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Editor’s key points
} Much has been written about the 
development and implementation 
of the primary health care nurse 
practitioner (PHCNP) role. However, 
limited information exists about 
how family physicians view their 
own role relative to that of these 
professionals. Family physicians in 
this study identified the following 
main themes that influenced their 
views: the nature of follow-up 
possible with patients, sharing the 
scope of practice for which they are 
accountable, the patient profile, and 
new positive work experiences.

} Several physicians reported that 
their specific role tended to be 
squeezed between the respective 
roles of PHCNPs and other specialist 
physicians. Physicians also 
questioned their accountability for 
the care provided to patients by 
other professionals.

} For many physicians, collaboration 
with PHCNPs has meant that their 
own case loads have included more 
medically complex patients, while 
less medically vulnerable patients 
are being directed toward the 
PHCNPs. Some participants were 
comfortable with this evolution, 
while others had reservations.

} The challenges associated 
with effective collaboration with 
PHCNPs highlight the importance 
of the collaborator and leader 
competencies for family physicians.
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Abstract
Objective To explore family physicians’ perspectives on how best to exercise 
their role relative to that of primary health care nurse practitioners (PHCNPs). 

Design Qualitative case study. 

Setting Three Quebec health care regions. 

Participants Sixteen physicians participated. To be eligible, family physicians 
were required to have worked with at least 1 PHCNP for a minimum of 6 months.

Methods Semistructured individual and focus group interviews. 

Main findings The implementation of the PHCNP role can be associated with 
considerable redesign of family physicians’ habitual ways of functioning and 
with important transformations in their role within primary care teams, which 
can lead these professionals to reflect upon the meaning of their work. The 
physicians identified the following 4 elements that influenced their views: the 
nature of follow-up possible with patients, sharing the scope of practice, the 
patient profile, and new positive work experiences. 

Conclusion The evolution of family physicians’ role in the face of the PHCNP 
role must be situated within a discussion about the overall organization of 
care provision to patients and is not as straightforward as simply defining task 
division. This implementation also must take into account the frequently highly 
demanding context in which family physicians practise. Greater understanding 
is needed about contextual conditions that will facilitate physicians’ practice 
within multidisciplinary teams, including the nature of, and interaction among, 
micro-, meso- and macro-level elements.
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Résumé
Objectif Explorer les points de vue de médecins de famille sur les meilleures 
façons d’exercer leur rôle par rapport à celui des infirmières praticiennes en 
soins primaires (IPSP).

Type d’étude Étude qualitative de cas.   

Contexte Trois centres régionaux de santé au Québec. 

Participants Seize médecins ont participé. Pour être admissibles, les médecins 
de famille devaient avoir travaillé avec au moins 1 IPSP pendant au moins 6 mois.  

Méthodes Entrevues structurées individuelles et en groupes témoins. 

Principales constatations La mise en œuvre du rôle des IPSP peut être 
associée à une restructuration considérable des façons habituelles de 
fonctionner des médecins de famille et à une transformation importante 
de leur rôle au sein des équipes de soins primaires, ce qui peut inciter ces 
professionnels à réfléchir à la signification de leur travail. Les médecins ont 
cerné les 4 principaux éléments suivants qui ont influencé leurs points de 
vue : la nature du suivi possible auprès des patients, le partage du champ de 
pratique, le profil du patient et de nouvelles expériences de travail positives.   

Conclusion L’évolution du rôle des médecins de famille par rapport au 
rôle des IPSP doit être située dans le contexte d’une discussion au sujet de 
l’organisation globale de la prestation des soins aux patients, et il ne s’agit 
pas seulement d’une simple division des tâches. Cette mise en œuvre doit 
aussi tenir compte du contexte souvent très exigeant dans lequel exercent les 
médecins de famille. Il faudrait mieux comprendre les conditions contextuelles 
qui faciliteront la pratique des médecins au sein d’équipes multidisciplinaires, 
y compris la nature de ces éléments et les interactions entre eux aux niveaux 
micro, méso et macro.  

Points de repère  
du rédacteur
} Beaucoup d’encre a coulé à 
propos de l’élaboration et de 
la mise en œuvre du rôle des 
infirmières praticiennes en soins 
primaires (IPSP). Par ailleurs, il 
n’existe pas beaucoup d’information 
sur la façon dont les médecins 
de famille envisagent leur propre 
rôle par rapport à celui de ces 
professionnelles. Dans cette étude, 
les médecins de famille ont cerné 
les principaux thèmes suivants 
qui ont influencé leurs opinions : la 
nature du suivi possible auprès 
des patients, le partage du champ 
de pratique pour lequel ils sont 
responsables et de nouvelles 
expériences de travail positives. 

} Plusieurs médecins ont signalé 
que leur propre rôle avait tendance 
à être coincé entre les rôles 
respectifs des IPSP et ceux des 
autres médecins spécialistes. Les 
médecins remettaient aussi en 
question leur imputabilité pour des 
soins prodigués aux patients par 
d’autres professionnels. 

} Pour de nombreux médecins, la 
collaboration avec des IPSP s’est 
traduite par une augmentation 
des patients plus complexes sur 
le plan médical dans leur charge 
de travail, tandis que les patients 
moins vulnérables sur ce plan sont 
davantage dirigés vers les IPSP. 
Certains participants étaient à l’aise 
avec cette évolution, alors que 
d’autres avaient des réserves.  

} Les défis associés à une 
collaboration efficace avec les IPSP 
mettent en évidence l’importance 
pour les médecins de famille de 
posséder des compétences en 
collaboration et en leadership.

Pratique avancée  
en soins infirmiers
Étude qualitative de ses répercussions  
sur la façon dont les médecins de famille 
perçoivent leur propre travail  
Nancy Côté PhD Andrew Freeman PhD  
Emmanuelle Jean RN PhD Jean-Louis Denis PhD
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Family physicians practise within a complex health 
care environment in which governments are 
endeavouring to ensure citizens have access to 

high-quality primary care services while simultane-
ously controlling costs.1 Contemporary health services 
increasingly rely on interdisciplinary teams2; in recent 
decades, the inclusion of advanced practice nursing 
roles—for example, primary health care nurse practitioners 
(PHCNPs)—is one of the important initiatives that has 
been explored in several jurisdictions.3,4 A growing num-
ber of family physicians have, therefore, had to deter-
mine how best to exercise their role relative to that of 
these health professionals. 

Much has been written about the development and 
implementation of the PHCNP role,5-9 including some 
discussion within medicine.10-15 However, limited infor-
mation exists about how physicians view their role rela-
tive to that of PHCNPs. Family physicians experience a 
number of well documented pressures (eg, large case 
loads, increasingly complex cases)16,17 as they endeavour 
to provide high-quality services while also maintaining a 
satisfying professional life. In this context, it is important 
to understand their perspectives regarding the increased 
presence of PHCNPs with respect to their overall rep-
resentations of, and the meaning attributed to, their 
work. The purpose of this article is to present the find-
ings from an investigation conducted in the province 
of Quebec regarding family physicians’ perspectives in 
particular about their role relative to that of PHCNPs (in 
Quebec, infirmière praticienne specialisée en soins de pre-
mière ligne). The research question being addressed was 
the following: How do family physicians perceive their 
role relative to that of PHCNPs? 

—— Methods ——
The theoretical framework underlying our investigation 
was Giddens’ structuration theory,18 which facilitates 
understanding of the dynamic between structural con-
straints and actors’ actions. We worked in close collabora-
tion in the collection (interviews) and analysis of the data. 

Study design
We used a qualitative research case study design,19 
which is appropriate for the exploration of a phe-
nomenon within its context. In our investigation, the 
cases were 3 health care regions (Capitale-Nationale, 
Bas-Saint-Laurent, Laurentides) owing to their distin-
guishing characteristics (eg, population, services, admin-
istrative structures) and diverse conditions in which the 
PHCNP role was being implemented.

Study setting, sample, and recruitment
Our investigation was carried out during 2016 and 2017 
across a range of demographic (eg, urban, semiur-
ban, rural) and administrative (centre local de services  

communautaires, groupes de médecine de famille, 
groupes de médecine de famille universitaires, groupes de 
médecine de famille–clinique réseau Québec) structures.  

To participate in the study, the family physicians were 
required to have worked in collaboration with at least 
1 PHCNP for a minimum of 6 months. To recruit physi-
cians, we were assisted by regional directors of general 
medicine, who agreed to forward information about the 
project by e-mail to the family physicians. We also used 
the snowball20 approach, whereby physicians encour-
aged other physicians to participate in the study. 

In total, 16 physicians participated in individual or 
focus group interviews; 2 physicians participated in both 
formats. Physicians from all 4 administrative structures 
participated. Several physicians had collaborated with 
more than 1 PHCNP, up to a maximum of 6 PHCNPs. 

We created 2 advisory committees to support the 
rigour of our study by providing advice regarding recruit-
ment, data collection, and analysis (Table 1). 

This research project received ethics approval from 
the Research Ethics Committee of the Centre inté-
gré universitaire de santé et de services sociaux de la 
Capitale-Nationale.

Data collection
The individual interviews (average 1.25 hours’ dura-
tion) were conducted either face-to-face or by Skype, 
as requested by the participants. The semistructured 
interview guide comprised open-ended questions that 
elicited a description of the work milieu and the charac-
teristics of the catchment area in which the services were 
being provided; the evolution of physicians’ role and their 
overall professional practice; the effects on professional 
autonomy; and previous experiences of interprofes-
sional collaboration and the supports necessary for opti-
mal collaboration. The focus group interviews (average 
1.5 hours’ duration) were carried out following the initial 
analysis of the individual interview data, with the objec-
tive of validating these initial findings but also of pursuing 
some of these findings in greater depth. For example, we 
sought to better understand how the collaboration with 
the PHCNPs affected physicians’ perspectives regarding 
their own role and the meaning of their work. With the 
participants’ consent, both the individual and focus group 
interviews were audiorecorded. 

Data analysis
The audiorecorded interviews were transcribed and ano-
nymized. A comprehensive summary of each individual 
interview was prepared; these summaries were struc-
tured according to the interview guide elements and the 
themes that emerged. Subsequently, a matrix was con-
structed to organize the global themes as they emerged; 
this information constituted the first level of analysis.21 
We used this information to develop the interview guide 
for the focus groups. The focus group interview data were 
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coded using NVivo software and organized in a matrix to 
reveal the subjective experience of the participants and 
the actions that they recommended. Over the course of 
the investigation, the emerging findings were presented 
to the members of the Strategic Committee and the Work 
Committee. These members’ questions and reflections 
were used to clarify the analysis of the data. 

—— Findings ——
The implementation of the PHCNP role can be associ-
ated with considerable shifts in family physicians’ habit-
ual ways of functioning. This altered work dynamic can 
lead to important transformations in physicians’ roles 
within their teams and can lead these professionals to 
reflect upon the meaning of their work. By work mean-
ing, we are referring to the overall sense of congruence 
experienced by individuals with the various elements 
that constitute their work. Work is considered mean-
ingful by individuals when the tasks and the context 
in which they are carried out are consistent with their 
identity.22 The physicians identified 4 main elements that 
influenced their perceptions of the effects of their prac-
tice reorganization on their sense of meaning in their 
work: the nature of follow-up possible with patients, 
sharing the scope of practice, the patient profile, and 
new positive work experiences. Table 2 provides exam-
ples of direct quotations (translated from French) from 
participants that capture the perspectives expressed.

Nature of follow-up possible with patients
Collaborating with PHCNPs has an important influence 
upon the nature of physicians’ follow-up with some 
patients. The traditional model, in which family physi-
cians were often the sole or primary providers of care 
over the patient’s lifetime, appears to be evolving. Several 
physicians reported that their specific role is tending to 
be squeezed between the respective roles of PHCNPs 
and other specialist physicians. These changes not only 
influence the specific tasks performed by family physi-
cians but also these professionals’ overall way of thinking 
about their practice in family medicine. Health promo-
tion, a holistic long-term perspective of patients, continu-
ity of care through a single provider of services, and the 
possibility of establishing a long-term relationship with 
patients are important elements of family physicians’ pro-
fessional identity that play an important role in the mean-
ing that they attribute to their work. Some physicians 
expressed strong misgivings about the dilution of these 
dimensions of their practice in the face of the redefinition 
of their role within the collaboration with PHCNPs. They 
sometimes wondered about the evolution of their profes-
sion and what would become of family medicine. 

Sharing the scope of practice
Collaborating with PHCNPs raises questions for fam-
ily physicians specifically where there is some potential 
role overlap. Physicians question their accountability 
for the care provided to patients by other professionals. 
In part because in Quebec patients are only registered 
in the physician’s name, several physicians expressed 
unease, believing that they were accountable for all 
care provided. Even if this interpretation of their legal 
accountability is not necessarily accurate given PHCNPs’ 
own clearly defined accountability obligations for the 
services they provide, the physicians’ misgivings were 
not only linked with their legislative understanding but 
also with an overall sense of ethical accountability; in 
essence, they feel a strong sense of responsibility for 
the overall quality of the care provided to the patients 
on their list. Collaboration with PHCNPs similarly raised 
concerns about physicians’ definition of their profes-
sional autonomy, in that the joint management of the 
same patients might imply a certain loss of overall con-
trol regarding the services provided. 

Patient profile
For many physicians, collaboration with PHCNPs has 
meant that their own case load has included more medi-
cally complex patients (eg, individuals with comorbidi-
ties or undiagnosed conditions), with the less medically 
vulnerable patients being directed toward the PHCNPs. 
This situation has tended to evolve family medicine 
toward a more specialized practice in which the physi-
cians primarily treat patients who require their exclu-
sive expertise. The physicians expressed divergent 

Table 1. Committee composition
TYPE OF 
COMMITTEE MEMBERS

Strategic 
Committee

1 representative of the Quebec physicians’ 
professional regulatory college

1 representative of the Quebec nurses’ 
professional regulatory college

2 representatives from the Quebec Ministry of 
Health and Social Services

The DNS from the CIUSSS de la Capitale-Nationale

The DPS from the CIUSSS de la Capitale-Nationale

The president of the Quebec association of PHCNPs

Work 
Committee

1 family physician with experience working with 
PHCNPs

1 PHCNP from each of the 3 regions

2 regional directors of general medicine

1 regional DNS and 1 assistant DNS

1 regional DPS

1 patient partner recruited by means of the Réseau 
de soutien de recherche axée sur le patient

CIUSSS—Centre intégré universitaire de santé et de services sociaux, 
DNS—Director of Nursing Services, DPS—Director of Professional 
Services, PHCNP—primary health care nurse practitioner.
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perspectives about this situation. Some individuals 
were comfortable with this evolution, believing that it 
made sense for them to be concentrating on treating 
cases that clearly required their competencies, as well 
as seeing it as a recognition of the important and dis-
tinct role of family medicine. However, other individuals 
expressed reservations, believing that it was contribut-
ing to making their already demanding practice even 
more so. Being able to include some more straightfor-
ward patients in their case load permitted them to bet-
ter balance their workload. These latter comments were 
situated within the context of overall concerns about 
the highly demanding nature of their practice as family 
physicians, in which they were endeavouring to provide 
high-quality services while maintaining a satisfying pro-
fessional and personal life (eg, avoiding burnout). In a 
related vein, the fact that the patients being followed by 
the PHCNPs are registered on the physician’s list could 
also be anxiety provoking given the potential consider-
able implications for the physician’s case load should 
the PHCNP be away on parental or sick leave. 

New positive work experiences
Despite the challenges identified, many physicians also 
identified various positive outcomes that have emerged 

from their collaboration with PHCNPs—for example, the 
teaching role that they have needed to play with their 
PHCNP collaborators. Some physicians also noted the 
improvement in their practice because of their access 
to the up-to-date knowledge of their PHCNP partners 
and a related harmonization of quality practices in the 
clinic. Also mentioned by some individuals was a bet-
ter, and highly satisfying, use of their expertise. In a point 
highlighted by many participants, working with a PHCNP 
helped to decrease the isolation that sometimes char-
acterizes family physicians’ practice—for example, by 
holding discussions about clinical questions and shar-
ing responsibility for patients’ care. Thus, for many phy-
sicians, collaboration with PHCNPs was associated with 
new sources of satisfaction that enriched their subjective 
experience of work, including the meaning attributed to 
this work. This collaboration also could lead to tangible 
changes, for example, in managing their case load, which 
in turn could help them to have a better work-life balance. 

Some physicians remarked that this effective col-
laboration evolves over time. This process can require 
a substantial investment of time and energy at the start; 
however, once this new way of working becomes more 
established, there are clear rewards that tend to out-
weigh the difficulties. 

Table 2. Quotations that illustrate the key elements from the findings 
ELEMENT QUOTATIONS

Nature of follow-
up possible with 
patients

• “You have some nurses who, on the one hand, have advocated for many years for new roles, claiming that 
they have the competencies to carry them out. We have family doctors who have a role and we have 
specialists who have a role .… My area is becoming more and more squeezed because, basically, the part that 
touches health promotion, follow-up, the knowledge, the global perspective, the continuity of care that I do 
with a patient, I’m being told, ‘Listen, when we’ll have the advanced nurse practitioners, it’s them who’ll do 
these things.’ What do I become as a family doctor? My strengths are the continuity, the global perspective on 
health, my knowledge about the individual. What will happen to the relationship, what will the doctor have, if 
he becomes simply a ‘walk-in clinic doctor’ who only sees individuals with serious problems?”

Sharing the 
scope of practice

• “There are many, many overlaps between our roles; where does one begin and the other begin? This seems risky”
• “Will we, the doctors, lose power, prestige, and the capacity to practise autonomously?” 
• “In my opinion … I have some concerns about the loss of power, some concerns about what will happen to the 

patient. Will we be making decisions with negative consequences for our patients?”
• “Before, it was just us, the doctors; however, over time we’ve been learning how to work with other 

professionals, like the PHCNPs, with the physios, and so on. I have to know how to do this now, to figure out 
how to integrate this in my practice”  

Patient profile • “The PHCNPs see my patients, but when they’re too sick, she sends them to me. Yes, they’re the same patients, but I 
see them when they’re more ill, and when they enter my office, I won’t just check their blood pressure like before ….  
it takes much longer. For sure it’s like that for some doctors … yes, it’s more demanding; I’m telling you” 

• “You know, the 300 patients that she follows, if she leaves tomorrow because … whatever the reason, I already have 
1900 patients, OK. What do I do with the 300 patients? Not everyone seems to have understood …. this agreement 
with the PHCNPs; their patients are our patients. If the PHCNPs leave, we’re left with their 300 patients”

New positive 
work experiences

• “It’s more agreeable, less onerous, to arrive at the office in the morning when I see that my waiting room is 
full; I have 20 messages from patients who want to see me and so on. It’s less onerous than being all alone in 
my practice all day. Having someone with whom I can talk, working in partnership. I find it very satisfying. 
Firstly, there’s the pleasure of working as a team rather than working all alone in my corner. It’s satisfying to 
know that there are 2 heads reflecting together about the patients” 

• “I have the impression that I’m more satisfied with my work and that I have a bit more time” 
• “At an intellectual level, as well …. it’s helped us to ask more questions, to be involved in teaching. When you 

teach, you’re obliged to check things because of the questions you’ll receive. It helps to improve our knowledge”  

PHCNP—primary health care nurse practitioner.
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—— Discussion ——
Our study has found that the implementation of the 
PHCNP role can be associated with considerable shifts in 
family physicians’ habitual ways of functioning and with 
important transformations in their role within primary 
care teams. These changes can lead physicians to reflect 
upon the meaning of their work. 

Although strong arguments exist for using fam-
ily physicians’ competencies in the most efficient and 
effective manner possible,23 our findings have revealed 
that achieving this goal must take into account prac-
titioners’ subjective perspectives regarding their work. 
Moreover, for workers such as family physicians whose 
job it is to provide services to others, a sense of duty 
and of being able to make a meaningful contribution 
to those who are in need are important motivating fac-
tors.24,25 Therefore, the evolution of physicians’ roles in 
the face of the implementation of the PHCNP role is not 
as straightforward as simply defining task division; this 
evolution must be situated within a discussion about the 
overall organization of care provision to patients, which 
recognizes that both family physicians and PHCNPs 
share an underlying motivation to make a meaningful 
contribution. This lesson is most likely equally applica-
ble to the global organization of interprofessional teams. 

Our findings have illustrated that the integration of the 
PHCNP role must take into account the overall context in 
which family physicians practise, which for many includes 
tremendous pressures that can be accompanied by nega-
tive outcomes (eg, burnout). Although the implementation 
of PHCNPs appears to have positively contributed to some 
physicians’ experiences, others perceive this development 
to have represented yet another demand on top of what is 
already a highly demanding reality. The results have illus-
trated the challenges associated with effective collabo-
ration with PHCNPs. These challenges suggest that the 
effective implementation of the PHCNP role requires cer-
tain competencies in family physicians—for example, the 
collaborator and leader roles26—that they have not all nec-
essarily had the opportunity to fully develop. Physicians 
must be provided with sufficient support as they negoti-
ate the changes taking place—for example, training in 
the competencies necessary to work in interprofessional 
teams; clear information about the PHCNP role, including 
areas of potential overlap; and clear administrative chan-
nels for resolving difficulties. 

Also, the implementation of the PHCNP role must be 
situated within a broader discussion about the role of 
family medicine. Some physicians’ reluctance to embrace 
the PHCNP role might not in fact reflect a resist ance to 
this role per se, but rather a broader concern about the 
role of family medicine within the continuum of care 
that is provided to patients, including that provided 
by other specialist physicians. This point is congruent 
with recent reflections about creating the conditions 

for family physicians to succeed (eg, supporting their 
motivation to be involved within emerging primary care 
models).27,28 In turn, this point highlights the perspec-
tive that in order for front-line clinicians to efficiently 
and effectively harmonize their actions, congruence of 
understanding of roles, with accompanying structural 
supports, is necessary at the micro (eg, organization of 
clinics), meso (eg, regional coordination), and macro 
(eg, Ministry of Health policies, congruence between the 
2 professional regulatory colleges) levels. 

The introduction of the PHCNPs has important implica-
tions for work organization, which in turn has potential 
ramifications for family physicians’ role, their collaboration 
with other professionals, and their workload. Of impor-
tance, various positive elements in addition to challenges 
have been identified. In order to optimize both the collabo-
ration between physicians and PHCNPs and the emergence 
of new care models that are better adapted to contempo-
rary health system challenges, it is essential to focus on 
the effects of these transformations on work organization 
and professional practices, including that of physicians.

Limitations
The generalizability of our conclusions might be limited by 
our focus on family physicians’ experiences in one juris-
diction (Quebec). Nevertheless, the broad trends to which 
these experiences appear to be linked (eg, increased pro-
ductivity pressures) suggest that our findings might have 
broader applicability.29 The comprehensive nature of the 
individual and focus group interviews that were con-
ducted, as well as the ongoing validation of the findings 
carried out with the 2 committees over the course of the 
research, lead us to feel confident that we have accurately 
understood some important trends despite the limited 
number of interviews in a single jurisdiction. 

Conclusion
Although our research has provided some insights into 
certain challenges and possibilities for family physicians 
that are associated with the evolution taking place in the 
organization of primary care services, it is clear that fur-
ther research is required to better comprehend certain 
elements. For example, a more detailed understanding 
is needed about contextual conditions that will facili-
tate family physicians’ practice within multidisciplinary 
teams, including the nature of, and interaction among, 
micro-, meso-, and macro-level elements.     
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