
communication within the health care system, and a lack of primary healthcare providers.

Poor communication between the acute care sector and VON services creates confusion
for patients and VON staff, disrupting the continuity of patient care. Nurses described
scenarios where their patients would be sent home from hospital admission, a surgical
procedure, or emergency department visit without notification to VON, and without a
follow-up plan or discharge orders being provided to the VON. Also, most VON nurses are
not able to access hospital-based patient records to see the results of diagnostic or lab
tests. One nurse told a story of a patient she cared for who was seen in the emergency
department and thought she had a broken bone. The VON nurse was unable to view the
patient’s diagnostic report and did not receive any report from the emergency physician.
Eventually, the nurse learned that her patient did not in fact have a broken bone.

Another factor complicating continuity of care is the lack of primary healthcare providers.
Some VON participants described how the lack of a provider meant their patients needed
to seek care in a walk-in clinic or emergency department if orders were not sent to VON or
if they required follow-up for their condition.

VON nurses felt more health education was needed particularly in chronic disease
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management and on healthy ageing. Participants shared several stories of diabetic patients
who lacked basic education about their disease process. Participants felt this was a need
VON nurses were well positioned to fill.

Regional differences between the policies, practices, and funded services was pronounced
in the focus group, with some participants explicitly stating this was an issue for the VON.
Significant regional differences discussed included the intake process for new clients and
whether extra hours could be autonomously allocated to complete a visit. Regarding the
intake process, nurses felt their patients were becoming more complex, requiring a longer
intake visit. Some felt that clients were often assigned insufficient time from Continuing
Care for both nursing and support visits. Differences between the VON services offered as
publicly funded also varied, with some areas still offering foot care and others charging a
fee to patients. Licensed practical nurses within the VON were described as underutilized
in some regions. For example, some are not permitted to do intravenous rehydration while
others are.

Emergency Department Nurses

The main topics discussed in this focus group were education both for the public and

for nurses. Nurses agreed that more public education is needed around general health
knowledge (so-called ‘health literacy’), education about the emergency care system (hours
of operation, processes around transfers, and expectations), and public education around
what options are available for care outside of the emergency department. To support the
need for public education around the emergency care system, participants shared their
stories highlighting patient frustration, confusion, and unrealistic expectations with the
system. One nurse felt that some patients expected drive-thru like service from emergency
services while another discussed the unrealistic care timelines patients often expect.

Nurses repeatedly highlighted how essential it was to have the recommended training and
preparation when working in an emergency department. Nurses indicated they enjoyed
and valued this training but expressed frustration at not being able to obtain such training

promptly.

Nurses claimed that workload is a major concern for both staff and patients. All nurses
described working in departments facing overcrowding, capacity, and workload issues,
often described as prolonged. Nurses attributed these conditions to the lack of available
beds elsewhere in the healthcare system, resulting in physical space limitations within the



department to see patients. Nurses also attributed overcrowding and workload issues to
a lack of available community-based services (homecare, ambulatory care) for patients
requiring return visits like intravenous medications, routine blood transfusions, or wound

Nurses also attributed overcrowding and
workload issues to a lack of available
community-based services (homecare,
ambulatory care) for patients requiring
return visits like intravenous medications,
routine blood transfusions, or wound
dressings.

dressings. Many patients were required to receive these services in the emergency
department, increasing the workload for nursing staff.

Poor follow-up and access to primary healthcare providers were other issues nurses
consider to unduly increase their workload. Nurses described situations where patients
were being turned away from walk-in clinics, had no primary healthcare provider, or who
were not offered appropriate follow-up. In these situations, patients are often instructed to
seek treatment in the emergency department if their condition does not improve.

Nurses felt stressed and pressured when asked to do increasingly more tasks, particularly
those that fell outside of the traditional nursing role, such as blood work. Nurses had
divergent opinions related to the “Treat and Release” policy with some feeling it was not
realistic to implement given their time limitations while others felt it would improve wait
times. This policy allows registered nurses to treat and release (without official admission or
discharge) patients who present for a small subset of conditions such as a fishhook injury or
a minor burn (NSHA, 2016).
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In the summer of 2018, the Nova Scotia Nurses’ Union commissioned a public survey of
Nova Scotians with an aim to measure access and wait times for primary healthcare, as well
as openness to receiving care from nurse practitioners.8 Six hundred (600) Nova Scotians
over the age of 18 were surveyed by phone (land lines and cellphones), with proportionate
representation by age, geography and gender. The results are accurate to within 4.0%, 19
times out of 20.

The survey revealed that a large majority (72%) of Nova Scotians are concerned about
access to primary healthcare.

8 Survey conducted by the Halifax, Nova Scotia branch of MQO Research.



Figure 18.

Are you concerned about Nova Scotians’ access to primary healthcare?

72%
15%
9%
. [ ]
Not at all Slightly Neutral Very concerned Extremely
concerned concerned concerned

When Nova Scotians were asked to think about primary healthcare providers, nearly all
(96%) mentioned doctors, while one in five (21%) mentioned nurses and 17% made explicit
mention of nurse practitioners.

Figure 19.

When you think about who provides primary healthcare,

what types of health professionals come to mind?
- Top 3 Mentions -

96%

21%
17%

Doctor/GP/Physician Nurses (general mention, Nurse Practitioner
or RN/LPN)
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Nine percent of Nova Scotians claimed they were most likely to access primary healthcare
at an emergency department if they needed it in the near future. This ranged from 9% in
Cape Breton, to 19% on the South Shore, to 7% for the rest of Nova Scotia. Sixty-seven
percent claimed they would go to their family doctor’s office, while 23% said they would

attend a walk-in clinic.

Figure 20.

If you required primary healthcare in the near future,

how are you most likely to access it?
- Top 3 Mentions -

67%

23%
At my family doctor’s At a walk-in clinic At an Emergency
office where appointments Department (ED)

are not necessarily
required




Regarding visits to the emergency department, over 50% of respondents were dissatisfied
(26%) or extremely dissatisfied (24%) with their wait.

Eighty-five percent of Nova Scotians reported having a primary care provider, but only 3%
of these have a nurse practitioner playing that role, whereas 4% depend on a collaborative
team.

While a majority of Nova Scotians understood that nurse practitioners conduct assessments
(95%) and provide treatments (88%), only 45% knew they could diagnose diseases,
disorders and conditions, and only 54% knew they could prescribe medications. Sixty-nine
percent of Nova Scotians knew that nurse practitioners order or conduct tests, and 64%
knew they refer to specialists or other healthcare professionals.

Figure 21.

What roles do you believe Nurse Practitioners

currently play in our healthcare system?
- Prompted Responses -

Assessments (take blood pressure, heart rate, body

temperature, pap test etc.) 95%
Provide treatments (apply a medication, apply a sling etc.) 88%
Order or conduct tests (x-rays, bloodwork etc.) 69%

Refer to specialists or other health care professionals

(physiotherapist, psychologists, general practitioner) 64%
Prescribe medications 54%
Diagnose diseases, disorders and conditions 45%

When asked if they would consider having a nurse practitioner as their primary provider,
80% of Nova Scotians said yes, 15% said no, and 5% did not know or did not answer.
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Figure 22.

If you did not have a primary healthcare provider, would you consider

having a Nurse Practitioner as your primary provider?

B Yes

= No

® Don’t know

For those who said no (n=90), 49% claimed that nurse practitioners lacked knowledge,
experience or qualifications, 19% claimed they prefer doctors, 20% claimed nurse
practitioners were not capable enough, or as capable as doctors, and 15% were not aware
of their skills, training or capabilities.

Figure 23.

Could you elaborate on why you would not be open to
receiving primary healthcare from a Nurse Practitioner?
- Subset: Those who stated ‘No’ in Q7 -

Not enough knowledge, experience, or qualifications 49%
Not capable of enough/as much as a doctor
Prefer doctors

Not aware of NP skills/training/capabilities

Miscellaneous mentions

Prefer not to say/No answer




When asked about the role of nurse practitioners in primary healthcare, 53% of Nova
Scotians said they see nurse practitioners as temporary providers for patients waiting for

a family doctor, while 38% saw them as permanent providers. Nevertheless, a majority of
Nova Scotians would be willing to see a nurse practitioner rather than wait for a physician if
it meant quicker access to care.

Figure 24.

If you had a common primary healthcare concern and you could see a family

doctor in two weeks, or a Nurse Practitioner in two days, would you

79%

7%

I

Make an appointment Make an appointment Don’t Know/Prefer not
with the NP with the family doctor to say

When asked about government priorities, 29% said government’s priority should be that
all Nova Scotians have timely access to a family doctor, while 66% claimed it should be

that all Nova Scotians have timely access to primary healthcare, either from a doctor, nurse
practitioner or collaborative team.
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Figure 25.

What should government's principal goal be

in order to improve access to primary healthcare?

All Nova Scotians should have timely access to primary

O,
healthcare, either from a doctor, NP or collaborative team _ 66%
All Nova Scotians should have timely access to a _ 29%

family doctor

More doctors are needed (general) I 1%

Miscellaneous mentions I 1%

Don’t Know/Prefer not to say . 3%

The public perception survey confirmed that many Nova Scotians are concerned about
primary healthcare access in our province. Many Nova Scotians are waiting for care, or
are receiving it in non-ideal circumstances. The survey also demonstrated that many
Nova Scotians still do not understand the role of nurse practitioners in primary healthcare,
including their capabilities and the role they are trained to play.




In fall of 2018, the Nova Scotia Nurses’ Union conducted an online survey of nurses in the
province regarding perceptions of their working conditions and on the quality of care the
system provides. In addition to questions on work-life and perception of system quality
and function, respondents also answered questions on nurse-centered initiatives that
could potentially improve primary healthcare in the province. Some survey questions
concerning working conditions and organizational relationships were adapted from the
Home Healthcare Nurse Job Satisfaction survey that has been validated in the literature
(Ellenbecker et al., 2008). Additional questions were developed based on discussions with
key informants and with participants of the four focus groups. The research team worked
with professional investigators from the Health Authority’s Research Methods Unit to
prepare the survey and to analyze the data.

Following the removal of partial and incomplete surveys, 586 participants, including

licensed practical nurses (30.9%), nurse practitioners (10.6%) and registered nurses (58.5%),
were included in the final analysis. Ninety-five percent of respondents self-identified as
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female. Figure 26 shows the distribution of nurses across the various practice settings
represented, the overall survey results are accurate within a 4% margin of error, 19 times out
of 20.

Figure 26.

For which setting or designation are you

answering this survey?

B Nurse Practitioner (all settings)

B Primary Healthcare
(RN or LPN)

B Emergency Department
(RN or LPN)

m Homecare




Figure 27 shows the percentage of nurse respondents according to the size of community
they work in. Those answering the survey represented communities of varying sizes, from
urban centres like Halifax/HRM (40.4%) and Sydney/CBRM (18.1%) to smaller areas with a
population of 5000 or more (11.1%), to those with a population of less than 5000 (30.4%).

Figure 27.

The community where you work is?

B Halifax/HRM

H Sydney/CBRM

B A population of about 5000
people or more

I A population of less than
5000 people




The mean age of nurses participating in the survey was between 35 and 44 years. Forty-two
percent of nurse respondents had over 20 years of nursing experience. A full breakdown of
respondents’ nursing experience is shown in Figure 28.

Figure 28.

In which decade did you begin nursing?

20M1-Present

2001-2010

1991-2000

1981-1990

1971-1980

1960-1970

Common Questions

The survey was structured such that all respondents were asked a core group of common
questions, with other questions specifically targeted to relevant subgroups. When asked
if they felt optimistic about the future of primary healthcare in Nova Scotia, 62.8% of

respondents disagreed. Figure 29 shows that this question was answered similarly across
all subgroups.
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Figure 29.

In general | feel optimistic about

the future of primary health care

ED 18% 1%

VON

NP &4

PHCN

0% 20% 40% 60% 80% 100%
M Strongly disagree ] Disagree [ Neutral [ Agree [l Strongly agree

On the whole, nurses also did not feel optimistic about the future of emergency care (13.5%
were optimistic versus 69.0% not) or home care (21% were optimistic versus 46.6% not) in
Nova Scotia. This sentiment was shared among the relevant subgroups working in these
areas (Emergency Department nurses and VON nurses).

Respondents were asked if they believed the public was ready for more nurse-led care.
As shown in Figure 29, nurses from all practice settings overwhelming agreed with this
statement. Overall, 87% of nurses agreed that the public is ready for more nurse-led care.




Figure 30.

The public is ready for more nurse-led care

[Spl1% 6% 7%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

M Strongly disagree [l Disagree [ Neutral [ Agree [l Strongly agree

Some questions were designed to gauge how nurses perceived public understanding
of the healthcare system and the role of nurses in it. When asked if they believed Nova
Scotians generally understood where to get care for their medical concerns, 55.5% of
respondents disagreed. Figure 31 shows how responses varied across practice settings.

Figure 31.

Nova Scotians generally understand where to seek out care

ED 13% 17% 19

VON g4

NP

PHCN

0% 20% 40% 60% 80% 100%
M Strongly disagree [l Disagree [ Neutral [ Agree [l Strongly agree




Three questions measured nurses’ perception of public understanding of the role of nurses
in the health care system, with a higher score meaning greater perceived understanding.
Scores could range from 3 (lowest) to 15 (highest). Questions probed if respondents
believed the public understood the range of care nurses can provide, the benefits of having
a nurse practitioner, registered nurse or licensed practical nurse involved in their care,

and nurses’ role in providing that care. As shown in Figure 32, scores on this scale were
compared across practice settings to determine if perceptions varied according to nurses’
place within the healthcare system. There was a significant difference in mean perception
scores across practice settings (F =4.87, p = 0.0024). Post-hoc tests with adjustment for
multiple comparison showed VON nurses rated the public’s understanding of the nurses’
role significantly higher than emergency department nurses rated this understanding.

Figure 32.

Nurses perception of public understanding

of their role (mean score)

10.0

9.5 93

PHCN NP VON ED

A set of four questions measured nurses’ rating of their workload and stress. A higher score
on this scale indicated a higher perceived workload and/or stress level, with scores ranging
from 4 (lowest) to 20 (highest). These questions asked if nurses felt overwhelmed by their
workload, could deliver better care with more time, were able to meet the demands of
their job, and if they were able to cope with the increased demands of documentation. The
mean scores on this scale are shown in Figure 33 as compared across practice settings.

A significant difference in self-reported workload score was found between the practice
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groups (F =785, p < 0.001). Post hoc tests with adjustment for multiple comparison showed
that while nurses in all settings expressed concerns around high workload, nurses in
emergency departments reported a greater perceived workload/stress level than nurse
practitioners and those in the primary healthcare nurse group. VON nurses also reported a
significantly greater workload/stress level than nurse practitioners and primary healthcare
nurses. A full 91% of nurses claimed that at times they are overwhelmed by their workload.

Figure 33.

Workload and stress scale (mean score)

20

18

16 153
14.2

14

12

10

PHCN NP VON ED

Three of the survey questions were designed to measure nurses’ sense of autonomy within
their practice, with scores ranging from 3 (lowest) to 15 (highest). These questions asked
about nurses’ level of frustration when duties are pre-determined, control over scheduling
their time, and autonomy over day-to-day decisions in their work. A higher score on this
scale indicates a greater sense of autonomy. Figure 34 depicts mean scores on this scale
broken down by practice setting. A significant difference in autonomy scores was detected
across practice groups (F =4.84, p <0.0025) such that nurses in the nurse practitioner group
reported a significantly higher sense of practice autonomy than emergency department
nurses, according to post hoc tests with adjustment for multiple comparison. Nurses in

the nurse practitioner group also reported having significantly higher autonomy than VON
nurses.



Figure 34.

Autonomy scale (mean score)

15

13

1

9.0

PHCN NP VON ED

Nurses’ relationship with the organization they work for was also of interest. This was
measured on a scale consisting of three questions, with a higher score indicative of

a better relationship with the organization. Possible scores ranged from 3 (low) to 15
(high). Questions asked covered satisfaction with nursing administration, influence over
organizational policies, and perceived growth opportunities within the organization. The
mean scores (as shown in Figure 35) were significantly different between practice groups
(F=3.52, p=0.0149). Post hoc comparisons adjusted for multiple comparisons showed
primary healthcare nurses rated their relationship to their employer higher than that of
emergency department nurses, as well as VON nurses.
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Figure 35.

Relationship to organization scale (mean score)

PHCN NP VON ED

In addition to questions about their relationship with the organization they work for,
respondents were asked about co-workers and others they interact with at work. They
answered questions about the perceived understanding of their role by physicians they
work closely with (Figure 36), less closely with (Figure 37), other healthcare practitioners
(Figure 38) and their managers (Figure 39). As shown in Figure 40, they were also asked if
they felt valued by their employer, with fewer feeling valued (32%) than not (43%).

Figure 36.

The physicians | work most closely with understand my role
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M Strongly disagree [l Disagree [ Neutral [ Agree [l Strongly agree




Figure 37.

The physicians | work less closely with understand my role
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Figure 38.

Other health care providers | work with understand my role
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Figure 39.

My manager understands my role
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Figure 40.

| feel valued as an employee and RN/LPN/NP by
my employer
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M Strongly disagree [l Disagree [ Neutral [ Agree [l Strongly agree

Nurses were also asked about the care that they provide to patients and clients in their
practice. Most emergency department and VON nurses claimed that they lacked adequate
time to provide patient education. These questions and responses are shown in Figures 41
to 43.




Figure 41.

I have time to provide patients/clients with an
appropriate education on their condition and
what they can best do to help address it
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Figure 42.

In my opinion, patients are satisfied
with the care that | provide
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Figure 43.

The patient care that | provide adheres

to my professional standards
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Respondents were asked about the Nova Scotia Health Authority’s vision for primary
healthcare in the province. This vision involves working towards a system that is more
comprehensive, collaborative, addresses the social determinants of health, and is better at
chronic disease management. Twenty-eight percent of nurses agreed that this vision was
being realized in their area, while 40.1% disagreed. When asked if progress was being made
towards this vision, 31.6% agreed and 37.2% disagreed. When asked if collaborative care
was working well in the healthcare system, 33.3% agreed and 33.5% disagreed. As shown
in Figure 44, a majority (63.8%) of nurses do not believe Nova Scotia is doing a good job at
chronic disease management.




Figure 44.

Nova Scotia is doing a good job
at chronic disease management
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M Strongly disagree [l Disagree [ Neutral [ Agree [l Strongly agree

After the common questions, nurses were streamed into specific groups to answer
questions according to their practice setting. The composition of these groups was based
on that of the focus groups discussed in Part VIII, primary healthcare nurses (LPNs and RNs),
nurse practitioners, home care nurses employed by VON (LPNs and RNs), and emergency
department nurses (LPNs and RNs).

Primary Healthcare Nurses

A total of 42 nurses answered the questions in the primary health care nurse group. The
nurses were asked for their opinions on the composition of and potential for primary
healthcare clinics in Nova Scotia. Eighty-one percent of nurses indicated a willingness
to work in a primary healthcare clinic with a nurse practitioner as the most responsible
provider.

Nurses were split on the concept of nurse-led clinics (clinics without an on-site nurse
practitioner or doctor but the ability to refer to one when needed). Thirty-nine percent
reported that they would be willing to work in such a clinic, while 40% said they would not.
A strong majority (81%) of nurse respondents believed patients should be able to schedule
independent nurse-only visits in all clinics.
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Finally, nurses in this group were asked about how physicians were funded in their clinics
and if this influenced the quality of patient care. Fifty percent reported working with
physicians funded according to fee-for-service, 21% by salary, and 29% reported other

or unknown. Of those nurses working with fee-for-service physicians, 67% indicated that
funding influenced patient care quality, 50% rating the influence as negative and 20%

as positive. Of those working with salary-funded physicians, 55% indicated that funding
influenced patient care quality, 22% rating it positive, and 22% as negative. As these
numbers are based on a small sample of nurses working in the family practice setting, they
should be interpreted with caution.

Nurse Practitioners

The nurse practitioner group (N=62) was asked a variety of questions regarding their
patients’ access to primary health care, and their openness to playing a larger role in the
healthcare system. Forty-five percent of nurse practitioners reported that at least one in five
of their patients lacked regular access to a primary healthcare provider, with 69% indicating
that this adds to their workload and 48% indicating it affects the quality of care they are
able to provide. Of the nurse practitioners working in primary healthcare, all who answered
claimed they would work in a primary healthcare clinic as the most responsible provider.

Nurse practitioners were asked to give their opinions on the provision of emergency care
in Nova Scotia, which 89% of respondents said nurse practitioners should play a larger
role in. Figure 45 shows nurse practitioners’ opinions on their preferred role in emergency
departments, which 58% of nurse practitioner respondents indicated they would personally

consider working in.




Figure 45.
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Nurse practitioners were asked about their role in Collaborative Emergency Centres (CECs).
Ninety-one percent of respondents agreed that employers should hire nurse practitioners
to lead CECs. Seventy-six percent of nurse practitioners agreed that Nova Scotia should
allow Collaborative Care Centres (CEC) to be run with a nurse practitioner as the most
responsible provider, and no physician present. Fifty-six percent said they would personally
agree to work in a CEC as the most responsible provider if given the appropriate training
and support. Further, 84% of nurse practitioners believe that Nova Scotia should extend full
hospital privileges to allow acute care nurse practitioners with the appropriate training and
support to admit and transfer patients.

Homecare Nurses

Homecare nurses employed by the VON (N = 213) answered survey questions pertaining to
their clients’ access to primary healthcare services, their scope of employment and practice,
their relationship with their clients and their relationship with the Continuing Care Branch

of the Nova Scotia Health Authority. The Continuing Care Branch of the Health Authority is
responsible for assessing clients and referring them to VON services.
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A majority (93%) of homecare nurses agreed that when a client lacks access to a regular
primary healthcare provider this adds to their workload, and 83% agreed that the quality of
care they can provide is negatively impacted. A quarter of respondents estimated that 50%
or more of their clients are currently in such a situation. Figure 46 shows overall estimates
that nurses gave when asked about the proportion of their clients who lack access to a
regular provider. Ninety-two percent of homecare nurses believed that employers should
hire nurse practitioners to serve as primary healthcare providers or to lead collaborative
practice teams.

Figure 46.

Proportion of clients without regular access to a primary

healthcare provider, collaborative practice or team
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Homecare nurses were also surveyed on information sharing between the acute care and
homecare sectors of the healthcare system. When asked if their clients received adequate
education upon discharge from the hospital, 70% of nurses disagreed, and only 11%
agreed. Half of the participants (50%) also disagreed when asked if information was shared
efficiently between the acute and homecare sectors. Similar views were shared about
information sharing between primary healthcare and homecare (41% disagreed).

Nurses were asked about typical duties included in the licensed practical nurse scope of
employment, these are shown in Figure 47. Fifty percent of home care nurses agreed that
their employer allowed licensed practical nurses to work to their full scope of practice, while
35% disagreed.



Figure 47.

LPNs in my district typically have within their scope of employment:

Intramuscular medications
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When asked if their employer allows registered nurses to work to their full scope of practice,
78% agreed. Regarding expansion of the registered nurse scope of practice, 69% agreed
that when the registered nurse prescribing course is in place in Nova Scotia, homecare
registered nurses with the required education and certification should be able to prescribe
and adjust certain medications according to a clinical decision guide. Only 10% disagreed,
with 21% offering no opinion. Eighty-four percent of respondents agreed that with the
appropriate supports and training, homecare registered nurses should be able to order
routine tests (e.g. lab work, follow-up x-rays) following a clinical decision guide. Only 7%
disagreed, with 9% offering no opinion.

Homecare nurses were asked about the ambulatory clinic that is available for some VON
clients in the Halifax area. Nearly all (92%) of all respondents agreed that the clinic model
should be expanded across the province, with 40% estimating that half or more of their
clients would benefit from such a model. Further estimates of the proportion of clients who
would benefit from an ambulatory clinic are shown in Figure 48.
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Figure 48.

The proportion of my clients who are ambulatory

and could benefit from care in a clinic setting
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Nurses also estimated the frequency of appointment cancellations and the frequency

of clients not being home when they arrive. These estimates are shown in Figure 49.
Regarding length of client visit, 83% agreed that they are able to add time to a client visit if
they deem it necessary.

Figure 49.

How often do clients cancel their appointments, or are not
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The Continuing Care branch of the Nova Scotia Health Authority coordinates placement of
clients with VON. Nurses responding to the survey were asked about their relationship with
Continuing Care. When asked if VON and Continuing Care communicate effectively with
each other, 59% agreed and 17% disagreed (23% offered no opinion). Homecare nurses
were asked to evaluate the timeliness of client placement by Continuing Care. Fifty-five
nurses agreed that placement is timely, while 16% disagreed and 28% remained neutral.
Most nurses offered no opinion on whether client service improved since Continuing Care
took over initial client assessment (62%), although 17% agreed it had, and 16% disagreed.
Forty-seven percent of nurses agreed that Continuing Care Coordinators understand the
role of nurses within VON, while 21% disagreed. Sixty percent of nurses agreed that VON
does a good job of matching client needs with the appropriate provider (i.e. RN, LPN, CCA).

Nurses in the emergency department group were first asked about the Nova Scotia Health
Authority’s “Treat and Release” policy. Forty-five percent of respondents were aware of the
policy. Of those that were aware of the policy, 84% agreed that it was beneficial to patients,
and 85% agreed it was beneficial to emergency department nurses and other staff.

Emergency department nurses were asked about potential expansion of the registered
nurses scope of practice, including registered nurses prescribing. Once the registered
nurses prescribing course is in place, 60% of nurses agreed that emergency department
nurses with the required education should be able to prescribe and adjust certain
medications following a clinical decision guide. Eighteen percent disagreed with registered
nurses prescribing, while 21% remained neutral. Almost all (95%) emergency department
nurses also agreed that registered nurses with the appropriate training should be able to
order diagnostic tests for their patients.

Emergency department nurses were also very supportive of nurse practitioners having a
role in emergency care, with 91% agreeing that nurse practitioners should assume a larger
role in emergency departments. Figure 50 outlines respondents’ opinions on the potential
role of nurse practitioners in the emergency department.
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Figure 50.

With the appropriate training and support,
Nurse Practitioners should be able to
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in the EDs without a physician present 31.0% 69.0%

Work as the most responsible provider in 60.5% 39.5%
the EDs with a physician present = =0
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Nurses were also asked about the potential for nurse practitioners to work in Collaborative
Emergency Centres with 59% agreeing that Nova Scotia should allow CECs to be run with
an nurse practitioner as the most responsible provider, and no physician present (23%
disagreed). Further, 59% would consider working with a nurse practitioner in such a capacity
(24% would not).

The Emergency Department nurse group was asked about the proportion of their patients
they believed could be more appropriately cared for in a primary healthcare setting such as
a family practice or collaborative clinic. These estimates are shown in Figure 51.




Figure 51.
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As seen in Figure 52, emergency department nurses were also asked to estimate the
proportion of their patients who present in the emergency department because their
condition has worsened due to a lack of access to primary healthcare. Most emergency
department nurses (93%) agreed that lack of access also leads to increased return visits to
the emergency department for conditions that have worsened.
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Figure 52.
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Next, emergency department nurses gave their opinion on their perception of the public’s
expectation of wait times and services in the emergency department, as well as the reasons
for overcrowding in the emergency department if occurring in their department. Eighty-
seven percent of nurses agreed that the public does not have realistic expectations of
wait times in the emergency department, and 74% did not believe the public has realistic
expectations of the services available in the emergency department. Overcrowding in
emergency departments was also reported to be an issue by 82% of respondents. The
top three reasons given for overcrowding were lack of beds for admitted patients, primary
healthcare patients seeking treatment in the emergency department, and in-patient beds
being used by patients who should be discharged. These and other reasons given for
overcrowding are shown in Figure 53. Most nurses also agreed (79%) that wait times were
an issue in their emergency department.



Figure 53.

Which of the following contribute significantly to overcrowding?
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Finally, emergency department nurses were asked if continuity of care upon discharge was
a concern for their emergency department patients, with 78.3% agreeing that it is. Of those
that strongly agreed, or agreed that continuity of care was a concern, the top reason given
was lack of access to a primary healthcare provider or team, followed by a lack of supports
for patients requiring specialized discharge education (e.g. mental health and addictions,
dementia). Figure 54 gives a ranking of the reasons given.

Figure 54.

If you agree or strongly agree that
continuity of care is a problem, why is this?
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healthcare services in the community
Delays in access to homecare

Lack of time for appropriate discharge education

Inability to access required medications 37.6%
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The literature review, key informant interviews, focus groups, public perception survey and
nurse surveys have generated a large amount of data concerning primary healthcare in
Nova Scotia, the role nurses play in it, and potential advancements to this role. These have
also provided useful insights around emergency care and homecare nursing. Several key
themes and lessons emerged.

Wait times and access to care are a problem across Nova Scotia, as is well known. We have
extremely high rates of chronic disease, difficulties providing access in rural locations, and
non physician staff are still providing fewer healthcare interventions when compared to
other jurisdictions. The operative measure is Nova Scotians’ ability to access timely primary
healthcare, and on this indicator we fare poorly. As a province, we must improve our efforts
at retaining and recruiting physicians while also making better use of nurse practitioners,
registered nurses, licensed practical nurses and other providers.




The positive message from the research presented here —a message coming from all
sources — is that the nursing profession is able to help address the challenges facing
primary healthcare in Nova Scotia.

As a province, we must improve our
efforts at retaining and recruiting

physicians while also making better use
of nurse practitioners, registered nurses,
licensed practical nurses and other
providers.

The research team’s analysis led to the separation of key learnings into four broad thematic
categories. Many of the issues identified touch on more than one theme at a time. Nurses
from all sectors spoke about dysfunctions within the system that decrease efficiency,
disrupt care and continuity of care, and create roadblocks to the provision of quality patient
care. They spoke of the need to transition towards a truly collaborative care model that
appreciates the scope of each provider and recognizes and values the whole, socially-
situated patient. they spoke of the need to educate the public, both on how the health
system should work, and how they can better care for themselves. And they spoke of

the many pressures of their work-life that impede effective, high-quality care. Addressing
nurses’ concerns and realizing the vision they present will require a concerted effort to
retain and recruit nurses in the province.

99



Figure 55.
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System Dysfunction

We have surveyed literature on the importance of an integrated health system, and we have
heard from nurses concerning the ways we do not live up to this standard. It is central to
efforts to improve health, improve patient experiences, reduce costs, and improve provider
experiences, that we achieve a truly integrated system where transitions between care in
primary healthcare, homecare and hospital care are seamless, and where the goals of care-
continuity and comprehensiveness are promoted.

As we have seen, there are many points of communication breakdown between the various
sectors in our healthcare system, and this does not serve the needs of patients. In particular,
it presents a significant challenge to continuity of care. VON nurses are often unaware of
the interventions their clients receive in primary healthcare and acute care settings. They
require clear lines of communication with other sectors such that they have full access to a

patient’s chart and are easily able to coordinate care.



Recommendation 1

As government moves towards its unified ‘one patient one record’ system, it should take
measures to ensure it functions across sectors, allowing homecare, primary healthcare and
hospital care nurses and other providers to seamlessly share crucial patient information.

Recommendation 2

In the interim, the Victorian Order of Nurses, the Department of Health and Wellness and the
Nova Scotia Health Authority should review communications processes to ensure that VON
nurses, hospitals and collaborative practices are empowered to seamlessly share information
and are equally aware of changes and developments to the health status of their patients.

Other dysfunctions within our system involve the arbitrary and unnecessary limits we
sometimes place on health providers, including insufficient visit time, and as we have seen,
there is a disparity in the scope of practice of our licensed practical nurses in the VON.
Further, some VON registered nurses and licensed practical nurses do not feel that their
professional judgment is heard and valued when it comes to addressing the evolving needs
of their clients.

Recommendation 3

The Victorian Order of Nurses should review the scope of practice of its licensed practical
nurses in each region and ensure that all are able to practice to full scope, partaking in client
care to the full extent of their capabilities.

Recommendation 4
Continuing Care and the VON should work together to ensure that clients receive adequate

time for visits and frontline nurses’ professional autonomy and judgment is valued with respect

to the care needs of clients, particularly as conditions change and needs evolve.

Nurses working in collaborative practices often feel that funding mechanisms that require
that a doctor see every patient in order for the practice to be remunerated lead to a poor
use of resources and show a lack of respect for nurses’ abilities. Nurse practitioners, for

their part, sometimes feel constrained by their working conditions such that there is conflict
between what management requires of them, and what their professional standards demand.
Removing these barriers and allowing nurses to practice to the full extent of their abilities will
lead to improved access and improved patient care.
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Recommendation 5

The Nova Scotia government should ensure that team members in all settings are able to
practice autonomously according to their scope of practice, and do not face arbitrary barriers
to providing effective, quality care.

Recommendation 6

In concert with the above recommendation, the Nova Scotia Health Authority should ensure
that the employment conditions of nurse practitioners take into account their standards of
practice and their requirement to provide comprehensive care to patients, including outside of
regular work hours.

System Design: Collaborative, Scope Optimized, Holistic

All sources of data point to the ongoing need for a culture shift towards a more holistic
model of primary healthcare. Nurses and other health experts agree that what is needed is
not simply access to care, but access to a system of care that is comprehensive and offers
continuity. This means that care is not episodic but rather geared towards addressing the
full social determinants of health. It is only by means of a robust primary healthcare system
that we can achieve this transformation. Furthermore, quality primary healthcare must be
available when Nova Scotians need it, and this means increasing access to after hours care.
This will require investment, and new providers, given that current providers report high
levels of workload and burnout.

Recommendation 7
Government should continue to increase investment in primary healthcare as the foundation
of a high-functioning healthcare system.

Recommendation 8
Government, employees and provider representative should work together to grow
collaborative teams and increase access to primary care services outside of regular hours.

Another major plank in this transformation involves optimizing the use of our nurses in the
province so that they can contribute to the extent allowed by their scope of practice. The
introduction of registered nurse prescribing, limited to nurses who take the necessary training,
will help more Nova Scotians access the medications they need. This could be of immense
benefit to VON clients, emergency department patients and primary healthcare patients.




Recommendation 9

As envisioned, registered nurse prescribing, with the appropriate training and protocols,
should be introduced in Nova Scotia, along with the ability to order diagnostic tests related to
this function. Special attention should be given to its possible benefit in homecare, emergency
care and primary healthcare settings. At the same time, care should be taken to ensure that
new prescribing authorities do not adversely affect nursing workloads.

Employing nurse practitioners in more settings will also improve access and the health

of Nova Scotians. We have seen that VON nurses are often in the difficult situation of
recognizing the need to change the care provided to a client without access to a doctor

or nurse practitioner who can order that change. If the VON was funded to employ nurse
practitioners to help with clients who have no regular primary healthcare provider, this could
be rectified.

Recommendation 10

Given the number of unattached VON clients, and the challenge this creates for appropriate
care, the Victorian Order of Nurses should be funded to hire nurse practitioners to provide
orders for dressing changes, medication changes and other interventions when required.

Emergency departments across the province are dealing with a large number of patients
requiring primary care, and this puts stress on the department. With more fast-track areas to
treat non-urgent cases and nurse practitioners to provide care when a doctor is not required,
we could reduce this stress and increase access to after-hours care. As it stands, these
settings are not designed to focus on primary care, and yet many Nova Scotians present at
emergency departments for this very reason. While we should not lose sight of the goal to
provide a collaborative practice home for every Nova Scotian, we must also ensure that our
citizens have access to timely care when they need it. Allowing nurse practitioners to admit
and transfer patients within the hospital will further improve efficiency.

Recommendation 11

In order to effectively deal with non-urgent patients presenting at emergency departments,
and to increase access to after-hours care, regional emergency departments should have
adjacent ‘fast-track’ areas to treat non-urgent patients.
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Recommendation 12

The Nova Scotia Health Authority should employ nurse practitioners in emergency
departments and collaborative emergency centres to care for patients who do not require
intervention from an emergency physician.

Recommendation 13

To ensure we make optimal use of their abilities, employers and the nursing regulator should
give nurse practitioners working in emergency departments the authority to admit and transfer
patients, as per their professional judgment and scope of practice.

And lastly, we have the opportunity to make improved use of nurse practitioners in

primary healthcare itself. They have an independent scope of practice, and like general
practitioners, they collaborate with many other providers and refer cases when appropriate.
Nurse practitioners could run collaborative practices in areas without doctors providing

this service. The goal here is not to limit access to a doctor, but to allow access to other
professionals when a doctor is not available or not required. Providers would be able to
refer to a doctor when appropriate.

Recommendation 14

Given that nurse practitioners have an autonomous scope of practice, when population
metrics or recruitment challenges warrant it, the Nova Scotia Health Authority should allow
clinics to operate with a nurse practitioner as the highest level of provider.

The health of Nova Scotians would also benefit from improved access to registered

nurses and licensed practical nurses. Nurses are able to help practices effectively care for
patients with chronic diseases by serving as case managers, and this is a role that could be
promoted further in the province. Further, in many collaborative practice settings, it is still not
possible to have ‘nurse-only’ visits, even when this is what a patient requires. This can lead
to unnecessary waits according to the doctor’s or nurse practitioner’s availability. All nurses
are required by their professional standards to practice effective collaboration, and to refer
patients when necessary. This helps ensure that patients always receive the care they need.

Recommendation 15
Government and the Health Authority should ensure primary healthcare practices receive
funding so that nurses can provide effective case management for chronic disease patients.




Recommendation 16

To improve access, efficiency, and patient outcomes, the Health Authority should empower
collaborative practices to book nurse-only visits, and visits with other professionals, based
upon patients’ individual needs. Government should ensure funding models support this.

As mentioned, there are many homecare clients who could benefit from care in ambulatory
settings like the clinic that is available in Halifax. Increasing access to such clinics could
increase efficiency with less time wasted travelling to clients’ homes only to find out they

are not there. Clients who are safe to be mobile would be encouraged to maintain their
independence. The scope of VON-run clinics could easily be expanded to allow other seniors
in the community the opportunity to see nurses and receive preventative care, education, and
help with chronic disease management, improving overall access to care. In order to promote
wellness and preventative care, our homecare nursing services could also be made available
to seniors of a certain age who cannot easily leave the home, and who would benefit from an
in-home consultation from a registered or licensed practical nurse.

Recommendation 17
The Victorian Order of Nurses, with support from the Department of Health and Wellness and
the Nova Scotia Health Authority, should open more ambulatory clinics across the province for

patients who are mobile and can receive their interventions on an appointment-basis.

Recommendation 18
The scope of future VON clinics should eventually be expanded to provide preventative care
and wellness checkups for seniors in the community.

Recommendation 19

The VON, with funding and support from the Department of Health and Wellness and the
Nova Scotia Health Authority, should offer, on request, in-home checkups to seniors 75 and
older.

Technology is poised to play a lead role in increasing access to primary healthcare, and
this must be central to any effort to redesign our system. While some progress is being
made, funding and management structures are not yet fully supportive. Nurses and doctors
could reach many more people by means of technology, and this could be particularly
beneficial when practitioners are available to provide care, but unable to relocate to an

105



underserviced community. Care must be taken to ensure that we continue efforts to recruit
providers to establish traditional practices in these communities as well. Technology could
also benefit homecare clients, particularly those who are unable to easily leave the home
for appointments.

Recommendation 20

The Nova Scotia Health Authority, working with regulators, unions, and educators, should
develop a strategy for Nova Scotia to provide telemedicine (phone, web-based etc) access for
rural and underserved areas of the province.

Recommendation 21
The Department of Health and Wellness should work with provider representatives to remove
funding and policy barriers to the effective use of telemedicine in the province.

Recommendation 22

In order to increase clients’ access to primary healthcare and specialists, the government
should fund the VON to provide home-bound clients with the opportunity to have virtual
appointments (e.g. via Skype) with primary healthcare providers and specialists, with a VON
nurse present in the home.

Education

As we have seen, there is a need for the public to acquire a better understanding of the role
of primary healthcare within the context of the broader health system. In a high-performing
healthcare system, patients know and are able to access care from the right provider in

the right setting at the right time. There is also a public knowledge gap when it comes to
the role of nurses within the primary and overall healthcare systems. While recipients of
nursing care report very high satisfaction levels, many other patients are unaware of nurse
practitioners’ and other nurses’ capabilities.

Recommendation 23

The Nova Scotia Health Authority should redouble its efforts to educate the public on when
to use the emergency health system, what level of services are available at different levels of
emergency departments, and when to use the primary healthcare system, including walk-in
clinics.




Recommendation 24

Government, employees, regulators and unions should collaborate on initiatives to help the
public acquire a better understanding of the role and abilities of nurses, particularly within the
primary healthcare system, such that they are apt to seek and welcome care from the most
appropriate provider for their circumstances.

We have seen that many nurses believe that their own colleagues and managers do not
always understand their scope of practice and role within collaborative practices and

the larger healthcare system. Effective team-based care is not possible without a clear
understanding of the role of various providers including nurse practitioners, family practice
nurses and licensed practical nurses working in collaborative care settings.

Recommendation 25

The Nova Scotia Health Authority should be funded to create an educational module for
members of collaborative practices that facilitates an improved mutual understanding of
the role and ability of each provider, with the aim of crafting effective, high-functioning
collaborative teams.

Education at the nurse-to-patient level is also incredibly important. Given the many challenges,
nurses often experience conflict between their values and the reality of their work-life. This
includes rationing resources for patient care or reducing patient autonomy by providing care
the patient could provide for themselves. Nurses in homecare, emergency care and primary
healthcare require time to educate their clients on self-care and management of their chronic
conditions, bringing patients more fully into the collaborative care circle.

Recommendation 26

Funding and workplace organization should be structured to allow homecare, primary
healthcare and emergency nurses the opportunity to teach clients and patients how to
better self~-manage chronic conditions, to the degree they are capable, helping preserve and
promote patient autonomy.

Nurses also emphasized the importance of their own education when it comes to providing

optimal patient care. And as we have seen, high-functioning health systems are known to
invest in their workers to this end. Nurses want to contribute fully to our health system, and
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this requires training and skill development. Registered nurses are able to take specialized
training to work in collaborative practice settings, but there is no similar course for licensed
practical nurses. Nurse practitioners, for their part, have reported that they would benefit from
a residency program between the first and second year of their studies.

Recommendation 27

Given the continuous advancements and developments in healthcare, the Nova Scotia Health
Authority should ensure that nurses in primary healthcare, emergency care and homecare
have access to professional practice support and are provided with continuing education
opportunities each year.

Recommendation 28

The Nova Scotia Health Authority, working with its Registered Nurse Professional
Development Centre, should develop specific training for licensed practical nurses working in
the primary healthcare sector.

Recommendation 29
Nurse practitioners should have the opportunity to complete a residency program in their
designated field of practice between their first and second year of education.

Worklife and Workforce

The recommendations previously outlined depend upon a robust and dedicated workforce.
Many of the recommendations articulated will go a long way towards improving nurses’
working conditions, from increased respect for their autonomy and scope of practice, to
investing in their continuing education. One common challenge that increases stress on
the nursing workforce is the tendency to offload non-nursing duties onto nurses, such as
laboratory and blood work. Management practices that do not allow for replacements to
cover vacations and sick calls are another ongoing problem. Working with reduced staffing
levels jeopardizes the quality of patient care while overburdening the nursing workforce.

Recommendation 30

In order to ensure that care is always provided by the most appropriate provider in
emergency department settings, the Nova Scotia Health Authority must ensure that nurses
are not required to complete non-nursing duties such as point of care testing (blood and
laboratory work).




Recommendation 31

Since nurse practitioners are responsible for the care of their patients, the Nova Scotia Health
Authority, with funding from government, should develop mechanisms such as a locum
program to ensure care coverage when they are unavailable (e.g. on vacation or a leave of
absence).

Recommendation 32
Employers in all settings should ensure that policies and practices support the replacement of
nurses off sick or on vacation, beginning with the first absence.

Many of the recommendations outlined in this report require maintaining an adequate
workforce. Increasing the number of nurse practitioners will require investments in order

to expand the program seats at Dalhousie University and offer more opportunities for
registered nurses to enter into return-of-service agreements to become nurse practitioners.
Twenty-five seats were added over the course of 2018 and 2019, a step in the right
direction. Funding for the family practice nurse program should continue and potentially be
enhanced to ensure our supply of registered nurses suitable for collaborative practice work.

Recommendation 33

Government and the Nova Scotia Health Authority should take measures to increase our
nurse practitioner workforce based on projected needs in all sectors, with an initial goal to
bring our numbers from the current 200, to 500 by 2028.

Recommendation 34

Similarly, in order to provide the primary healthcare system Nova Scotia needs, government
and the Nova Scotia Health Authority should develop a strategy to increase the supply of
family practice nurses and licensed practical nurses in collaborative practices.

Recommendation 35

Given the intense recruitment and retention challenges across the healthcare system, the
recommendations around recruitment should take place as part of a larger, government
nurse retention and recruitment strategy, complementing strategies for physicians and other
providers. family practice nurses and licensed practical nurses in collaborative practices.
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Government, employers, unions, patient groups, regulators, academics and other
stakeholders all recognize the need to restructure the healthcare system to provide

better health, reduce costs, improve the patient experience and improve the provider
experience. It remains an incredibly difficult challenge as we deal with overcrowded
emergency departments, care access challenges, nursing shortages, long-term care wait
lists, a high proportion of alternative level of care patients in hospitals, and other patient flow
challenges.

All major stakeholders, agree on the guiding principles of this book — the need to increase
access, optimize scopes, and provide holistic, collaborative care. In this report, we have set
forth a vision to help realize these goals.

Realizing this vision requires changes on several fronts. We must address dysfunctions
within our healthcare system that impede communication, care coordination, care access



and patient flow. All stakeholders in the health system must work towards the transformation
to a holistic model of care, based on meaningful collaboration and optimized scopes of
practice for our various professionals, and taking advantage of the opportunities provided
by technology. We must educate the public on how to make proper use of our healthcare
system, and to understand the role of nurses in it, and give nurses the opportunity to
educate patients and receive education for themselves. To achieve all of this, we must
create collaborative and supportive working conditions that are conducive to high-quality
patient care, and develop strategies to retain and recruit nurses as we build the health
system of tomorrow.

Improving primary healthcare will not be easy, but it is the surest means to address many of

these challenges over the long term. The nursing profession offers immense potential to our
primary healthcare system and our system leaders must put policies and structures in place

in order to capitalize on this potential. Nurses are ready to be part of the solution.
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Appendix A - Emergency Department CTAS Levels 2018-2019

Total Visits

QEIl - Halifax Infirmary Site 75039

Aberdeen Hospital 29431

Cape Breton Regional Hospital 46612

Cobequid Community Health Centre 46771

Colchester East Hants Health Centre 36107

Cumberland Regional Health Care Centre 20076

Dartmouth General Hospital 44526

South Shore Regional Hospital 18624

St. Martha's Regional Hospital 19776

Valley Regional Hospital 40495

Yarmouth Regional Hospital 28908
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Key Informant Questions

Where possible we would ask for clarification between different nursing groups
when giving specific examples (NP, RN, LPN, others).

1. How do you view primary healthcare in our province right now? Probe: concerning the
role nurses are playing.

2. What is your vision for the future of primary healthcare in Nova Scotia and what role do
you see for the nursing profession?

3. Are there primary healthcare initiatives that other jurisdictions have implemented that you
think would work well in Nova Scotia?

4. Can you offer your opinion on the following:
i. RN prescribing (independent and as a delegated medical function)
ii. RNs renewing prescriptions
iii. NPs / RNs being able to admit, transfer, and discharge from hospitals
iv. NPs and RNs ordering diagnostic tests and making referrals
v. NPs as independent practitioners from physicians

5. Do you think any barriers prevent greater nursing involvement in primary healthcare (e.g.
policy, administration, regulatory, education, interprofessional collaboration)?

6. Do you think patients are/ would be receptive towards a greater nursing involvement in

their primary care? Probe: Do you think the public has a good understanding of what nurses’

can do?

7. What do you see as the potential outcome of greater utilization of nurses? Probe: Wait
times/ accessibility to care?

8. Do you know of any data, policies, or programs that you think would be of interest to us
for this project?

9. Do you have any final questions or comments?
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Nurse Focus Group Questions
NSNU Online VON Focus Group Questions

1. Why did you decide to work as a homecare nurse? What makes it attractive for you?

2. Are there any barriers, or supports that are required, to optimize your role? Please note if
there is anything you wish you could provide in your practice but cannot at this time.

3. How do you see the role of preventative healthcare in what you do as a homecare nurse?
4. What role do you think community care nurses play in primary health?

5. Do you notice any differences in the expectations of your regulatory body, your employer,
your colleagues, your patients and yourself?

6. Are there ways that the VON could improve access to primary healthcare?
7. What is your vision for the future of primary healthcare in Nova Scotia?

8. Is there anything else you would like to say about primary healthcare in Nova Scotia?



Focus Group Methodology and Description

Purpose

The research team conducted focus groups to gain a better understanding of nurses’
involvement in primary healthcare, to explore what nurses want to do for patients and what
obstacles they face, and to develop hypotheses for testing in future survey work. Focus
groups were held in July 2018, for the identified groups of nurses: Family Practice Nurses
(FPN), nurse practitioners (NP), Emergency Nurses (ED), or those working with VON home
care. Focus groups were 1.5-hours in duration and conducted online. Potential participants
were recruited by email using the NSNU’s membership database. Invitations were sent to
all eligible NSNU members. Inclusion criteria included those agreeing to participate that met
one of the four group categories, were available at the date of the focus group and signed a
consent form. Participants received a $25 grocery card thanking them for their participation.

Participant Characteristics

A total of 25 nurses participated in the focus groups: 9 nurse practitioners, 3 Family Practice
Nurses, 6 Emergency Department Nurses, and 7 VON Nurses. The majority of participants
had between 11-20 years of experience as a nurse. All participants identified as female, and
ranged in age from 21— 65 years.

Twenty-three percent of participants were from large urban areas such as Halifax Regional
Municipality or Sydney, 27% were from large towns (population 10,000 — 30,000), 23% were
from small towns (population 5,000 — 10,000) and 26% were from rural areas (population
less than 5,000). Thirty-eight percent (38%) of participants were from eastern Nova Scotia,
23% were from northern Nova Scotia, and 19% from each of western and central Nova
Scotia.

Group Process

Information obtained from key informant interviews, the researchers’ literature review, and
NSNU opinion leaders were used to create a structured list of interview questions for each
group. Interview questions were open-ended with every attempt made not to preface or ask
in a leading way during the focus group. Most of the questions asked in each group were
the same with only 1 or 2 questions varying to capture work-specific variations. Questions
were read to participants and not sent in advance.
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Online Environment

Focus groups were conducted online using the GoToMeeting platform. Participants were
encouraged to use their web cameras during the focus group but were not required. The
majority of participants contributed to the focus group using their microphones or by using
the phone-in participation option. A small minority elected to participate using the chat text
function primarily due to technological difficulties. One participant had technical challenges
and could only hear the focus group and was not able to contribute during the session. This
participant wrote up a list of responses to the questions and reactions to peer comments
and sent this to NSNU by email following the focus group. These responses were included
in the focus group analysis.

Confidentiality and Consent

Group norms and expectations related to confidentiality were reviewed at the beginning of
each focus group. Participants were reminded that sessions were being recorded and that
they were free to exit the focus group at any time. Participants were also told they did not
need to answer questions they did not feel comfortable with and that their names would not
be used in any publications. Signed consent forms were emailed or faxed to NSNU by each
participant.

Method and Analysis

Focus group transcripts were prepared for analysis by verbatim transcription using
MAXQDA software. The epistemological orientation of the focus group coding and analysis
followed a social constructivist approach emphasizing shared meaning, group consensus,
divergent views, and the social concerns of participants. Statements of consensus and
agreement were captured by noting visual signs of agreement such as head nods or by
further probing statements “Is anyone else seeing this?” No theory was pre-selected to
guide the coding and analysis process. Using an iterative process, transcripts were open-
coded by three researchers reviewing each transcript as a group and agreeing to the codes
by discussion and consensus. Definitions codes that were not explicit were developed by
the researchers to ensure clarity and consistency in their application. Sentences or entire
paragraphs of the transcripts were coded in this manner. A total of 26 codes and sub-codes
were developed. The largest coded category was “System Dysfunction.” Codes were then
grouped into themes by one researcher and presented to the research team for a final
agreement on the emerging themes.
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“The nursing profession is an immense resource for our primary healthcare system
and our leaders must put policies and structures in place to capitalize on thi
potential. Nurses are ready to be part of the solution.” '

Janet Hazelton, President, Nova Scotia Nurses’ Union
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