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ABSTRACT 

As nurse practitioners (NPs) are increasingly integrated into healthcare systems, 

understanding their role in combating prominent healthcare challenges is integral to 

finding innovative solutions to these problems. The aim of this study was to examine the 

role of NPs in preventing the revolving door of hospital readmissions and emergency 

department visits among patients with complex care needs. This thesis is presented in a 

articles-based format with three chapters. The first is an introductory chapter that 

provides background information and places the research in the larger context of 

existing literature. Following this is a manuscript describing the study in journal article 

format. The final chapter concludes the thesis with an executive summary and 

discussion of the study. While no single profession can stand alone to tackle the overuse 

of hospital services, this study sheds light on the contributions of NPs and can inform 

future research, practice, and policy in this area. 
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INTRODUCTION 

This thesis examines the role of nurse practitioners (NPs) in preventing the 

revolving door of hospital readmissions and emergency department (ED) visits among 

patients with complex care needs (CCN), from the perspective of patients with CCN, 

NPs, and physicians. This thesis is presented in an articles-based format, which follows 

the requirements set forth by the School of Graduate Studies at the University of New 

Brunswick (UNB). Three chapters are included within this thesis. The introductory 

chapter examines existing literature on the topic of interest and provides the rationale for 

the study. The second chapter is the research article, titled The Role of Nurse 

Practitioners in Preventing the Revolving Door of Readmissions and Emergency 

Department Visits Among Individuals with Complex Needs. The final chapter contains a 

general discussion, recommendations, and final conclusion.  

The lead author of the research project is Candance Kaitlyn Assadpour, a Master 

of Nursing candidate at UNB. It was my responsibility to lead the research project under 

the supervision of Dr. Shelley Doucet and Dr. Alison Luke. I chose the topic based on 

past experience as a registered nurse and current interest in how NPs fit into the 

healthcare system. With guidance from my supervisory team, I developed the research 

design and process. As the principal investigator (PI), I conducted the research through 

interviews with participants, which I then transcribed and analyzed. The thesis was 

written by me, with reviews and edits by my supervisory team. The thesis manuscript 

included as the second chapter will be co-authored by my supervisor, Dr. Shelley 

Doucet, and committee member, Dr. Alison Luke. The research article has been 

prepared for publication within the Journal of Advanced Nursing, and as such, headings 
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have been formatted to their guidelines and citations are provided in APA format. The 

strength of using an article-based format for this thesis is that it provides an opportunity 

for the PI to learn of the process of publishing an academic article and helps to ensure 

the prompt publication of findings. 

Background and Significance 

The revolving door of hospital services is often reflected in the high rates of 

readmissions and ED visits (Vashi et al., 2013). Distinguishing necessary from 

unnecessary use of hospital resources has revealed a facet of preventability amongst 

these indicators. Preventable hospital readmissions and ED visits are a significant 

burden on patients, families, and the healthcare system (Burgess & Hockenberry, 2014). 

When considering intervention strategies, it is essential to recognize that patients with 

CCN comprise the majority of these presentations to hospital (Bodenheimer & Berry-

Millett, 2009; Burgess & Hockenberry, 2015). Fixing this problem requires an upstream 

approach to planning, care coordination, and healthcare spending. Canada’s healthcare 

system is in need of reform, and NPs have risen to the challenge by playing a role in the 

delivery of innovative and effective health service delivery models (Martin-Misener & 

Bryant-Lukosius, 2016). Research suggests that the efficacy of NP care is at least 

comparable to that of physicians, with lower healthcare costs, higher patient satisfaction, 

and improved health promotion strategies (Swan et al., 2015; Tsiachristas et al., 2015). 

Despite abundant evidence suggesting safe and effective care, integration of the NP role 

has been met with challenges due to lack of role clarity, funding, and administrative 

support, as well as poor interprofessional relations (Faraz, 2019; McMichael et al., 2019; 

Pelletier et al., 2019).  
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Compelling evidence that NPs play a significant role in providing high-quality 

and cost-effective care has led many researchers to evaluate the outcomes of NPs in 

primary care, including research comparing their outcomes to that of physicians (Maier 

et al., 2017). An extensive amount of research on NPs has focused on outcomes of 

healthcare utilization, specifically with regard to readmissions and ED visits for patients 

with CCN (Coppa et al., 2018; Jones et al., 2017). The holistic and patient-centred 

approach of NPs in primary care is well documented, highlighting their ability to satisfy 

patients’ needs of accessibility and appropriateness of care (Heale, James, et al., 2018; 

Sangster-Gormley, Griffith et al., 2015). Readmissions and ED visits are two 

preventable facets of high system use for patients with CCN, with primary care 

representing a critical intervention point. While NP care models have demonstrated 

positive outcomes in these domains, this often only represents the results of specific 

interventions (Coppa et al., 2018; Jones et al., 2017) or comparisons to their physician 

counterpart (Bryant-Lukosius et al., 2004).  

Despite the mounting evidence demonstrating the efficacy of NPs, a hierarchy 

exists, and nursing roles are not frequently considered equal partners in multi-

professional healthcare teams (Wilson et al., 2012). To deliver the outcomes of past 

research, NPs must practice to their full scope; however, research has revealed 

considerable underutilization and unrealized scope of NPs when working with 

physicians and other health professionals. Perhaps contributing to this problem, NPs are 

often described as being caught between the two professional paradigms of nursing and 

medicine (Côté et al., 2019). Emphasis on NPs as physician replacements or substitutes 

has led to considerable ambiguity around NP role expectations on the part of NPs, other 
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healthcare professionals, and the public. This confusion around the role of NPs has led 

to poor professional relations due to threatened “scope creep” and fails to acknowledge 

the unique contribution of the NP profession (Kaasalainen, 2017). Understanding the 

role of NPs and their professional contribution, specifically in regard to the prevention 

of readmissions and ED visits can shed some insight into better deployment of the 

profession to target these prominent healthcare issues.  

Purpose and Research Question 

As the healthcare system evolves and adapts to aging populations and advancing 

technologies, prominent issues of preventable hospital readmissions and ED visits 

remain. NPs have been increasingly integrated into healthcare systems, with research 

demonstrating positive outcomes of the role and services they provide. To shed insight 

into how NPs achieve the outcomes of past research, specifically the prevention of 

readmissions and ED visits among patients with CCN, there is a need to better 

understand the role of NPs. An understanding of the role of NPs in relation to this 

phenomenon of interest will help to identify the contribution of this advanced role and 

better align strategies for role deployment. To understand this requires perspective, and 

this can be best understood from that of patients and healthcare providers. Therefore, the 

purpose of this study is to explore the role of NPs in the prevention of readmissions and 

ED visits for patients with CCN from various perspectives, including patients with 

CCN, NPs, and physicians. The following research question will be addressed: What 

role do NPs play in the prevention of readmissions and ED visits when caring for 

patients with CCN? 
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Literature Review 

   This section includes a review of the literature in relation to the purpose of the 

study. Included in this section are qualitative and quantitative studies, as well as grey 

literature, and research reviews. Two databases, CINAHL and PubMed, were used to 

conduct a literature review on the role of NPs as it relates to the phenomena of 

preventing readmissions and ED visits, and specifically when caring for patients with 

CCN. A Google search was conducted after the initial database search to find other 

sources of information, including grey literature. First, an overview of the phenomena of 

hospital readmissions and ED use is provided, for which a plethora of research exists. 

From here, the relevance this has to patients with CCN is discussed. This is followed by 

a discussion of NPs in Canada, their impact in primary care, and role in the prevention 

of readmissions and ED visits. This section concludes with a short summary of the 

literature and the relevance to the current research study. 

Hospital Readmission Rates and Emergency Department Use  

In 2019-2020, all-patient 30-day hospital readmission rates in Canada were 

9.5%, with steady yearly increases since 2014 (Canadian Institute for Health 

Information [CIHI], 2021a). In New Brunswick, this rate was 8.7% for the same time 

period (CIHI, 2021a). These percentages reflect a risk-adjusted 30-day readmission rate 

of all patients readmitted to hospital following initial discharge, analyzed by fiscal year. 

Preventable readmissions are not a new priority issue, being the spotlight of debate for 

researchers and policymakers alike since the 1970s (Burgess & Hockenberry, 2014). 

The considerable attention this issue has drawn has resulted in the international 
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recognition of readmission rates as a valid measure of health system performance 

(Halfon et al., 2006; Rumball-Smith & Hilder, 2009).  

Hospital readmissions are common (Jencks, 2009; Vashi et al., 2013), costly 

(Burgess & Hockenberry, 2014; Jencks, 2009), and potentially avoidable (Donzé et al., 

2013; van Walraven et al., 2012). The literature indicates that between 9-23% of 

unplanned readmissions are avoidable, suggesting there is room for improvement 

(Donzé et al., 2013; van Walraven et al., 2012). In Canada, readmissions cost more than 

$2.1 billion/year (CIHI, 2021a). If the above range of readmissions were prevented, this 

would represent potential reallocation of anywhere between $189 to $483 million 

Canadian health care dollars each year.  

While not all readmissions are avoidable and not all unplanned readmissions can 

be prevented, having a clear definition for both preventable readmission and time 

window after index admission is essential to appropriately target this indicator of quality 

of care (Fischer et al., 2014). Preventable readmissions can be defined as any 

readmission to hospital that could have been prevented through proper care delivery, 

this differs vastly from those readmissions occurring due to planned procedures or 

unavoidable complications. Although the readmission time window following index 

hospital admission is inconsistently defined in the literature, as a quality indicator this is 

generally calculated based on a 30-day readmission rate. Targeting the prevention of 

readmissions requires consideration of the reason for index admission, length of stay, 

and patient related factors, such as comorbidities and chronic conditions (Fischer et al., 

2014; Halfon et al., 2006). Shorter readmission measures, such as those occurring within 

the first week of discharge, may be indicators of quality of hospital care, while longer 
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measures, such as weeks to months may better reflect quality of primary care (Burgess 

& Hockenberry, 2014).  

Regardless of readmission measure, interventions targeted at reducing 

readmissions have a trio of outcomes, which include added value for patients, improved 

quality of care, and healthcare system cost reduction (Burgess & Hockenberry, 2014). In 

their examination of readmission initiatives from a historical lens, Burgess and 

Hockenberry (2014) conclude that there is no one-size fits all solution, owing to the 

complexity of underlying disease(s), the role of social factors, and both patient and 

healthcare provider decision making. Owing to these factors, the avoidability of hospital 

readmissions is a moving target, indicating many potential intervention points along the 

spectrum of care as patients access health services (Burgess & Hockenberry, 2014; 

Hansen et al., 2011). Primary care settings represent one of these targetable points, 

demonstrating an opportunity for primary prevention, and improved secondary and 

tertiary follow-up (Burgess & Hockenberry, 2014).  

ED visits are another indicator of health system performance that not only reflect 

quality of care, but also access to and delivery of health care services (Montoy et al., 

2019; Vashi et al., 2013). In a survey of eleven high-income countries by the 

Commonwealth Fund in 2016, Canadians were the highest users of the ED (Osborn & 

Squires, 2016). Forty-one percent of adult Canadians reported visiting the ED in the past 

two years, well above the average reported rate of 27%. Forty-three percent of 

Canadians reported same- or next-day appointments with their primary care provider are 

difficult to get and only 34% reported it is very/somewhat easy to get medical care in the 

evenings, on weekends, or on holidays without going to the hospital ED. In a survey of 
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New Brunswickers, 78% reported using the ED as a regular place of care despite having 

a family doctor, and among those individuals, 85% reported this was due to access 

issues with their family doctor (New Brunswick Health Council, 2018).   

This data demonstrates that patients are maneuvering through a fragmented 

system and attempting to bypass barriers to accessing primary care. The literature 

supports this, as patterns of ED visits are highest within the first two weeks of hospital 

discharge (Montoy et al., 2019; Vashi et al., 2013) and amongst patients seeking follow-

up care and answers (Campbell & Ditkoff, 2020; van den Berg et al., 2016). Although 

definitions of frequent ED use differ greatly across the literature, there is a general 

consensus that this population is complex (Kim et al., 2018; Montoy et al., 2019). 

Frequent ED visits are associated with a high propensity to seek care, often for reasons 

lacking true emergency (Montoy et al., 2019; van den Berg et al., 2016). This in turn 

leads to overcrowding of EDs, ultimately impacting patient safety and outcomes, 

including prolonged individual pain and suffering (Derlet & Richards, 2000). The 

resulting implications include longer wait times, dissatisfied patients, violent behaviours, 

and decreased health provider productivity.  

As mentioned, defining a threshold for frequent ED visits has been a hot topic in 

the literature, ranging anywhere from two to seven visits in a year (Kim et al., 2018; 

Montoy et al., 2019). Montoy et al. (2019) found that a single previous ED visit was the 

strongest predictor of a return ED visit, and that frequency definitions may in fact be 

arbitrary when attempting to identify and target interventions for patients at risk. 

Although a common metric provides some degree of standardization, patient 

characteristics can also provide a predictive measure of readmission and ED visits 
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(Honeyford et al., 2019). Such patient characteristics reflect an increasing complexity in 

care needs.          

Increasing Complexity in the Care Needs of Patients  

Though a portion of ED presentations result in hospital admission, the majority 

of cases follow a same day treat-and-release pattern (Montoy et al., 2019; Vashi et al., 

2013). This indicates a level of preventability; however, it is essential to first understand 

this population. Hospital readmission and ED visits represent a “complex cascade of 

events” (Burgess & Hockenberry, 2014, p. 202). The literature reflects frequent ED 

users as a heterogenous population, with presentations representing a wide range of 

conditions ranging from pain-related complaints, chronic physical illness, mental illness, 

and substance-use disorders (Campbell & Ditkoff, 2020; Montoy et al., 2019; Kim et al., 

2018). This is in line with readmission data, which also demonstrates high rates of 

readmission due to comorbidities and chronic disease (Burgess & Hockenberry, 2014; 

Halfon et al., 2006; Rumball-Smith & Hilder, 2009). 

Prevalence of chronic disease among Canadian adults is on the rise, with 44% of 

adults over the age of twenty having at least one chronic condition (Varin et al., 2019). 

To add to the puzzle, research demonstrates that a large portion of healthcare utilization 

can be attributed to a small portion of the population (Bodenheimer & Berry-Millett, 

2009; CIHI, 2021b; Wodchis, 2012); in the case of New Brunswick, 4.9% of the 

population has been identified as high users of inpatient acute care services (CIHI, 

2021b). This small segment of the population is accessing health and social services at 

alarming rates, as these individuals are often burdened with social disparities and the 
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prevalence of multiple chronic conditions (Bodenheimer & Berry-Millett, 2009; Burgess 

& Hockenberry, 2015).  

Disproportionate use of health services reflects increasing complexity of care 

needs (Billings & Raven, 2013; Coleman, 2003). Complexity can be defined “as the gap 

between… an individual’s needs and the capacity of healthcare services to support those 

needs” (Grembowski et al., 2014, p. S10). Complexity emerges due to a network of 

disease progression, course of treatment, and contextual factors related to patient and 

healthcare service delivery (Grembowski et al., 2014). Misalignment of any of these 

dynamics can result in unmet needs, whereby patients attempt to address their needs 

through overutilization of healthcare services (Billings & Raven, 2013; Grembowski et 

al., 2014). This is echoed throughout the literature, which suggests that patients with 

CCN have high rates of readmissions and ED visits (Billings & Raven, 2013; Parekh et 

al., 2011; Romana et al., 2020). 

High use of EDs has also been associated with high overall use of other 

healthcare services (Billings & Raven, 2013; Romana et al., 2020; van den Berg et al., 

2016). Although this population is accessing ED services at alarming rates, they are also 

often connected to outpatient services and primary care providers, demonstrating an 

opportunity to anticipate and coordinate care within these settings (Billings & Raven, 

2013; Campbell & Ditkoff, 2020; Kim et al., 2018; Romana et al., 2020; van den Berg et 

al., 2016). Understanding the who of hospital readmissions and ED visits provides a 

foundation for the how of combating the issue. 
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Defining Patients with Complex Care Needs 

Referring to the work of Brenner et al. (2018), defining attributes of patients 

with CCN emerge in the literature: heterogenous and substantial; individual and 

contextualized; and continuing and dynamic. Although this work focuses on children 

with CCN, it remains relevant for the adults as needs may emerge in childhood and 

continue to develop over the course of a lifetime. Heterogenous and substantial reflects 

the presence of multiple, high intensity needs traversing the determinants of health, 

present at varying degrees across the acute-community continuum (Brenner at al., 2018). 

Needs emerge either in the presence of a condition or in the absence of any unifying 

diagnosis, and within the context of social, psychological, and developmental factors. 

CCN are highly unique to each patient and inseparable from family context, reflecting 

their individual and contextualized nature. Diagnosis alone does not give meaning to the 

needs, as CCN are a reflection of disease stability and severity in combination with 

characteristics of the patient and the social determinants of health (SDOH). Patients 

experience changes in CCN across the trajectory of their life, owing to the continuing 

and dynamic flux of needs. Changes in health status, the provision of care, and 

developmental stage of the patient continuously influence CCN.  

Individuals with CCN can have conditions that can include physical or mental 

illness, behavioural disorders, and cognitive impairment, although this remains only a 

minor aspect of the overall picture (Brenner at al., 2018; Parekh et al., 2011). There is a 

consensus in the literature that CCN are a result of an interaction of disease states, 

medications, multifaceted treatment regimens, and patient related factors which create 

complexity in care modalities for patients, families, and clinicians (Grembowski et al., 
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2014; Parekh et al., 2011). This requires a shift from the previous “siloed” approach, 

that concentrates on single condition linkage between treatment and need, towards one 

which is multidisciplinary and holistic in nature. Primary care settings represent an 

opportunity to identify these patients and their needs, while coordinating the 

individualized care required (Parekh et al., 2011).  

The Role of Primary Care  

Many interventions exist to prevent hospital readmissions and ED visits, 

including discharge planning, case management, and transitional care planning (Kumar 

& Klein, 2013; Linden & Butterworth, 2014; Otsuka et al., 2018). However, research 

indicates that no single approach has demonstrated considerable and consistent 

improvement in patient and health system outcomes (Hansen et al., 2011; Hughes et al., 

2019; Pedersen et al., 2017). Often these interventions fail to consider the complexity of 

care required for this patient population. Effective and accessible primary care may be a 

solution to preventing readmissions and ED visits (van den Berg et al., 2016).  

Barriers to accessing primary care has been linked to high rates of ED visits (van 

den Berg et al., 2016), and when coupled with CCN, this results in a greater gap in the 

capacity of healthcare systems to address patient needs (Grembowski et al., 2014; 

Parekh et al., 2011). There is evidence to suggest that high-quality continuity of care and 

accessibility are essential in the prevention of readmission and ED visits for patients 

with CCN (Coleman, 2003). Patients with CCN require a strong primary care foundation 

(Coleman, 2003; Grembowski et al., 2014; Parekh et al., 2011). This requires a shift 

from the former biomedical model of care focused on treatment of disease and illness, 

towards upstream approaches which are holistic and integrated in primary care (Bonner 
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et al., 2019). This shift in focus is an undertaking which has been accepted by NPs 

globally (Maier et al., 2017).     

Nurse Practitioners in Canada 

In Canada, NPs are Advanced Practice Nurses (APNs) with master’s level 

education and training that enables them to provide care autonomously and 

independently (Canadian Nurses Association, 2010). NPs integrate knowledge of 

advanced nursing practice and theory; health promotion; disease and injury prevention; 

and biomedical and psychosocial theories in the provision of holistic and patient-centred 

care. NPs are licensed and legislated by jurisdictional nursing regulators, with each 

province and territory having legislation in place (Alden-Bugden, 2019; International 

Council of Nurses, 2020).  

NPs within Canada have the competence and authority to perform advanced 

health assessments; diagnose disease, disorders, or conditions; order and interpret lab 

tests; order diagnostic imaging; prescribe medications, including controlled drugs and 

substances; independently refer to specialists; perform advanced procedures; and 

complete forms (CIHI, 2020). Provincial jurisdictions vary slightly in NP scope of 

practice and integration into health care delivery, although the role has been 

implemented more consistently in recent years (Alden-Bugden, 2019). NP education 

programs are reviewed and evaluated by regulatory bodies to ensure entry-level 

competencies, accountability, and protection of the public (Canadian Association of 

Schools of Nursing, 2012). 
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The Role of Nurse Practitioners in Primary Care 

Compelling evidence that NPs play a significant role in providing effective 

primary care can be traced to the groundbreaking Canadian study published in 1974 

which evaluated the effects of substituting NPs for physicians in primary care (Spitzer et 

al. 1974). Since this time, the role of NPs within primary care has been gaining 

increasing interest internationally (Maier et al., 2017). A large and growing body of 

evidence has emerged suggesting the role of NPs within primary care has expanded 

globally due to shifts in care models, health workforce optimization, and the rise in 

chronic conditions.  

Within Canada, primary care NPs practice in many settings, with several 

specialty streams available across jurisdictions (Spence et al., 2015). Specialty streams 

within primary care include adult, pediatric, cardiology, and nephrology (Spence et al., 

2015). Primary care NPs work in community care (community clinics, healthcare 

centres, physician’s offices, and patients’ homes), long-term care, hospitals (outpatient 

clinics, emergency rooms, and patient units), and NP-led clinics (Canadian Nurses 

Association, 2020). Within these settings, many models of care exist, such as NP-led 

initiatives (Coppa et al., 2018; Heale, James, et al., 2018; Housden et al., 2017; Trilla et 

al., 2018) and interprofessional primary care teams (Heale, Dahrouge, et al., 2018; Jones 

et al., 2017). 

Although many NP models of care exist, the NP role is well established as a 

means to strengthen connection to primary care and provide care for the most vulnerable 

populations burdened by socioeconomic and health status (DesRoches et al., 2017; 

Heale, James, et al., 2018). This is partly due to the holistic and person-centred approach 
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underlying the profession and also owing to the time and dedication NPs are able to 

devote to each patient interaction (Heale, James, et al., 2018). For these reasons, NPs 

have continued to surface in the literature as effective primary care providers for 

patients with CCN (Coppa et al., 2018; DesRoches et al., 2017; Jones et al., 2017; Trilla 

et al., 2018). Their role with this population is quite exhaustive, although frequently 

limited by organizational and administrative barriers (Heale, James, et al., 2018; 

McMichael et al., 2019; Pelletier et al., 2019).    

The Impact of Nurse Practitioners in Primary Care 

The impact of NPs in primary care is well documented in the literature. A 

number of systematic reviews of randomized controlled trials have evaluated the effect 

of shifting care from physicians to APNs on patient outcomes and costs (Martinez-

Gonzalez, Djalali, et al., 2014; Martinez-Gonzalez, Rosemann, Djalali, et al., 2015; 

Martinez-Gonzalez, Rosemann, Tandjung, & Djalali, 2015; Martinez-Gonzalez, 

Tandjung, et al., 2014; Martinez-Gonzalez, Tandjung, et al., 2015). Other systematic 

reviews have evaluated the effectiveness and cost of primary care provided by APNs, 

compared with physicians (Martin-Misener et al., 2015; Morilla-Herrera et al., 2015; 

Swan et al., 2015; Tsiachristas et al., 2015). APNs within these reviews consisted of 

nurses with expert knowledge acquired through additional training, working in advanced 

roles beyond the traditional scope of practice of a registered nurse. All of these reviews 

included the role of NPs in the evaluation of APNs, and inclusion criteria specified that 

APNs performed all or most of the same services as physicians. Findings were 

consistent across the reviews that care provided by APNs was equivalent, if not 

improved, when compared to care provided by physicians.  
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Delving deeper into these systematic reviews revealed that NP interventions 

resulted in improved patient satisfaction and quality of life, as well as reduced hospital 

admissions, mortality, and overall costs compared to physicians (Martinez-Gonzalez, 

Djalali, et al., 2014; Morilla-Herrera et al., 2015; Swan et al., 2015; Tsiachristas et al., 

2015). Results of one meta-analysis revealed NP-led care resulted in significant 

reduction in the risk of all-cause hospital admissions, with a relative risk of 0.74 (95% 

confidence interval [CI] 0.62 to 0.89) with no significant heterogeneity between trials 

(Martinez-Gonzalez, Djalali, et al., 2014). This same study revealed NP-led care showed 

a significant reduction in the risk of all-cause mortality, with a relative risk of 0.76 (95% 

CI 0.60 to 0.96). Patients had more frequent visits, follow-up consultations, and referral 

to other services, and, at times, NPs ordered more tests and investigations (Martinez-

Gonzalez, Rosemann, Djalali, et al., 2015; Swan et al., 2015). Another meta-analysis 

revealed that more patients returned for consultations with NPs (41%) compared with 

physicians (33%) and mean difference in consultation time (3.25 minutes, 95% CI 

[2.24-4.27]) indicated patient consultations by NPs were longer than by physicians 

(Martinez-Gonzalez, Rosemann, Djalali, et al., 2015).  

An additional finding within these systematic reviews was that there was no 

significant difference in the number of prescriptions ordered between NPs, and 

physicians (Martinez-Gonzalez, Rosemann, Djalali, et al., 2015; Swan et al., 2015). 

Patients of NPs compared to physicians demonstrated improved blood pressure 

management, lipid control, primary and secondary prevention, and were provided with 

significantly more information on health and illness (Martinez-Gonzalez, Rosemann, 

Tandjung, & Djalali, 2015; Martinez-Gonzalez, Tandjung, et al., 2014; Swan et al., 
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2015). A third meta-analysis revealed NP-led interventions resulted in a significant 

reduction in systolic blood pressure of patients, with a weighted mean difference of        

-4.27 (95% CI -6.31 to -2.23, p < 0.0001), compared to physician-led care (Martinez-

Gonzalez, Tandjung, et al., 2014).  

Care led by NPs within a primary care setting included managing patients with 

chronic conditions over different courses of disease progression (Martinez-Gonzalez, 

Tandjung, et al., 2015). Analysis of these results demonstrated improved secondary 

prevention of heart disease, improved dyspnea in chronic obstructive lung diseases, and 

lower stroke and coronary heart risk in metabolic diseases (Martinez-Gonzalez, 

Tandjung, et al., 2015). NP-led care also included comprehensive health assessments, 

same day consultations, transitional care planning, and diagnosis, management, and 

treatment of illness (Martinez-Gonzalez, Tandjung, et al., 2015; Morilla-Herrera et al., 

2015).  

From these systematic reviews, analysis of NP cost effectiveness reveals lower 

healthcare costs when compared with physicians (Martin-Misener et al., 2015; Martinez-

Gonzalez, Rosemann, Djalali, et al., 2015; Swan et al., 2015; Tsiachristas et al., 2015). 

While NP scope and responsibility largely resembles that of their physician colleagues, 

equity in salary does not exist (Martin-Misener et al., 2015; Martinez-Gonzalez, 

Rosemann, Djalali, et al., 2015). Although healthcare cost savings is partly due to 

remuneration of NPs, it is also an indirect outcome of the care provided. Length of 

consultation, referrals, and follow-up appointments all contribute potential for increased 

resource use by NPs; however, this in turn increases patient satisfaction and treatment 

adherence, resulting in less resource use overtime (Martin-Misener et al., 2015; 
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Martinez-Gonzalez, Rosemann, Djalali, et al., 2015; Martinez-Gonzalez, Tandjung, et 

al., 2015; Swan et al., 2015; Tsiachristas et al., 2015). Health promotion and disease 

prevention strategies by NPs have also contributed to long-term outcomes of reduced 

morbidity and mortality, ultimately resulting in healthcare savings over time (Martin-

Misener et al., 2015; Martinez-Gonzalez, Rosemann, Djalali, et al., 2015).  

Evidence of patient satisfaction with NP care is also well documented (Sangster-

Gormley, Griffith et al., 2015; Thrasher & Purc-Stephenson, 2008). A critical finding of 

this research is in the attentiveness and level of comprehensive care that patients 

reported, suggesting patients place a high value on the personal attention and level of 

involvement NPs provide (Thrasher & Purc-Stephenson, 2008). From the literature it is 

evident that patient satisfaction is directly linked with the amount of time the NP spends 

with each patient interaction, with more time resulting in perceived thoroughness and 

better care (Sangster-Gormley, Griffith et al., 2015). 

Common themes emerge from the literature when examining NP management of 

patients with CCN. Patients and NPs report a mutual and interactive learning 

environment which break down power dynamics; there is an increased patient 

understanding of disease process and chronic conditions; and patients subsequently 

engage in improved self-management strategies as a result (Housden et al., 2017). 

Patient vulnerability is identified, and SDOH are factored into the care plan (Heale, 

James, et al., 2018; Housden et al., 2017). Much of this research highlights the 

importance of shifting towards a preventative approach to care, therefore reducing 

burden on hospital and emergency services.  
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The Role of Nurse Practitioners in Preventing Readmissions and ED Visits  

Hospital readmission rates and ED visits are common outcome variables when 

evaluating NP care. The impact NPs have on clinical targets and patient satisfaction 

have demonstrated considerable reduction in readmission rates and ED visits, and this 

has been especially emphasized for patients with CCN (Bonner et al., 2019; Coppa et 

al., 2018; DesRoches et al., 2017; Jones et al., 2017; Trilla et al., 2018). Much of this 

research focuses on evaluating NP-led interventions, such as home-based care, 

demonstrating a gap exists in understanding the role of primary care NPs without 

application of such interventions (Coppa et al., 2018; Jones et al., 2017; Trilla et al., 

2018).  

As discussed earlier, a critical component of NP care is the consideration of the 

SDOH. The NP’s emphasis on the SDOH is considered a critical contribution when 

working on collaborative healthcare teams, with resulting outcomes of decreased 

readmissions and ED visits (Georgiev et al., 2019). Similarly, through NP-directed 

patient education programs, NPs have identified individuals at high-risk for readmission 

and interventions are then aimed at patients with CCN resulting in better care 

coordination and decreased rates of readmission among this population (Kutzleb, 2015). 

Targeted interventions by the NP involved patient engagement and self-management of 

chronic disease. The literature suggests that involvement of an NP in the care plan of 

patients with CCN leads to a reduction in readmissions and ED visits (Bonner et al., 

2019; Coppa et al., 2018; DesRoches et al., 2017; Georgiev et al., 2019; Jones et al., 

2017; Kutzleb, 2015; Trilla et al., 2018). However, it does not provide much detail into 

the intricacies of how the NP approach to care achieves these outcomes.  
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Considering Multiple Perspectives 

Understanding the distinct role of the NP requires perspective, and this is best 

learned from those most closely involved, that being patients, NPs, and physicians. 

While research exists examining the perspective of these three groups individually, few 

have examined all three perspectives in one research project (Sangster-Gormley, Canitz 

et al. 2015). In a large multi-phased, mixed methods study, Sangster-Gormley, Canitz et 

al. (2015) examined patient experiences with NPs providing their care; NP perspectives 

on role and scope; and coworker perspectives on collaboration with NPs. The study was 

undertaken to explore the value of adding NPs to the British Columbia healthcare 

system. Findings indicated that patients were satisfied with the care they received from 

NPs, NPs were effective at collaborating with coworkers, and the structure of the 

relationships, including with physicians, appeared to be supportive of NP role 

integration. The inclusion of qualitative findings provided valuable insight into 

quantitative data and has broadened understanding of facilitators and barriers to 

integration of NPs into the healthcare system.  

Recent research demonstrates that NPs perceive that their role addresses gaps in 

the healthcare system, improving access and healthcare delivery (Clifford et al., 2020; 

Sangster-Gormley, Canitz et al., 2015). When considering the NP role in preventing 

readmission and ED visits, the NP perspective can provide a foundation on which to 

base future interventions (Georgiev et al., 2019; Kutzleb, 2015). Furthermore, an 

inclusion of NPs and physicians in the discussion has yielded some insightful findings, 

revealing relevant facilitators and barriers to practice (Kraus & DuBois, 2016; Sangster-

Gormley, Canitz et al., 2015). The importance of acceptance and understanding of the 
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NP role by coworkers, including physicians, has been cited as foundational to the ability 

of NPs to contribute to the team and provide patient care (Sangster-Gormley, Canitz et 

al., 2015). Although co-workers have indicated satisfaction with their working 

relationships with NPs, understanding of role expectations and responsibilities appears 

to influence the structure of the physician-NP relationship, acting as both a barrier and 

facilitator to role integration depending on the level of mentoring and support required 

by the physician. Clarification of this role to physicians working with NPs is thus 

essential, and understanding their perspective provides insight into role acceptance. 

While limited literature exists to evaluate physician perceptions of NPs, studies suggest 

that physicians who work with an NP have a better understanding of their scope of 

practice and believe NPs enhance care and improve access (Kraus & DuBois, 2016; 

Running et al., 2008; Soine et al., 2013). 

When considering the patient as a partner in care, exploring the patient 

experiences and perspectives helps to give meaning behind quantitative data and capture 

their unique insights to direct appropriate interventions. Much of the research that exists 

to document the patient perspective of NP care does so in terms of general perceptions 

and ratings of satisfaction, calling attention to the level of comprehensiveness and 

convenience of care provided by NPs (Sangster-Gormley, Griffith et al., 2015; Sangster-

Gormley, Canitz et al., 2015; Thrasher & Purc-Stephenson, 2008). While research has 

demonstrated high levels of patient satisfaction, quality of care, and value added to the 

healthcare system, the most consistently reported barrier to role integration is inadequate 

knowledge about the NP role (Faraz, 2019; Sangster-Gormley, Canitz et al., 2015). 

Without adequate knowledge of the NP role, it is challenging for other professionals and 
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government to support NPs. Despite this, NPs are becoming a part of the solution to 

healthcare delivery challenges, but prominent issues of hospital readmissions and ED 

visits continue to burden patients and the system. There remains a gap in understanding 

the role of NPs in preventing this revolving door of hospital service use, and as past 

research has demonstrated, this is best understood from the players involved.  

Summary 

The revolving door of hospital services is often reflected in the number of 

readmissions and ED visits, and although not all, some of these presentations are 

preventable, demonstrating an opportunity for improvement (Burgess & Hockenberry, 

2014; Donzé et al., 2013; Montoy et al., 2019; van Walraven et al., 2012; Vashi et al., 

2013). The prevention of hospital readmissions and ED visits has the potential to 

improve patient outcomes, enhance quality of care, and reduce healthcare costs 

substantially (Burgess & Hockenberry, 2014; Jencks, 2009; Vashi et al., 2013). 

However, these remain prominent healthcare issues requiring innovative solutions that 

not only acknowledge the nature of the problem, but also consider the challenges of 

healthcare delivery in the present time.  

Research has demonstrated that a large portion of healthcare utilization can be 

attributed to a small portion of the population, meaning that between 5-10% of the 

population are accessing upwards of 80% of health and social services (Bodenheimer & 

Berry-Millett, 2009; CIHI, 2021b; Wodchis, 2012). Disproportionate use of health and 

social services reflects increasing complexity of care needs, as patients attempt to 

address their needs through the utilization of health and social care services (Billings & 

Raven, 2013; Coleman, 2003; Grembowski et al., 2014). Patients with CCN are 
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consequently the ones going through this revolving door of hospital services, despite 

having connections to outpatient and community services (Billings & Raven, 2013; 

Campbell & Ditkoff, 2020; Kim et al., 2018; Romana et al., 2020; van den Berg et al., 

2016). However, this connection to primary care presents itself as an opportunity to 

intervene in the prevention of readmissions and ED visits.  

The impetus to adopt alternative ways to deliver primary care has led to a 

growing acceptance of NPs and their integration into the healthcare system (Bryant-

Lukosius et al., 2004; Maier et al., 2017). Research has demonstrated the cost-

effectiveness of care provided by NPs, as well as suggesting that the efficacy of NP care 

is at least comparable to that of physicians, with higher patient satisfaction, and 

improved health promotion strategies (Swan et al., 2015; Tsiachristas et al., 2015). 

Utilization of NPs as a solution for strengthening access to primary care (Bryant-

Lukosius et al., 2004; Maier et al., 2017) is an essential consideration in the prevention 

of this revolving door of hospital services, as access barriers to primary care have been 

linked to high rates of readmissions and ED visits (van den Berg et al., 2016).  

Many NP models of care have been proposed that have demonstrated a reduction 

in readmissions and ED visits for patients with CCN, including home-based care, 

patient-education programs, chronic disease clinics, and community paramedicine 

(Bonner et al., 2019; Coppa et al., 2018; DesRoches et al., 2017; Georgiev et al., 2019; 

Jones et al., 2017; Kutzleb, 2015; Trilla et al., 2018). While results of these approaches 

provide general insight into specific interventions and reveal the efficacy of NP care on 

the prevention of these clinical targets, they do not reveal the intricacies of how NPs 

achieve these outcomes. Qualitative data has captured some of the valuable perspectives 
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of patients, NPs, and physicians in relation to their perspectives of NP care (Clifford et 

al., 2020; Kraus & DuBois, 2016; Running et al., 2008; Sangster-Gormley, Griffith et 

al., 2015; Soine et al., 2013; Thrasher & Purc-Stephenson, 2008). Findings of these 

studies have provided insight upon which to base future interventions and have revealed 

facilitators and barriers to NP practice.  

The current study draws on findings of past research that has been presented 

above. The research presented in the following manuscript will add to the literature by 

examining the role of NPs on preventing the revolving door of readmissions and ED 

visits among patients with CCN, examined through the perspectives of patients, NPs, 

and physicians. 
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ABSTRACT 

Aim: To examine the role of nurse practitioners in preventing hospital readmissions and 

emergency department visits among patients with complex care needs, from the 

perspective of patients, nurse practitioners, and physicians.     

Design: A qualitative descriptive design was used, and participants were recruited 

through purposive and snowball sampling methods. Participants included patients with 

complex care needs, nurse practitioners, and physicians. 

Methods: The study was conducted between September 2020 to December 2020. 

Participants were interviewed over the phone or through the Zoom platform using a 

semi-structured interview guide. Thematic analysis was used to analyze the data.  

Results: Three overarching themes and several subthemes emerged. The main themes 

included: Multifaceted Role, Approach to Care, and Time as an Asset. 

Conclusion: Encompassing a variety of roles is not enough to prevent hospital 

readmissions and emergency department visits among patients with complex care needs. 

Foundational to combating this issue is an approach to care that that is not only 

anticipatory and improves accessibility, but also fosters patient engagement and self-

management. This approach, combined with the ability to devote time to each patient 

interaction, allow nurse practitioners to peel back the layers of complexity and explore 

the “bigger picture”. 

Impact: No one size fits all solution exists to solving the challenges of hospital 

readmissions and emergency department visits. This study has the potential to inform 

future practice and policy, as nurse practitioners become increasingly integrated into 
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healthcare systems. Examining nurse practitioners’ unique contribution to healthcare 

challenges can potentially inform future deployment of advanced practice nursing roles. 

 

Key words: nurse practitioner, advanced practice nurse, hospital readmissions, 

emergency department, complex care needs, nurses, nursing, qualitative 
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INTRODUCTION 

Hospital readmissions and overuse of the emergency department (ED) are 

measures of health system performance that often reflect quality of care, accessibility, 

and delivery of healthcare services (Halfon et al., 2006; van den Berg et al., 2016; van 

Walraven et al., 2012). These targetable facets of health system performance have long 

been the spotlight of debate for researchers and policymakers, the reason being that they 

are common (Jencks, 2009; Vashi et al., 2013), costly (Burgess & Hockenberry, 2014; 

Jencks, 2009), and potentially avoidable (Donzé et al., 2013; Halfon et al., 2006; van 

Walraven et al., 2012). With extraordinary demand being placed on healthcare systems 

worldwide, the impetus to adopt innovative solutions has never been greater. Aging and 

growing populations, chronic disease prevalence, and advancing technologies have 

challenged fiscal and human resources.  

Adding to this problem, research demonstrates that a large portion of healthcare 

utilization is highly concentrated to a small portion of the population (Bodenheimer & 

Berry-Millett, 2009; Canadian Institute for Health Information [CIHI], 2021; Wodchis, 

2012). In Canada, as little as 5% of the population is accountable for up to 84% of 

annual healthcare spending (Wodchis, 2012). This small segment of the population is 

accessing health and social services at alarming rates, with disproportionate use often 

reflecting increasingly complex care needs ([CCN] (Billings & Raven, 2013; Coleman, 

2003).  

CCN emerge due to an interaction of disease progression, course of treatment, 

and contextual factors related to patient and healthcare service delivery (Grembowski et 

al., 2014). Misalignment of any of these dynamics can result in unmet needs, whereby 
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patients attempt to address their needs through utilization of healthcare services 

(Billings & Raven, 2013; Grembowski et al., 2014). Although frequent use of healthcare 

services is not ideal for patients or the healthcare system, this does provide an 

opportunity to anticipate and coordinate care, as these individuals are often connected to 

outpatient services and primary care providers ([PCPs] Billings & Raven, 2013; 

Campbell & Ditkoff, 2020; Kim et al., 2018; Romana et al., 2020; van den Berg et al., 

2016). 

There is evidence to suggest that access to high-quality continuous care is 

essential in the prevention of readmissions and ED visits for patients with CCN 

(Coleman, 2003; Oh et al., 2019). Primary care becomes the ideal intervention point, 

and the prevention of readmissions and ED visits are targeted parameters to measure 

success. A large and growing body of evidence has emerged suggesting the role of nurse 

practitioners (NPs) within primary care has expanded globally as a strategy to combat 

escalating costs, increasing complexity in care, poor accessibility, and shortages in PCPs 

(Maier et al., 2017). NPs have become part of the solution to healthcare reform, as they 

are well situated and have the comprehensive skill set necessary to tackle these 

problems. Hospital readmissions and ED use represent two measures of healthcare that 

capture quality and health system performance (Halfon et al., 2006; Vashi et al., 2013). 

Understanding the role of NPs in preventing these common and costly events for 

patients with CCN can potentially provide innovative and sustainable solutions for the 

future.  
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BACKGROUND 

An NP “is an Advanced Practice Nurse [APN] who integrates clinical skills 

associated with nursing and medicine to assess, diagnose and manage patients in 

primary healthcare (PHC) settings and acute care populations as well as ongoing care 

for populations with chronic illness” (International Council of Nurses, 2020, p. 6). No 

longer just an emerging phenomenon, NPs have gained worldwide recognition for their 

contribution to healthcare systems. Many countries have introduced the role of NPs, in 

an effort to adopt innovative and sustainable healthcare delivery models (Maier et al., 

2017). The impact of NPs in primary care is well documented in the literature. One of 

the first randomized controlled trials demonstrating efficacy of NP care came from a 

Canadian study in the 1970’s, which compared the effects of substituting NPs for 

physicians in primary care settings (Spitzer et al. 1974). Similarities were found in 

patient satisfaction, patient health status, and healthcare cost efficiency. 

Although a positive reflection on the role of NPs, it is perhaps to the profession’s 

detriment that much of the research has emphasized physician replacement with NPs, or 

comparing physicians and NPs in their ability to improve patient outcomes (Bryant-

Lukosius et al., 2004). Confusion has amassed around the role of NPs, with their 

portrayal as “mini-doctors” and misconception of the medicalization of nursing (Côté et 

al., 2019; Kaasalainen, 2017). This idea of being caught between two professional 

paradigms has led to ambiguity amongst role expectations, on the part of NPs, other 

healthcare professionals, and the public (Côté et al., 2019). Confusion has amassed 

around NP role definitions, perpetuated by variability in implementation across regions, 

and threatened “scope creep” felt by neighboring professions (Kaasalainen, 2017).  
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Examining the impact of NP care from the perspective of the profession’s unique 

contribution requires an acknowledgement of the long history NPs have of working with 

the most vulnerable populations (Donald et al., 2010). NP impact on these populations 

has been linked to the holistic and person-centred approach underlying the profession 

and also owing the time and dedication NPs are able to devote to each patient interaction 

(Heale et al., 2018). For these reasons, NPs have continued to surface in the literature as 

effective PCPs for patients with CCN (Coppa et al., 2018; DesRoches et al., 2017; Jones 

et al., 2017; Trilla et al., 2018). When caring for patients with CCN, the impact NPs 

have on clinical targets and patient satisfaction have demonstrated considerable 

reduction in readmission rates and ED visits (Bonner et al., 2019; Coppa et al., 2018; 

DesRoches et al., 2017; Jones et al., 2017; Trilla et al., 2018).  

CCN are defined as health and/or social needs that emerge either in the presence 

of a condition or in the absence of any unifying diagnosis, and within the context of 

social, psychological, and developmental factors (Brenner at al., 2018). Diagnosis alone 

does not give meaning to the needs, as CCN are a reflection of disease stability and 

severity in combination with characteristics of the patient and the social determinants of 

health (SDOH). There is a consensus in the literature that CCN are a result of an 

interaction of disease states, medications, multifaceted treatment regimens, and patient 

related factors which create complexity in care modalities for patients, families, and 

clinicians (Grembowski et al., 2014; Parekh et al., 2011). This requires a shift from the 

previous “siloed” approach that concentrates on single condition linkage between 

treatment and need, towards one which is multidisciplinary and holistic in nature 

(Grembowski et al., 2014; Parekh et al., 2011). Primary care settings represent an 
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opportunity to identify these patients and their needs, while coordinating the 

individualized care required to meet their CCN (Parekh et al., 2011).  

Although patients with CCN have high rates of readmissions and ED visits 

(Billings & Raven, 2013; Parekh et al., 2011; Romana et al., 2020), their connection to 

primary care serves as a critical intervention point (Billings & Raven, 2013; Campbell & 

Ditkoff, 2020; Kim et al., 2018; Romana et al., 2020; van den Berg et al., 2016). NPs in 

primary care settings are well situated to identify these patients and provide the 

individualized care required of patients with CCN. Well documented in the NP approach 

is the consideration of the SDOH, and when examined within the context of healthcare 

utilization and cost, when NPs address these factors, it has resulted in decreased 

readmissions and ED visits (Georgiev et al., 2019). Similarly, through NP-led 

interventions targeted at identification of individuals at high-risk for readmission, 

patients are engaged in self-management of chronic disease and better care coordination 

has been established, resulting in decreased rates of readmissions (Kutzleb, 2015). The 

literature would suggest that involvement of an NP within the care plan of patients with 

CCN leads to a reduction in readmissions and ED visits (Bonner et al., 2019; Coppa et 

al., 2018; DesRoches et al., 2017; Jones et al., 2017; Trilla et al., 2018).  

Although past research provides evidence of quality of NP care, fewer studies 

examine the insights behind these variables. Understanding the role of the NP and the 

interactive process of care from the lens of patients, NPs, and physicians is a crucial 

component in learning about NPs’ unique contribution to patient outcomes, such as 

readmissions and ED visits. While qualitative studies exist, their focus has been on the 

single perspective of patients, NPs, or physicians on NP care. Few have examined all 
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three perspectives in one study, with the exception of Sangster-Gormley, Canitz et al., 

(2015). Among other findings, they found that patients were satisfied with the care they 

received from NPs, NPs were effective at collaborating with coworkers, and the 

structure of the relationships, including with physicians, appeared to be supportive of 

NP role integration. Examining the perspectives of these three stakeholders is important 

when determining the contribution of NPs within the healthcare system, particularly 

with the prevention of readmissions and ED visits for patients with CCN. Combating 

these healthcare challenges requires innovative solutions. NPs represent one of these 

solutions, and previous research has failed to explore the distinct contribution this 

profession can offer to help solve these healthcare problems. 

THE STUDY 

Aim 

As NPs are increasingly integrated into healthcare systems globally, 

understanding their role in combating prominent healthcare challenges of readmissions 

and ED visits is integral to finding innovative solutions. The aim of this study is to 

examine the role of NPs in preventing readmissions and ED visits among patients with 

CCN, from the perspective of patients, NPs, and physicians.     

Design 

A qualitative descriptive design was used as it allows for a rich descriptive 

summary of the phenomena under investigation without in-depth interpretation 

(Sandelowski, 2000). Often described as the least “theoretical” approach, qualitative 

descriptive methods draw from naturalistic inquiry, whereby something is studied within 

its natural state and without theoretical a priori.  
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Setting and Sample 

The setting for the study was a semi-rural Canadian province, located on the east 

coast. Within this region, NPs practice as Primary Healthcare NPs, with no 

specializations currently recognized. Purposive and snowball sampling methods were 

used. Participation was voluntary. Recruitment posters were displayed in a variety of 

clinics, shared on social media platforms, and emailed via professional organizations to 

their members. Recruitment occurred through voluntary response to recruitment 

advertisements by contacting the principal investigator (PI) through phone or email. 

Purposive sampling aimed for recruitment within a broad range of geographical 

locations and practice settings. Potential NP and physician participants were additionally 

recruited by performing an internet search of providers in the area. Once identified, a 

recruitment email was sent. All interested participants were provided with study details 

and expectations upon contacting the PI.  

Individuals qualified for the study if they met any of the three following 

inclusion criteria: (1) adults, aged 19 years, with CCN and who had experience with an 

NP as a PCP; (2) NPs working in primary care settings within the province, with 

experience caring for adult patients (aged 19 years or over) with CCN; or (3) physicians 

with experience (past or present) working with an NP in a primary care setting. Adults 

with CCN were defined as individuals with health and/or social care needs, with or 

without a recognized medical condition or diagnosis. CCN included the presence of 

multiple chronic conditions, mental health issues, medication-related problems, and/or 

social vulnerabilities. Sampling was capped when data saturation was reached. All 
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participants were given the option to be entered into a draw to win one of two $50 Visa 

gift cards.       

Data Collection 

Data was collected using individual, semi-structured interviews. Due to the 

COVID-19 pandemic, interviews were conducted by phone or Zoom platform. The 

interview guide was informed by research team member expertise and the literature 

review, without influence of existing theoretical frameworks to ensure data was 

participant driven (Milne & Oberle, 2005). Each interview lasted on average thirty 

minutes in duration.  

Ethical Considerations 

The study was approved by all relevant Research Ethics Boards prior to 

commencement. Verbal consent to participation and audio-recording of the interviews 

was obtained from each participant prior to each interview. Participants were reminded 

that their participation was voluntary, and they were free to withdraw from the study at 

any point.  

Data Analysis 

Interviews were transcribed by the PI and analyzed using Braun and Clarke’s 

(2006) six phases of thematic analysis. This includes (1) familiarizing oneself with the 

data; (2) generating initial codes; (3) searching for themes; (4) reviewing themes; (5) 

defining and naming themes; and (6) producing the report. Data analysis followed an 

iterative and inductive process which allowed for data collection and analysis to occur 

simultaneously, while ensuring themes emerged from the data. Data saturation occurred 
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after the twenty-third interview, with an additional interview conducted to ensure a state 

of redundancy had been reached. 

Rigour 

The present study adhered to Lincoln and Guba’s (1985) four criteria for 

trustworthiness in qualitative research to help ensure rigour. This included credibility, 

dependability, confirmability, and transferability. A study is considered credible when 

those with the same experiences find truth value in the findings reported and recognize 

the experience to be like their own (Connelly, 2016). To ensure confidence exists in the 

truth of the study, member checking was conducted to check for accuracy and resonance 

of findings among participants (Milne & Oberle, 2005). Each participant was emailed a 

summary of the findings and eight participants replied stating the findings resonated 

with them. Themes have also been reported with thick description of the data and 

inclusion of participant quotes to allow a reader to further evaluate credibility of the 

findings.  

Dependability refers to the research process and whether, if repeated, it would 

produce similar results (Connelly, 2016). Remaining consistent throughout the research 

process fostered dependability of the present study. Confirmability, a reflection of 

neutrality in the study’s findings, was enhanced by the practice of reflexivity (Connelly, 

2016). The PI practiced ongoing critical reflection, keeping a reflection journal and 

having debriefing meetings with members of the research team. The final criteria, 

transferability, is the extent to which the findings of a study have applicability within 

other contexts (Amankwaa, 2016). By including demographic data of participants, 
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readers are able to evaluate the extent to which results of the present study are 

applicable to other settings.   

FINDINGS 

A total of twenty-four participants were interviewed. This included seven adult 

patients with CCN, nine NPs, and eight physicians. Of the patient participants, two lived 

in rural communities, and the remaining five lived in urban settings. Five of the NP and 

physician participants had practices in rural communities, eleven practiced in urban 

communities, and one NP participant described practicing in both rural and urban 

communities. Of the seven patient participants, all but one currently had an NP as their 

PCP, the other had a physician as their PCP at the time of the interview, but previously 

had an NP.  

All NP participants practiced in the role of Primary Healthcare NP but worked in 

various settings with some also working for private companies or independently. NP 

practice settings included community health centres, urgent care centres, rural health 

centres, family practice clinics, and doctor’s offices. The number of years the NPs had 

practiced ranged from one to sixteen years. Physician participants all had experience 

working with an NP, with all but one having at least one NP in their practice setting. 

Physician practice settings included community health centres, family practice clinics, 

and primary care clinics. The number of years that physicians had been in practice 

ranged from three to thirty-two years.  

When describing their CCN, patients discussed issues around managing their 

chronic illness, mental health challenges, home care, transportation, work, and finances. 

When asked about number of visits to the emergency department in the last year, four 
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patient participants reported no visits and three reported one or more visits. The same 

question was asked about hospital admissions, four patient participants reported no 

hospital admissions and three reported one or more admissions in the last year. Table 1 

provides a summary of participant demographics. 

Through individual semi-structured interviews, the participants provided 

valuable insight of their perception of the NP’s role in the prevention of readmissions 

and ED visits. Three themes emerged from the data: (1) Multifaceted Role, (2) 

Approach to Care, and (3) Time as an Asset. Table 2 provides an overview of the 

themes and subthemes. These themes and subthemes were apparent across all three 

groups of participants (patient [PT], NP, and physician [MD]).  
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Table 1 

Participant Demographics 

Demographics Patients NPs Physicians 

Gender 
Female 
Male 

Age, in years 
< 50 
≥ 50 

Community Setting* 
Rural 
Urban 
Mixed 

Other HCPs at Clinic/Practice+ 
Yes 
No 

Years in Practice 
< 15 
≥ 15 

Current PCP 
NP 
MD 

Years with an NP as PCP 
< 10 
≥ 10 

ED Visits in the Last Year 
0 
>/= 1 

Admissions in the Last Year 
0 
≥ 1 
 

 
5 
2 

 
1 
6 

 
2 
5 
- 

 
3 
4 

 
- 
- 

 
6 
1 

 
4 
3 

 
4 
3 

 
4 
3 

 
9 
0 

 
3 
6 

 
3 
5 
1 

 
5 
4 

 
4 
5 

 
- 
- 

 
- 
- 

 
- 
- 

 
- 
- 

 
3 
5 

 
2 
6 

 
2 
6 
- 

 
5 
3 

 
3 
5 

 
- 
- 

 
- 
- 

 
- 
- 

 
- 
- 

Note. N = 24, representing patients (n = 7), NPs (n = 9), and physicians (n = 8). HCPs = healthcare 
providers; PCP = primary care provider; NP = nurse practitioner; ED = emergency department. 
*For patient participants, community setting represents location of residence. For NP and physician 
participants, community setting represents location of practice setting. 
+Participants described whether HCPs other than NPs or physicians were present within the clinic they 
attended (patients) or their practice setting (NPs and physicians). 
 



 

 

 

54 

Table 2 

Themes and Subthemes Generated from Participant Interviews 

      Theme       Subthemes 

1. Multifaceted Role  a. Educator 
b. Gatekeeper 
c. Navigator 
d. Collaborator 

2. Approach to Care a. Anticipatory Care 
b. Flexible and Adaptive 
c. Therapeutic Relationship 
d. Patient-Centred Care 
e. Holistic Care 

3.  Time as an Asset  

 

Multifaceted Role  

Participants described the NP’s role as being multifaceted, encompassing many 

domains required for the prevention of readmissions and ED visits for patients with 

CCN. Each role was different, yet interconnected with one another, each serving a 

distinct purpose in the spectrum of patient care. The subthemes, reflecting different 

roles, are Educator, Gatekeeper, Navigator, and Collaborator.    

Educator 

One of the most discussed roles of the NP was that of an Educator. Participants 

made note of not only the significance of providing patient education, but also how NPs 

are well positioned to fulfill this role. Education was considered a continuous process 

that began with early prevention strategies and continued into disease management, with 

the goal of preventing readmissions and ED visits. This process required engaging 
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patients in self-management strategies, and often required NPs to follow-up, evaluate, 

and re-educate to maintain patient health. As stated by one NP: 

I think of those with chronic lung diseases are often prompted numerous times 

with regards to proper use of inhalers, which ones, when, sequence to, and actual 

usage. Even though they have been told a number of times, we often have to do 

this again, to prevent hospitalization. The same is true with diabetics and meal, 

medication, and lifestyle management to keep them on track and focused. (NP1) 

Empowerment was frequently discussed in relation to the role of Educator. 

When NPs provide education, they equip patients with the knowledge and power to be 

partners in their own care. As one NP shared: 

When we empower them with knowing where to, where they can find services, 

how to access them. Then sometimes they you know, if they find themselves in a 

pickle they can, they can just sort of do it on their own. (NP9) 

Gatekeeper 

As a Gatekeeper, NPs were identified as patients’ primary access point to the 

healthcare system, serving as both the PCP and portal of entry to other services and 

providers. This role prevented readmissions and ED visits for patients with CCN as NPs 

not only took on patient care directly but acted as the Gatekeeper to specialists and other 

resources that patients would otherwise not be able to access without referral. Before 

having been assigned a PCP, two patients reported that they would access walk-in 

clinics or the ED for care needs including prescription refills, minor concerns, or 

diagnostic requests, such as bloodwork. An NP working in urgent care also described 

having seen this scenario. In these cases, these patients did not have a designated 
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provider monitoring their health and preventing complications. Additionally, to access 

specialist care, patients require a referral. PCPs are also required for follow-up and 

monitoring, a point that was made by an NP participant working in urgent care, as she 

was able to send patients to specialists, but if the patient was not followed by a PCP, 

there would be challenges for follow-up. One patient participant described the period 

before their NP took them on as a patient, “I couldn’t go see him [referring to 

cardiologist], so I didn’t see him the entire time I didn't have family doctor, because you 

have to have a referral to go to a specialist, right?” (PT4).  

Navigator 

The role of Navigator was a natural continuation from that of Gatekeeper. As a 

Navigator, readmissions and ED visits were prevented as NPs guided, directed, and 

advised patients and families while they maneuvered through the healthcare system. To 

some patients, the healthcare system was considered complex and often daunting, only 

made more challenging by the complexity of their care needs and involvement of 

multiple care providers. Although interprofessional collaboration was considered 

essential, it required “someone that helps you navigate through all the system” (PT1) to 

reduce confusion and direct care appropriately.   

As a Navigator, NPs also helped patients identify resources within the 

community, which they may not have been aware of otherwise. This awareness of 

alternative resources was considered essential in diverting unnecessary ED use. 

Similarly, patients described the navigational advice and guidance of their NP as 

positively impacting their disease trajectory and therefore keeping them out of hospital. 

“For the most part, you know, her steering me in the right direction is, has pretty well 
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kept me on track” (PT6). Physicians regarded this role as similar to their own, “I think 

we play a very similar role in that sense in terms of you know, helping manage the 

patient or, or help them to navigate the, the um, healthcare system” (MD1). 

Collaborator 

A number of participants referred to the key role of Collaborator when 

describing NPs. It became apparent from the interviews that collaboration with other 

healthcare professionals is vital in the prevention of readmissions and ED visits for 

patients with CCN and often the foundation to the NPs fulfilling the other roles 

previously discussed. It was acknowledged by NPs and physicians that complexity was 

becoming the standard, as CCN were increasingly prevalent, and this was best 

approached collaboratively. Within this role, NPs also collaborated with patients by 

involving them in the care plan and respecting patient autonomy. 

As a Collaborator, NPs consulted and worked alongside other healthcare 

professionals and community resources, such as specialty physicians, pharmacists, 

extramural services, and other allied health professionals. Effective collaboration 

necessitated communication and professional relationships. For example, one NP shared 

that: “I had an actual lower rate of hospital readmission, lower rate of you know, visits 

to ER [emergency room] than the standard rate. And what I attribute a lot of that to was 

my relationship with the extramural nurses” (NP5). 

The role of the Collaborator demonstrated that NPs do not work in silos. The 

prevention of readmissions and ED visits required that NPs have access to other 

providers in either close physical proximity, or through virtual communication 

strategies. Although generally collaboration between NPs and physicians was viewed as 
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a reciprocal relationship, with each profession offering unique expertise, at times 

physicians felt burdened by the expectations of this dynamic. As one physician shared: 

“It ends up putting more work on me without taking any of my work away. Which is 

more challenging” (MD7). 

Approach to Care 

The theme Approach to Care refers to the necessary skills and considerations 

that were required in the prevention of readmissions and ED visits for patients with 

CCN. Throughout the interviews, participants not only commented on the role of the 

NP, but also the Approach to Care that informed the role. This theme has five 

subthemes: Anticipatory Care; Flexible and Adaptive; Therapeutic Relationship; 

Patient-Centred Care; and Holistic Care. 

Anticipatory Care 

Although nearly every NP and physician participant commented on the reality 

that readmissions and ED visits cannot be completely prevented, the idea of 

Anticipatory Care was a common thread. This approach to care required NPs to have 

enough foresight to anticipate and prevent problems before they arise, and then to 

implement a plan of care. In doing so, patients felt a sense of reassurance and were 

better able to problem-solve on their own. As one NP shared: 

And sort of trying to you know, put a plan in place. You can't alleviate all fears, 

you can't do that, but maybe if they know that they have somewhere to go or 

somebody to phone or a plan in place or whatever helps them sort of know what 

to do, you know. Breathe in, breathe out, what are we going to do. (NP5) 
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Anticipatory Care not only involved anticipating problems related to the 

patient’s CCN, but also applied the principles of primary prevention. This meant getting 

patients “caught up” after being without a PCP for some time, as well as “staying on top 

of things” to prevent problems before they arose. Anticipatory Care required frequent 

follow-up, something that was considered a requirement for patients with CCN. 

Frequent follow-up helped to prevent complications from disease progression, leading to 

readmissions and ED visits, which is supported by the following statements from a 

participating NP: “When you see your patients regularly. So, patients with complex 

health care, if you have routine, regular follow-ups with them, huge decrease in ER 

visits and in, in admissions as well” (NP9). 

Flexible and Adaptive 

Being Flexible and Adaptive as an approach in the prevention of readmissions 

and ED visits necessitated short and long-term changes made by the NP depending on 

the CCN, setting, or resources available. Being Flexible and Adaptive often meant the 

NP found ways to overcome barriers to care and adjusted the plan of care to the 

individual situation. NPs described situations requiring an adaptable care plan that was 

informed by the anticipation of individual patient needs, which is supported by the 

following statement from an NP:  

[recounting patient interaction] “you know, my sugar was high last night, I think 

I'll go over to urgent care and get a shot of insulin”. So, I said “no let's do 

something different, you go home and take your sugar so we know what it is 

now, and then we can look at what, what we can do for your insulin and not have 
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to go to the emergency room or urgent care” … So, we came up with a plan after 

that. (NP2)  

Being Flexible and Adaptive was dependent on NP factors, such as expertise and 

skill set, as well as external factors, such as availability of resources. Depending on 

these factors, some NPs found they were limited in what they could do to divert ED 

visits. Other NPs described a requirement to be resourceful to accommodate for 

accessibility concerns, which appeared most prominent within rural settings. Embracing 

their role as one that required a level of flexibility and adaptability meant in some cases 

taking additional courses and being aware of the SDOH within their patient population.  

I'm doing as much as I can possibly do for them, especially in my um, my rural 

setting because a lot of people have transportation issues and sometimes will 

refuse to see certain specialties depending on how far they have to drive. So, if 

there's no services offered up there, then my scope has to get a little bit wider 

based on what their needs are. So, I try and keep as much stuff in-house. (NP6) 

Participants often spoke of accessibility to care as a factor in the prevention of 

readmissions and ED visits, and how NPs played a role in this. However, access, by 

itself, was not the sole solution, as accessibility also required the NPs to be 

accommodating. Accessibility was therefore improved by the ability to be Flexible and 

Adaptive. This is supported by the following statement from a participating NP: 

Sometimes if they call and we're all booked up and we don't really have time, 

sometimes we’ll sneak them in you know. Or we'll do a little extra or. So, we do 

try to, we try to keep the schedule flexible for those patients or if it's not flexible 

we will try to accommodate them somehow. Sometimes it's just maybe having a 
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little conversation that'll tie them over till then, till next week when we can see 

them, right. So, then they're not accessing the ER over the weekend or on the 

evening. (NP9) 

Therapeutic Relationship 

The establishment of a Therapeutic Relationship between the patient and NP was 

viewed as a relationship founded on communication, support, trust, and confidence. It 

appeared that not only having a care provider who was accessible, but also one that the 

patient could trust and felt comfortable with was pivotal in forming a Therapeutic 

Relationship. This relationship played a role in preventing readmissions and ED visits 

by allaying fears and building trust, which was fostered through open communication 

channels and a non-judgmental approach.  Participants described how fear played a role 

in perceived ability to manage CCN at home, often resulting in readmissions or ED 

visits due to poor coping skills. Having a provider that was approachable and could 

dispel some of those fears helped to bring calm during moments of crisis. 

Foundational to the building of this Therapeutic Relationship between the NP 

and patient was the creation of a space free of stigma and judgement. A safe space 

without stigma positively impacted likelihood of follow-up care and resulted in 

improved health outcomes. As stated by one physician participant: 

So, having a safe space where people don't feel stigmatized and can come in and 

easily access the care that they need, that’s so critical. And you know a lot of that 

is the setup of a clinic and the, the mind frame of the team working in that clinic 

setting. But I find that nurse practitioners in general have a much better rapport 

than a lot of medical doctors. (MD2).  



 

 

 

62 

Patients also maintained that to feel supported and listened to, they needed to 

feel like they were not being judged, as demonstrated by the following patient 

statements: “she doesn't make me sound like she's not believing me or anything” (PT1) 

and “I wasn’t judged at all, just supported” (PT4). By being free to express their 

concerns openly with their NP, patients felt respected and this kept them out of hospital 

and the ED, as they were more apt to seek and trust the care from their NP.  

The creation of a strong Therapeutic Relationship occurred when patients did not 

feel intimidated and, as a result, were able to approach their NP about any subject, 

further establishing trust and confidence in the care they received from their NP, 

ultimately preventing readmissions and ED visits. As demonstrated by this patient: “I 

mean I'd run things by her before I’d ever walk into an urgent care or emergency 

department, that’s for sure” (PT1). MDs and patients commented on the NPs’ approach 

as one being less intimidating compared with physicians, “they’re maybe a little, little 

less intimidating than physicians” (MD3), and this was a factor in alleviating fear for the 

patients. Eliminating fear and intimidation served to open up communication channels 

and improve patient coping abilities. The following patient quote is an example of this:   

I think the relationship is really good. It, it’s open. I don’t feel intimidated 

talking to her at all. Um, she listens. She gives great advice. She takes her time. 

And I don't ever feel rushed, or ever feel that I’m not being heard. And um, I feel 

I can trust her more than any physician I've ever seen. (PT1)  

Patient-Centred Care 

Patient-Centred Care emerged as a subtheme when participants described care 

that was responsive to individual patient preferences and values. Having a patient-
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centred approach to care was fostered by the building of a Therapeutic Relationship, and 

further enhanced by involving the patients as decision makers. NPs and patients 

described the importance of this partnership, which required accepting patient choices 

and understanding them in the context of each individual patient interaction. This 

allowed the NPs to prevent readmissions and ED visits by having realistic goals and 

appropriate individualized plans of care in place. “You have to look at the person in 

front of you and accept, and know all of those particular things about them. And treat 

them in the context of what they're willing to do, what they're able to do” (NP9).  

Patient-Centred Care involved “digging deeper” and exploring the why of 

patient decisions and values. By doing this, NPs were able to understand and support 

patients with decisions they felt comfortable with, as shared by this patient: “And I feel 

like I have a support system in place now that understands. You know, like my feelings 

about my, my health” (PT1). Patients had autonomy in their care, and it was felt that this 

approach prevented unnecessary procedures, hospitalizations, and ED visits as they felt 

comforted in the level of care they were receiving and believed it was a reflection of 

their own preferences and values.  

Holistic Care 

Holistic Care was discussed by participants as an approach that meant “not just 

strictly making a diagnosis, but putting it into the perspective of the person's life” (NP2). 

Having a holistic approach meant incorporating the physical, psychological, and 

spiritual dimensions of the patient in the provision of care, while considering social 

factors and cultural preferences. This was felt to contribute to the prevention of 

readmissions and ED visits, as NPs considered the many driving forces impacting 
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patients’ health status and care. Holistic Care meant taking into consideration the 

“whole picture” (NP3) and allowing NPs to gain insight into broader factors which 

might lead patients to being readmitted to hospital or present to the ED.  

NPs reflected on how this approach was rooted in their nursing background, 

which was a sense of pride for them, distinguishing the nursing model from the medical 

model. This background and approach were foundational for NPs to address the SDOH. 

It was often acknowledged by NP and physician participants that disparities in the 

SDOH are associated with poor coping and high system use, and that understanding 

these mechanisms is essential to preventing readmission and ED visits. As shared by the 

following NP:  

A lot of our patients just don’t have a phone… A lot of times they, their support 

systems, or their support network in the community is, you know, they just don't 

have one and so they go home and they're kind of back in the setting that they 

went before going to the hospital and maybe they didn't, you know have the 

meds, or money to buy their medications, maybe they didn't have anybody to 

support them with their treatment plan. (NP7) 

Patient participants acknowledged this approach as a reflection of the 

thoroughness or intensity of the care they received, and were highly satisfied with the 

level of care provided by their NP. This was reflected in the following patient quotes: 

“She knows everything about you and she just, I don't know. I don't think I would have 

got the same intense care that I would have got with just a family doctor” (PT1) and “I 

find she does more for me. She really checks me out, like she, she doesn’t fool around” 

(PT7).  
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Time as an Asset 

The third, and final theme, Time as an Asset, emerged as participants 

continuously remarked on the amount of time NPs were able to devote to each patient 

encounter, and how this prevented readmissions and ED visits through thorough and 

comprehensive care with each appointment. For varying reasons, it was brought forward 

from discussions with participants that NPs generally spend more time with each 

patient. NP and physician participants credited this ability to spend more time with each 

patient to the remuneration structure: “[NPs] takes more time with the patient as 

somebody who's salaried” (MD4) and practice size: “we usually have less time, because 

the NPs are allowed to see fewer people than we are in a day, like the expectations are 

lower for quantity and practice size” (MD7). Time was also something believed to be 

inherent to the NP approach “I think people traditionally see nurses as more caring and 

having more time to spend with them” (MD3). 

Spending more time with the patients allowed NPs to be thorough and unravel 

patient complexities, thus an asset in the prevention of readmissions and ED visits. Time 

also appeared to be at the discretion of the NPs, who were able to dictate appointment 

length depending on complexity. This is demonstrated by the following NP quote. 

“Some of my just really complicated patients, whether they're seniors or not, you know, 

I have a list of when they're booked, they’re to be booked a double appointment, just so 

we have that extra time” (NP7). Patients acknowledged the amount of time they spent 

with their NP and reflected on how this helped to build a stronger Therapeutic 

Relationship. As shared by one patient: 
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It didn’t feel like if I were sharing about my health with our practitioner that I 

was imposing on her and that time was of the essence. Now I'm, I’m polite 

enough to, to understand that time is of the essence and I wouldn't do that to 

anybody anyway. But you know, it, it kind of makes you, you nervous if you, if 

you feel rushed. (PT4) 

Time as an Asset also came forward in the provision of Holistic Care and the 

NP’s ability to consider the SDOH. By offering patients more time, it was believed that 

NPs were able to dig deeper into social factors, which were believed to be a large 

contributing factor to readmissions and ED visits. As shared by one physician, “social 

stuff is not easier with physicians. It tends to be with NPs because they’re expected to 

have more time” (MD7).  

DISCUSSION 

The findings of this study revealed three major themes and a number of 

subthemes which help to better understand the role of NPs in preventing readmissions 

and ED visits for patients with CCN. The first theme, Multifaceted Role involved NPs 

taking on the roles of Educator, Gatekeeper, Navigator, and Collaborator as they were 

the patients’ portal of entry into the healthcare system, provided referrals as necessary, 

engaged patients in self-management, and worked as part of interprofessional teams. 

The second theme, Approach to Care, refers to the considerations required as a 

foundation to the role of the NP. Five subthemes emerged, Anticipatory Care; Flexible 

and Adaptive; Therapeutic Relationship; Patient-Centred Care; and Holistic Care. The 

final theme, Time as an Asset, reflected the participants’ comments on the length of time  
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NPs were able to devote to each patient interaction. The findings of this qualitative 

study demonstrate that participants not only emphasized the different roles NPs must 

assume in the prevention of readmissions and ED visits for patients with CCN, but they 

also recognized that these roles require a particular approach to care.  

In general, the findings demonstrate the intricacies in care required for patients 

with CCN. As CCN emerge due to a misalignment between patient need and ability of 

healthcare systems to support those needs, complex adaptive systems are required that 

acknowledge the dynamic interaction between all influencing contextual factors 

involved (Grembowski et al., 2014). Solutions to bridge this need-service gap are 

therefore best achieved by considering factors such as the SDOH and healthcare policy. 

It was evident from discussions with all groups of participants that the NP’s role hinged 

on this broader consideration, and this informed much of their resulting actions and 

roles.  

The roles of Navigator and Collaborator were reflections of the complexity of 

care required and the vulnerabilities of patients. These roles demonstrate that NPs work 

most effectively as part of a team, utilizing available resources and professionals to 

further bridge the need-service gap that results from CCN. Research has demonstrated 

that siloes of care are ineffective for patients with CCN and contribute to overutilization 

of healthcare services (Grembowski et al., 2014; Parekh et al., 2011). Interprofessional 

collaboration has been frequently discussed in the literature as it relates to improved 

patient outcomes and the prevention of readmissions and ED visits for patients with 

CCN (Bonner et al., 2019; Jones et al., 2017; Trilla et al., 2018). NP-directed care 

specifically in collaboration with other providers has demonstrated improved patient 
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education and resulted in at least 18% decrease in 30-day readmission rates and 

hundreds of thousands of dollars in healthcare cost savings (Kutzleb, 2015). 

Involvement of NPs in co-management home-based primary care programs for patients 

with CCN has demonstrated lower annual hospitalization rates (1.26 vs. 2.27, p = .005) 

and reduced 30-day readmissions (5.8% vs. 17.2%, p = .004) when compared with pre-

enrollment data (Jones et al., 2017).  

In a study by Jones et al. (2017), co-management involved an intervention which 

utilized both NPs and physicians in the care of clinically complex patients, with both 

professions being responsible for certain aspects of care. Interestingly, data from that 

research has demonstrated that co-management produced higher levels of provider 

satisfaction, as physicians felt “much” or “somewhat” less burdened when working with 

an NP (Jones et al., 2017). This differs from the findings of the present research, which 

found physicians at times felt the collaborative relationship was one-sided and this can 

perhaps be attributed to the structure of the arrangement between the NP and physician. 

It appears that the clinic setting and arrangement of the collaborative practice plays a 

significant role in whether or not providers feel reciprocity, or alternatively, added 

workload. Physicians may therefore be hesitant to support collaborating NPs depending 

on physical or professional barriers. Literature that evaluates physician perceptions of 

NPs suggest that physicians who work with an NP have a better understanding of their 

scope of practice and believe NPs enhance care and improve access (Kraus & DuBois, 

2016). Although physicians generally refer to NPs in positive terms, concerns regarding 

threats to physician status, including job and financial security and NP capabilities, 

cannot be ignored (Wilson et al., 2002). Researchers have demonstrated the importance 
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of identifying these barriers to NP role implementation, with educational interventions 

aiding in greater understanding and acceptance of NP roles (Wilson et al., 2002).      

The luxury of time spent for each patient interaction is a finding that has 

considerable mention in the literature (Barratt & Thomas, 2019; Côté et al., 2019; Heale 

et al., 2018). The findings of the present study revealed that NPs did not practice the 

“one complaint per visit” approach, as they actively sought to dig deeper and explore the 

why behind patient decisions and values. It was felt that NPs had more freedom around 

length of appointments and did not have the same pressure as physicians to see as many 

patients in a day, a finding that has been found to be in contrast to some published 

literature (Côté et al., 2019), although not all (Heale et al., 2018). Previous research 

from Canada has demonstrated that not all NPs have control over length of visits or 

number of appointments scheduled per day, often leaving them to feel overwhelmed 

with caseload-pressures similar to that of physicians (Côté et al., 2019; Heale et al., 

2018). Although this research is also from Canada, different models of primary care 

delivery across provinces may explain these differences. It has been noted that when 

NPs determine length of appointment and frequency of follow-up themselves, it is 

believed that patient concerns can be addressed adequately and patients have better 

control of their conditions (Heale et al., 2018). 

While the Approach to Care represents the brick and mortar to the NP’s role, the 

foundation was built upon Time as an Asset. In the present study, time was considered 

an asset that allowed NPs to consider the “bigger picture”. Interestingly, previous 

research has cited the importance of the NP’s ability to create the impression of time  
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rather than actually extend appointment length (Barratt & Thomas, 2019). Even when 

time is constrained, portraying a sense of time led to more detailed consultations and 

patients did not feel rushed through their appointments. This is a finding that resonates 

with the present study, as the NP’s entire Approach to Care was centred around this 

impression of time. Whether or not NPs were able to provide the extra time, they created 

a space where patients felt they got what they needed. Being Flexible and Adaptive was 

particularly important in this equation, as NPs adjusted, juggled, and rearranged 

schedules to accommodate patients, while also building on their own scope of practice 

to improve accessibility and availability of resources. 

While more time translated to less pressure, it also conveyed a feeling of support 

as patients frequently praised the “thoroughness” of their NP. This is a significant 

finding that has been documented by other research demonstrating that patients place a 

high value on the personal attention and level of involvement NPs provide to patient 

care (Sangster-Gormley, Griffith et al., 2015; Thrasher & Purc-Stephenson, 2008). 

While evidence of patient satisfaction with NP care is well documented in the literature 

(Sangster-Gormley, Griffith et al., 2015; Thrasher & Purc-Stephenson, 2008), findings 

from this study suggested that patient satisfaction was fostered not only by the amount 

of time they spent with their NP, but also their accessibility and therapeutic relationship.  

NPs have generally been integrated into healthcare systems as vehicles to 

improve accessibility (Maier et al., 2017). However, this study demonstrated that 

accessibility is complex and requires several factors be in place for it to be improved.  
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Accessibility is increased by ensuring an approach to care that is Flexible and Adaptive, 

and by building a Therapeutic Relationship. These factors were considered 

critical as part of the equation to preventing readmissions and ED visits. As with this 

study, past research has found NPs conveyed trust and safety by demonstrating a 

respectful and flexible approach that satisfied patient needs of accessibility (Eriksson et 

al., 2018). What the present study further uncovered was that this led to the formation of 

a Therapeutic Relationship, whereby patients felt not only supported and listened to, but 

free of judgement. Anticipated stigma by healthcare workers has led patients to avoid 

healthcare encounters, delaying necessary routine and urgent care (Chin & Armstrong, 

2019). Other research has also demonstrated that while working with vulnerable 

populations, NPs have adapted their practice to recognize the burden of health and social 

disparities, while being mindful of how judgement challenges therapeutic relationships 

(Heale et al., 2018).  

Limitations 

A limitation of this study is that it was conducted in a small semi-rural Canadian 

province. Transferability of the findings to larger metropolitan centres or more rural and 

remote areas may therefore be limited. Sampling considerations, specifically the sample 

of patients with CCN, is another limitation as all but one of these participants currently 

had an NP as their PCP. Although a purposive sampling technique was used to try to 

recruit participants from different geographical regions and socio-economic 

backgrounds, this could have been enhanced by inclusion of patient participants who 

have past experience with an NP as a PCP but were cared for by a physician at the time 

of the study. Interviews with patient participants often consisted of immense praise for 
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their NP, a subjective finding which may contribute to, or alternatively, misrepresent 

findings. Although, it should be stated, that all patient participants did have experience 

with a physician as a PCP at some point in the past.  

Recruitment of patient and physician participants was another limitation, as these 

groups were more challenging to recruit compared with NPs. The originally intended 

purposive sampling method was not as successful for these groups, and remaining 

participants were recruited through snowball sampling methods. This led to less 

diversity in the sample population and a potential for sampling bias, given that their 

experiences, clinic set-up, and community settings would have been similar to other 

participants who referred them to the study. Another limitation of sample diversity may 

be that all NP participants were female. However, this is a female dominated role, with 

93% of practicing NPs within this region reported to be female in 2019 (CIHI, 2020). 

The use of both hospital readmissions and ED visits as preventative metrics to 

explore the role of NPs may be considered another limitation. Although both facets are 

representative of health system performance and quality of care, combining them in a 

qualitative study could perhaps serve to underestimate the role of NPs in the prevention 

of each facet individually. Some participants were inclined to speak clearly about each 

component, however, more often they were referred to in a more general sense, which 

may not serve to understand any intricacies required to prevent readmission or ED visits 

independently. This is perhaps an area for future research. 

CONCLUSION 

Deployment of NPs in primary care has been a successful strategy for increasing  
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access to care, with abundant evidence demonstrating the quality of care and cost-

effectiveness of NP care. The purpose of this research was to examine the role of NPs in 

the prevention of two prominent healthcare issues, readmissions and ED visits for 

patients with CCN, from the perspective of patients, NPs, and physicians. Findings from 

this study support research demonstrating the role NPs play in the prevention of 

readmission and ED visits for patients with CCN. This study revealed the multifaceted 

nature of the NP’s role combined with an approach to care that involves anticipating 

needs, being flexible and adaptive, forming a therapeutic relationship, and providing 

patient-centred care. Additionally, time was considered an asset intrinsic to the NP 

approach.  

This study provides further insight into the role of primary care NPs from a 

qualitative standpoint. New offerings from this study are perhaps most highlighted by 

the contribution of three distinct perspectives: patients, NPs, and physicians. The role of 

NPs has been overshadowed by comparison to physicians, limiting utilization of this 

distinct profession and blinding insight into what NPs uniquely offer the healthcare 

system. This study has uncovered additional opportunity to leverage the profession for 

broader benefit – the prevention of hospital readmissions and ED visits for patients with 

CCN.    
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CONCLUSION 

This section includes a summary of the thesis manuscript, followed by a detailed 

overview of how ethical considerations were addressed and rigor in qualitative research 

was achieved. This chapter concludes with a discussion of the strengths and limitations 

of the research, followed by recommendations for future research and practice.  

Summary of Thesis Manuscript 

This research project has been completed in partial fulfilment for the degree of 

Master of Nursing at the University of New Brunswick (UNB). The completed study is 

original work that I (Kaitlyn Assadpour) have completed, under the direct supervision of 

Dr. Shelley Doucet and Dr. Alison Luke. This project was approved by the Research 

Ethics Boards at UNB and Horizon Health Network in September 2020, prior to 

beginning the research study. The final thesis is presented in an article-based format to 

encourage prompt preparation of the findings for publication after completing the 

defense. One publishable article is included in this master’s thesis, titled The Role of 

Nurse Practitioners in Preventing the Revolving Door of Readmissions and Emergency 

Department Visits Among Individuals with Complex Needs. 

A review of the literature was performed prior to the completion of the current 

study to identify existing research on the phenomena of interest. After an extensive 

review of the literature, no original work was discovered that examined the role of nurse 

practitioners (NPs) in preventing readmissions and emergency department (ED) visits 

for patients with complex care needs (CCN), from the perspective of patients with CCN, 

NPs, and physicians.  
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Within the literature, research exists that evaluates the impact of care provided 

by NPs by using the outcomes of readmissions and ED visits, and this has been studied 

within the context of patients with CCN. Three studies stood out that demonstrated 

lower utilization rates of hospital services for patients with CCN, including readmissions 

and ED visits for care that was provided by NPs (Coppa et al., 2018; Jones et al., 2017; 

Trilla et al., 2018). Although results of these studies revealed considerable decreases in 

readmissions and ED visits for patients with CCN, these have limited application in 

general primary care settings due to specific utilization of home-based NP models of 

care or interventions.  

While the literature review revealed abundant evidence regarding the quality of 

care provided by NPs, without adequate knowledge of the NP role it is challenging for 

other professionals and healthcare systems to support the integration of NPs into 

practice (Sangster-Gormley, Canitz et al., 2015). Despite this, NPs are becoming 

increasingly integrated into healthcare systems, thus examining their role as it relates to 

more specific healthcare challenges is perhaps a way to determine how to deploy this 

profession to tackle prominent issues. The current research sought to better understand 

the following research question: What is the role of nurse practitioners in preventing 

hospital readmissions and ED visits among patients with CCN? 

A qualitative descriptive design was used for the research study (Sandelowski, 

2000). Individual interviews were conducted with seven patients with CCN, nine NPs, 

and eight physicians, all within the province of New Brunswick. Interviews were audio-

recorded and transcribed by the principal investigator (PI). Thematic analysis was used 

as the method of data analysis (Braun & Clarke, 2006).  
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Three major themes emerged from the data, each with a number of subthemes. 

The first theme, Multifaceted Role included the subthemes Educator, Gatekeeper, 

Navigator, and Collaborator. The second theme, Approach to Care, included the five 

subthemes Anticipatory Care, Flexible and Adaptive, Therapeutic Relationship, Patient-

Centred Care, and Holistic Care. The final theme was Time as an Asset. The themes and 

subthemes were apparent across all three groups of participants (patients, NPs, and 

physicians) and valuable insight was gained from interviews with participants. 

To summarize the findings, the role of NPs was not only multifaceted but 

required a particular approach to care and time as an asset to prevent hospital 

readmissions and ED visits for patients with CCN. Participants described these roles, 

highlighting the fact that each role differed in terms of patient care responsibilities or 

actions taken by the NP. The roles of Educator, Gatekeeper, Navigator, and 

Collaborator were distinct yet interconnected, each functioning to serve a separate 

purpose in the prevention of readmissions and ED visits, but building on one another in 

their contribution to patient care. The Approach to Care provided further insight into 

how the NPs fulfilled these roles and the considerations required in the care of patients 

with CCN. Participants shared stories, experiences, beliefs, and encounters that provided 

rich insight into their perception of the approach NPs took and how this prevented 

hospital readmissions and ED visits. This approach included (1) Anticipatory Care, 

which described preventative actions and anticipation of patient need; (2) being Flexible 

and Adaptive, an approach that required short and long term changes and adjustments in 

care modalities to accommodate patients; (3) Therapeutic Relationship, the forming of a 

patient-NP relationship fostered on communication, support, trust, and confidence; (4) 
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Patient-Centred Care, acknowledgement of the patient as a partner in care and being 

responsive to individual patient preferences and values; and finally (5) Holistic Care, 

best described as not just making a diagnosis, but putting it into the perspective of the 

individual’s life. The final theme Time as an Asset emerged out of participants 

continued reflections on the amount of time NPs were able to devote to each patient 

encounter and the feeling of not being rushed. This final theme was foundational to each 

of the other themes, removing the aspect of pressure the patients felt in their interactions 

with NPs and allowing NPs to dig deeper into individual CCN. 

Ethical Considerations 

All researchers have an obligation to ensure participants feel comfortable and 

safe during the research process. Ethical considerations are fostered around the 

principles of beneficence and non-malfeasance. In this study, this was achieved through 

independent, yet interwoven strategies to do good and to do no harm. Beginning with 

informed consent, each participant was made aware of the exact purpose of the study 

and participant expectations prior to taking part in the study. Participants were informed 

that participation was voluntary and that they could withdraw their consent at any time, 

without consequence. Potential participants were provided with the consent form 

(Appendix A) through email in advance of the scheduled interview date and were asked 

to review the document and note any questions or concerns. The consent form was then 

reviewed again with participants at the beginning of the interview, and their audio-

recorded verbal consent was obtained only once the participant felt they had been 

provided with enough information to proceed. All interviews were conducted through 

secure telecommunication methods (i.e., phone or Zoom platform) of the participants 
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choosing at a date and time convenient for them. Participants were encouraged to choose 

a date, time, and location that allowed for privacy and the PI also selected a location that 

ensured confidentiality while conducting the interview. The interview guide was 

designed with questions that would not be distressing to participants, but participants 

were aware that participation was voluntary and they could decline to answer any 

question they chose. None of the participants withdrew from the study or declined to 

answer any of the questions. 

Security on video platforms was maintained by taking steps to ensure 

confidentiality, such as creating a unique interview link for each participant that was 

password protected, and the waiting room feature was activated so that the PI could 

allow only the participant into the meeting room. To ensure the confidentiality of 

participants, all information collected was securely stored on a password protected and 

secure OneDrive of the PI. Following each interview, audio recordings were moved to 

the secure location and deleted from the original recording device. Any paper notes 

written during the interview were immediately transcribed and securely stored, with 

hard copies shredded. Each participant was assigned a unique identifier and during the 

transcription process all data was de-identified. Any quotes used have been presented 

anonymously (e.g., PT1, NP1, MD1) and without information such as locations or 

participant examples which might be identifiable. Data collected for the purpose of the 

$50 VISA gift card draw (i.e., name and phone number/email address) was stored in a 

document in a different file location from study data, but still within the PI’s secure 

OneDrive. Participants were informed of the steps to safeguard their contributions and 

that data collected was used solely for the purposes of the study. Data gathered was 



 

 

 

88 

shared only with members of the PI’s supervisory team, and this was done through 

password protected links to the files within the PI’s OneDrive. Ethics approval for this 

study was obtained from the Research Ethics Boards at UNB and Horizon Health 

Network. Data will be stored for seven years on a secure UNB network, at which time it 

will be destroyed. Dr. Shelley Doucet, the PI’s supervisor, will act as the data custodian 

during this time.              

Rigour in Qualitative Research 

This section will expand further on the rigour and resulting trustworthiness of the 

present study. Lincoln and Guba’s (1985) four criteria for trustworthiness in qualitative 

research were used to evaluate rigour. This includes credibility, dependability, 

confirmability, and transferability. Beginning with credibility, or the truth value of the 

findings; this is directly related to the study’s purpose (Milne & Oberle, 2005). This 

study was intended to understand the role of NPs in the prevention of readmissions and 

ED visits among patients with CCN. As such, the ability to portray this required 

participant input that was authentic and accurately represented. To achieve this, a 

qualitative descriptive method of data collection (Sandelowski, 2000) and Braun and 

Clarke’s (2006) six steps of thematic analysis were adhered to. Interviews were guided 

by the use of a semi-structured interview guide, allowing for enough flexibility through 

open ended questions and prompts to probe deeper into the meaning of participant 

responses (see Appendix B and C for patient and NP/physician interview guides, 

respectively). Participants had the freedom to speak and be heard. Member checking 

was a further step to enhance credibility and ensure the findings resonated with 

participants (Milne & Oberle, 2005). I also used my supervisory team as a source of 



 

 

 

89 

support and knowledge throughout the process, and given their extensive qualitative 

research experience, they offered mentorship that aided in the present study’s 

credibility. 

Dependability is a reflection of the research process, and suggests that if the 

study were repeated, it would produce similar results (Connelly, 2016). Although 

significant variation between people and contexts exists, the dependability of a study is 

determined by a research process that is consistent, with results that can be reproduced if 

carried out by another researcher in the same manner. To enhance dependability of the 

present study, a consistent approach to data collection and analysis was followed and an 

audit trail was kept to log research decisions and processes. Consistency was maintained 

throughout recruitment by the use of standardized email correspondence that was sent to 

potential NP and physician participants to invite individuals to take part in the study and 

a standardized recruitment poster (see Appendix D for both). The standardization of 

recruitment material and the recruitment process ensured a consistent, and dependable 

approach. Interviews also followed a consistent approach, as mentioned were conducted 

with the use of a semi-structured interview guide. Data collection and analysis occurred 

simultaneously in an iterative and inductive manner. All research activities were 

documented in a process log, as this is a recommended step to enhance dependability 

and track methodological processes over time (Connelly, 2016).  

The neutrality in the study’s findings, and resulting confirmability, is always a 

critical consideration in qualitative research but was particularly important as the PI is 

presently an NP student and did not want to impart preconceived beliefs or ideas on the 

findings. Steps to ensure confirmability were similar to those of dependability, such as 
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the creation of an audit trail as a means to ensure transparency (Connelly, 2016). A 

reflection journal was kept throughout the research process as a means to document key 

revelations that were data driven; this included observational notes immediately 

following interviews, notes during the transcription process, and key findings during 

data analysis. Reflexivity as a way to strengthen confirmability was practiced by taking 

the steps just mentioned, as well as by engaging in dialogue with my supervisory team 

throughout the process (Connelly, 2016). This helped to develop complementary and 

divergent understandings of the data, as well as reveal any beliefs or perspectives I may 

have been imposing on the data (Amankwaa, 2016). 

The extent to which the findings of the present study will have applicability to 

other contexts is assessed through transferability, and this was achieved by telling a 

story with enough descriptive data to paint a vivid picture in the mind of the reader 

(Amankwaa, 2016). The virtual nature of data collection limited the ability to gather 

certain observational details such as non-verbal cues for participants who opted for 

phone interviews or use of Zoom without use of their camera. However, verbal cues 

such as intonation, silence, inflection, and repetition were important observations made 

for all interviews, and for those participants who opted to use Zoom with video, non-

verbal cues were also observed. Transferability is further aided by thick description of 

the data through demographic details of participants and use of participant quotes 

(Amankwaa, 2016). Participant demographic details were included within a table, so 

that the reader is able to determine whether the findings are transferable to other 

contextual settings. Quotes were included with enough detail to provide context, without 

breaching confidentiality. 
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Discussion and Recommendations 

The results of this qualitative descriptive study revealed three overarching 

themes that reflected not only the role of NPs, but the approach and intrinsic qualities of 

NPs that participants believed foundational to preventing the revolving door of hospital 

readmissions and ED visits among patients with CCN. Interestingly, each of the three 

distinct participant groups contributed to all of the themes and subthemes. This study 

demonstrated that many distinct, yet interconnected roles are required of the NP, but 

these roles are only further enhanced by anticipatory care; being flexible and adaptive; 

the formation of therapeutic relationships; adopting a patient-centred approach; and a 

holistic approach. Furthermore, participants believed that NPs were distinct in their 

offerings due to time as an asset in their patient interactions. This section will describe 

the strengths and limitations of the research, as well as recommendations.  

Strengths of the Research 

The most significant strength of this study was that it was conducted under the 

supervision of Dr. Shelley Doucet and Dr. Alison Luke. The extensive knowledge and 

experience this supervisory team were able to offer was invaluable, especially to a 

novice researcher such as myself. The use of a qualitative description can be viewed as a 

strength. While this methodological approach most appropriately fits the purpose of this 

study, it is also a valuable method used for health sciences research (Sandelowski, 

2000). Qualitative description is a practical qualitative approach that aids in the 

gathering of simple and straightforward answers to research questions of significance to 

practitioners and policy makers, while also offering rich descriptive summary of the 

phenomena under investigation in everyday language. Although qualitative research 
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seeks to reach a point of data saturation rather than predetermined sample size, the 

sample size of this study was robust enough to offer valuable insight into the research 

question, with fair representation from all three participant groups. There was also a fair 

amount of variation within participants across the province of New Brunswick. There 

was a mix of rural and urban representation; different clinic and practice settings; and 

variation in NP and physician years of experience. The use of virtual methods for 

recruitment and interviews served as a good way to support representation from more 

remote areas. The final strength of this study is that it is original research completed by 

the PI and supervisory team. To the researcher’s knowledge, no other study has been 

conducted for the same purpose.  

Limitations of the Research 

As a student-led project, the PI is a novice researcher, and this was a learning 

experience from start to finish. This study was completed as partial fulfillment of a 

master’s degree and was time sensitive in nature. Although the research process as 

described above was followed meticulously, the limitation of time was present. 

Although time did not affect the level of comprehensiveness in data analysis for the 

research question, it did impact the PIs ability to delve deeper into other findings that 

emerged from the interviews that were outside the scope of the initial research question. 

Having the ability to spend more time on this project would have allowed the PI to 

explore new areas that came forward during the interview process. Another limitation 

existed due to language. The intention was to recruit participants from across the 

province of New Brunswick, unfortunately, language barriers prevented the inclusion of 

francophone participants. The sample population was therefore limited to one of the 
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New Brunswick’s regional health authorities, with a catchment area of around 70% of 

the province’s population (Horizon Health Network, 2020; Vitalité Health Network, 

2020). This limitation also meant exclusion of the more northern region of the province. 

Another limitation was the use of the word prevention rather than reduction of 

hospital readmissions and ED visits among patients with CCN. This limitation became 

apparent during interviews with NP and physician participants, as they frequently 

mentioned realistic expectations were required. NP and physician participants felt 

strongly that regardless of measures taken, many of these patients end up back at the 

hospital. Prevention was considered a “loaded” word, and the role of NPs may have 

been more accurately captured by using the term reduction instead. Finally, this research 

uses qualitative methodology, capturing a snapshot of a population for a specific 

purpose and is, therefore, limited in terms of broad application. Although rigorous 

analysis produced these findings, the data was derived from the subjective experience of 

the participants. The limitation of time constraints once again presents itself, as a mixed 

methods study with added quantitative data may have enhanced the findings by 

demonstrating whether or not these described roles and attributes of the NP did in fact 

impact the prevention of hospital readmissions and ED visits among patients with CCN. 

Recommendations  

No single healthcare provider or solution can solely prevent the challenges of 

hospital readmissions and ED visits, but this research adds to existing knowledge by 

providing insight into the role of NPs. There also remains room for additional research 

within this area, to build and expand upon the findings of this study. As mentioned, 

quantitative data regarding readmissions and ED visits may have provided additional 
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understanding of whether this role and approach of NPs is purely anectodical or does 

result in the prevention of the revolving door of hospital readmissions and ED visits 

among patients with CCN. Future research could be aimed at exploring these variables 

for specific patient populations, while comparing different clinic types (i.e., NP-led, 

family practice settings, or community health centres) and communities (rural versus 

urban settings).  

Additionally, it would be recommended to explore the perspectives of patients 

and physicians who have minimal experience with NPs, or else patients who no longer 

have an NP as their PCP. The results of the present study revealed considerably positive 

findings, and this might be due to the nature of the participants involved. Past research 

has demonstrated that patient satisfaction is high with NP care, and physicians who 

work with NPs have a better understanding of their scope of practice and believe NPs 

enhance care and improve access (Kraus & DuBois, 2017 Sangster-Gormley, Griffith et 

al., 2015; Thrasher & Purc-Stephenson, 2008). However, lack of role clarity remains a 

commonly reported barrier to NP practice and role integration, and it would be 

interesting to explore the perspectives of patients and physicians who have little to no 

experience with NPs to compare their perceptions with the present study’s findings.  

Conclusion  

Decades of past research demonstrates that there is no one size fits all solution to 

combating healthcare challenges as substantial as preventing unnecessary hospital 

readmissions and ED visits. Strategies to target these issues require an approach that 

fixes the problem rather than a band-aid solution. The acknowledgment that patients 

with CCN comprise the majority of hospital presentations aids in tackling this problem, 
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but challenge remains in finding solutions to adequately care for these individuals as the 

need-service gap expands and complexity increases. NPs have become part of the 

solution to the delivery of safe and effective care, increasing accessibility, and 

decreasing healthcare costs. This study therefore aimed to examine the role of NPs in 

the prevention of hospital readmissions and ED visits among patients with CCN, from 

the perspective of patients with CCN, NPs, and physicians. 

Findings from this study suggest that NPs offer patients with CCN a variety of 

approaches to engage in self-management, increase accessibility, and practice primary 

prevention. NPs take on many roles and have an approach to care that fosters the 

development of therapeutic relationships, patient-centred care, and anticipatory 

strategies. NPs require flexibility in their approach to not only increase accessibility, but 

to work with the resources available. NPs have frequently been compared to physicians, 

regarded as replacements or substitutions. However, findings of this study revealed 

unique qualities participants attributed as being intrinsic to NPs, and a factor in the 

prevention of hospital readmissions and ED visits among patients with CCN. Included 

was the provision of holistic care and the amount of time NPs were able to spend with 

each patient encounter. 

While not all readmissions and ED visits can be prevented, it is imperative that 

they remain targets for solutions. The findings of this study have the potential to inform 

future practice, policy, and research. NPs have the skill set to be part of the team caring 

for patients with CCN. NPs use an approach which is suited to exploring the layers of 

complexity, and they are well situated in primary care settings to target problems before 

patients enter the revolving door of hospital readmissions and ED visits.  
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Appendix A 

Consent Form 

TITLE OF STUDY 
The Role of Nurse Practitioners in Preventing Hospital Readmissions and Emergency 
Department Use when Caring for Patients with Complex Care Needs  
 
PRINCIPAL INVESTIGATOR 

Kaitlyn Assadpour, BNRN, Master of Nursing Student (MN.ANP) 
kaitlyn.assadpour@unb.ca 
School of Graduate Studies  
University of New Brunswick, Fredericton 

 
SUPERVISORY COMMITTEE 

Dr. Shelley Doucet, PhD 
sdoucet@unb.ca 
Department of Nursing and Health Sciences 
University of New Brunswick Saint John 
 
Dr. Alison Luke, PhD 
aluke1@unb.ca 
Department of Nursing and Health Sciences 
University of New Brunswick Saint John 

 
INTRODUCTION 
You are invited to participate in a research study conducted by Kaitlyn Assadpour, who 
is a graduate student at the University of New Brunswick, as part of her Master of 
Nursing thesis project.  
 
To decide whether you want to be a participant in this study, you should understand 
what is involved and any potential risks and benefits. This process is called informed 
consent.  
 

- Your participation is entirely voluntary. 
- You may withdraw from the study at any time.  
- If the study is changed in any way which could affect your willingness to stay in 

the study, you will be notified about the changes and may be asked to sign a new 
informed consent form.  

- By consenting to participate, you have not waived any rights to legal recourse in 
the event of research-related harm. 
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This form gives detailed information about the research study. You will be asked to 
provide audio recorded verbal consent before beginning the interview. Please read 
through this information, as you will have the chance to ask questions before providing 
your consent. 
 
 
PURPOSE OF THE STUDY 
The purpose of this study is to learn about your experiences with hospital readmissions 
and emergency department visits. You are being asked to participate because you are 
either a patient, a nurse practitioner, or a physician and we want to understand your 
experiences on this matter.  
 
The learning and insight gained from this study will not only help us to understand the 
role of nurse practitioners when faced with these challenges but will also improve our 
understanding of the barriers and facilitators of preventing hospital readmissions and 
emergency department visits for patients with complex care needs. Understanding this 
from the point of view of patients, nurse practitioners, and physicians will help to offer 
valuable insight. The proposed project has the potential to improve care delivery for 
patients with complex care needs and inform future practice. 
 
STUDY DESIGN 
This study will use a qualitative descriptive approach to interview approximately 30 
participants (ten patients, ten nurse practitioners, and ten physicians). This means that 
the study will use participant responses to help describe events in everyday terms from 
those who experience them firsthand. One individual interview, lasting approximately 
30-45 minutes, will be conducted with each participant. 
 
WHO CAN PARTICIPATE IN THE STUDY? 
You may participate in the study if you are one of the following: (1) a patient (aged 19 
years or older) with complex care needs who currently has or has had a nurse 
practitioner as your primary care provider, this includes anyone with significant health 
and/or social care needs; (2) a nurse practitioner working in a primary care setting; or 
(3) a physician who has had experience working with a nurse practitioner in a primary 
care setting. 
 
WHO WILL BE CONDUCTING THE RESEARCH? 
The principal investigator (PI) in this research project is Kaitlyn Assadpour. She will be 
the main person you will be in contact with for this research project. The supervisory 
team for this study includes Dr. Shelley Doucet and Dr. Alison Luke.  
 
WHAT YOU BE ASKED TO DO 
If you agree to participate in this study, you will be asked to take part in one audio-
recorded interview lasting approximately 30-45 minutes, with the PI, Kaitlyn 
Assadpour. The interview will consist of approximately 10 open-ended questions and 
will capture some general personal background information, as well as explore your 
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experiences of care provided by nurse practitioners. If you are a patient, during the 
interview you will be asked about experiences you have had with a nurse practitioner as 
your primary care provider and any hospital admissions and emergency department 
visits. If you are a nurse practitioner, you will be asked about experiences with caring 
for patients who have complex care needs. If you are a physician, you will be asked 
about experiences working with nurse practitioners in primary care settings. Interview 
responses will help inform future care strategies for this population in New Brunswick. 
Participants may be asked to take part in a second interview at a later date, should they 
agree, in order to confirm and clarify data interpretation by the researcher. 
 
Interviews will be arranged with the PI at a time that is convenient for you. Interviews 
will occur virtually, either over the phone or through the Zoom video-conference 
platform. If you choose to be interviewed through Zoom, you may also choose whether 
or not to enable the video function.  The sessions will be audio recorded and then 
transcribed by the PI.  
 
Participation is voluntary. This means that you do not have to participate if you do not 
want to. If you do participate, it is okay to refuse to answer any questions you do not 
want to answer. You can agree to participate now, and then change your mind at any 
time, and have your information removed from the study. There will be no 
consequences. If you choose to withdraw from the study, you are encouraged to contact 
the PI.  
 
POTENTIAL RISKS/DISCOMFORTS  
This study is of minimal risk to you. We will be focusing primarily on your experiences 
and suggestions. You may skip any question you do not wish to answer, and you may 
end your participation in the interview at any time by advising the researcher of this 
decision. 
 
POTENTIAL BENEFITS  
There may be no direct benefit to you for participating in this research study. However, 
learning about your experiences will help us gain a better understanding of why patients 
are readmitted to hospital or visit the emergency department, as well as explore how 
these issues can be addressed.  
 
COMPENSATION/REIMBURSEMENT 
At the beginning of the interview, should you choose, your contact information will be 
taken to be entered into a draw to win one of two $50 Visa gift cards. All contact 
information for the draw will be kept separately from interview data to ensure 
confidentiality. Should you choose to stop the interview at any point, you may still be 
entered in the draw.   
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PRIVACY AND CONFIDENTIALITY  
If you decide to participate in this study, we will only collect the information needed for 
this study. It is important for you to know that all information collected, including 
interview notes, audio recordings, and transcripts will also be stored in a password 
protected and secure file on the PI’s OneDrive. The only people who will have access to 
this information are the PI and the members of her supervisory team.   
 
To maintain confidentiality, each study participant will be assigned a coded 
identification number that will be used to identify you, the recording of your interview, 
and the typed copy of your interview. The file that links your identification number with 
your real name will be stored on the PI’s OneDrive, separately from your actual 
interview data.  
 
All interviews will be audio recorded. For interviews that occur over the Zoom platform, 
the cloud recording function will not be enabled. This means that all Zoom recordings 
will be saved directly onto the host PI’s OneDrive and is a measure to further ensure 
privacy and security while using the platform. The privacy policy of the Zoom platform 
ensures encrypted chat and video sessions, allowing for secured communication 
between the host and intended recipient. 
 
All interviews will be transcribed by the PI. During this process, all identifying names 
and places will be removed from the transcript of your interview. Any quotes used from 
your interview will not disclose your identity. Your name will be changed to a 
pseudonym (i.e. fake name to protect your identity), and any identifying information 
will be removed or altered. The findings of this research will be shared in the public 
domain and through peer reviewed journal publications to advance societal knowledge 
on this research topic.  
 
All electronic copies of study materials, audio recordings, and data collected from you 
will be kept for a minimum of seven years on a secure, password-protected network 
housed at the University of New Brunswick in Saint John. Paper copies of study 
materials and data collected will be shredded once they have been transcribed 
electronically, immediately following the interview.    
 
QUESTIONS OR CONCERNS 
If you have any questions or concerns about your participation in this study, please 
contact the PI, Kaitlyn Assadpour [kaitlyn.assadpour@unb.ca; (506) 721-2712] or thesis 
supervisor Dr. Shelley Doucet [sdoucet@unb.ca; (506) 654-3419].  
 
For any questions related to ethics, please contact the UNB Saint John Research Ethics 
Board by phone [(506) 648-5908] or by email [REB@unb.ca]; or the Horizon Health 
Research Ethics Board by phone [(506) 648-6094] or by email 
[reboffice@HorizonNB.ca]. 
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PARTICIPANT’S RESPONSIBILITIES  
If you choose to participate in this study, you will be expected to:   

- Complete the study interview virtually (i.e., over the phone or through the Zoom 
video-conference platform), at a time convenient for you.  

 
 
QUESTIONS  
If you have questions after you read this form, ask the researcher to explain. You should 
not sign this form until you are sure that you understand the study.  
 
 
PLEASE RESPOND TO THE QUESTIONS BELOW 
 
Are you 19 years or older? _________ 
 
Has this study been explained to you? _________ 
 
Have you had an opportunity to ask questions and discuss this study? _________ 
 
Are you comfortable with the information that has been provided? _________ 
 
Do you understand that you are free to withdraw from this study? _________ 
 
Do you agree to take part in the study by Zoom? _________  
*(only applicable to interviews occurring through the Zoom platform)  
 
 
PARTICIPANTS STATEMENT 
 
You will be asked to state the following for audio-recorded verbal consent to participate 
in this study: “I have read the informed consent form. I have had the chance to ask 
questions and I consent to take part in this study as it is described in this consent form.”  
 
________________________________                ________________________________     
Name of participant                                              Date                   
 
 
           

 Verbal consent obtained 
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STATEMENT BY PERSON PROVIDING INFORMATION ON STUDY 
I have explained to the above participant the nature, requirements, the purpose of the 
study, potential benefits, and possible risks associated with participation in this study. I 
have answered any questions that have been raised. I believe that the participant 
understands the implications and the voluntary nature of the study.  
 
 
Researcher Signature: ____________________________     Date: ______________  
 
 
This project has been reviewed by the Research Ethics Board of the University of New 
Brunswick and is on file as REB#033-2020  
This project has been reviewed by the Research Ethics Board of Horizon Health 
Network and is on file as RS#2020-2940  
 
If you have any questions, you may contact the UNB Saint John Research Ethics Board 
by phone [(506) 648-5908] or by email [REB@unb.ca]; or the Horizon Health Research 
Ethics Board by phone [(506) 648-6094] or by email [reboffice@HorizonNB.ca]. 
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Appendix B 

Interview Guide: Patients 

Date:                                         Code:                                       Location: 
 
Introduction  
Hello, my name is (insert). Can you see and hear me ok? I am just confirming that the 
system is working well (wait for response then proceed). 
I am a member of the research team, working with Dr. Shelley Doucet and Dr. Alison 
Luke at the University of New Brunswick. We are exploring the prevention of hospital 
readmissions and emergency department visits for patients with complex care needs.  
I would like to thank you for agreeing to participate in this interview. Before we start, I 
would like to review the consent form we sent you.  
Did you have time to read over the information on the consent form? 
Do you have any questions about the information on the consent form?   
I would like to remind you that I will be recording this interview and that we ask that 
you provide verbal consent for this study. 
 
(start device) 
 
If you have no further questions, please repeat this statement presented on your consent 
form: “I have read the informed consent form. I have had the chance to ask questions 
and I consent to take part in this study as it is described in this consent form.”  
As a reminder, your participation in this interview is voluntary. If you choose to 
participate, you may still withdraw at any point or choose not to answer any questions 
that you do not feel comfortable answering. All information provided will be maintained 
in confidence.   
 
Demographics and Background 

1. Is your current primary care provider a:  
a. Nurse practitioner 
b. Physician 
c. Both  

2. How long have you had/did you have a nurse practitioner as a primary care 
provider?   

3. What other care providers work in collaboration with your NP/physician? 
a. Probes: Can you describe who else works within the clinic? 

4. How old are you? 
5. Can you describe the community where you reside?  

a. For example: Is it a rural or urban setting? 
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Interview Questions 
1. Can you describe the nature of your health care needs? 
2. Over the past year, how often have you visited the emergency department? 

a. For what reasons? 
3. Over the past year, how often have you been admitted to hospital? 

a. For what reasons? 
4. Can you think of anything that could have been done to prevent your previous 

hospital admission(s) or emergency department visit(s)?  
5. Can you tell me about the relationship with have/had with your nurse 

practitioner? How, if at all, does this differ from the relationship you have/had 
with other care providers?  

6. Do you feel there is a difference between the role of nurse practitioner and 
physician care in preventing hospital admissions and emergency department 
visits? 

7. Is there anything else you would like to share about the role of NPs in preventing 
hospital readmissions and emergency department visits? 

8. Is there anything else you would like to share? 
 
Additional probes:  

1. Why do you think that is?  
2. Can you explain/expand?  
3. Can you tell me more about this?  
4. What do you mean?  
5. Can you walk me through that experience?  
6. Can you give me an example?  

 
Reconfirm consent for those who have initially agreed to have their quotes used:  
“As discussed during the consent process, are you willing to have quotes from our 
discussion used in the presentation of this study?” 
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Appendix C 

Interview Guide: Nurse Practitioners and Physicians 

Date:                                         Code:                                       Location: 
 
Introduction  
Hello, my name is (insert). Can you see and hear me ok? I am just confirming that the 
system is working well (wait for response then proceed).  
I am a member of the research team, working with Dr. Shelley Doucet and Dr. Alison 
Luke at the University of New Brunswick. We are exploring the prevention of hospital 
readmissions and emergency department visits for patients with complex care needs.  
I would like to thank you for agreeing to participate in this interview. Before we start, I 
would like to review the consent form we sent you.  
 
Did you have time to read over the information on the consent form? 
Do you have any questions about the information on the consent form?   
I would like to remind you that I will be recording this interview and that we ask that 
you provide verbal consent for this study.  
(start device) 
 
If you have no further questions, please repeat this statement presented on your consent 
form: “I have read the informed consent form. I have had the chance to ask questions 
and I consent to take part in this study as it is described in this consent form.”  
As a reminder, your participation in this interview is voluntary. If you choose to 
participate, you may still withdraw at any point or choose not to answer any questions 
that you do not feel comfortable answering. All information provided will be maintained 
in confidence.   
 
Demographics and Background 

1. How long have you been practicing as a nurse practitioner/physician?  
2. Can you describe your work setting(s)?  

a. For example, do you work in a collaborative practice, community setting, 
primary care clinic etc.  

b. Is it a rural or urban setting? 
c. What other healthcare professionals work out of your practice setting?  

3. How old are you? 
 
Interview Questions 

1. What is your role in the care of patients with complex care needs? 
2. I am sure you know the issues around hospital readmissions and emergency 

department visits. Can you tell me how you think hospital readmissions and 
emergency department visits can be prevented?  
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a. Follow-up: What factors influence the prevention of hospital 
readmissions and emergency department visits when caring for patients 
with complex care needs? 

b. What are the perceived facilitators and barriers to preventing hospital 
readmissions and emergency department visits for patients with complex 
care needs? 
Possible probes: patient related, organizational or regulatory, skill level  

3. Do you feel there is a difference between the role of NP and physician care in 
preventing hospital readmissions and emergency department visits for patients 
with complex care needs? 

4. Is there anything else you would like to share about the role of NPs in preventing 
hospital readmissions and emergency department visits when caring for patients 
with complex healthcare needs? 

5. Is there anything else you would like to share? 
 
Additional probes:  

1. Why do you think that is?  
2. Can you explain/expand?  
3. Can you tell me more about this?  
4. What do you mean?  
5. Can you walk me through that experience?  
6. Can you give me an example?  
 

Reconfirm consent for those who have initially agreed to have their quotes used:  
“As discussed during the consent process, are you willing to have quotes from our 
discussion used in the presentation of this study?” 
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Appendix D 

Recruitment Material 

Hello [insert name], 
 
My name is Kaitlyn Assadpour, and I am a master’s student studying within the nurse 
practitioner stream at the University of New Brunswick. I am contacting you in the 
hopes that you might be interested in participating in a research study. The purpose of 
the study is to understand the role of nurse practitioners in preventing hospital 
readmission and emergency department (ED) use among patients with complex care 
needs.  
 
To learn this, I will be interviewing nurse practitioners, physicians, and patients with 
complex care needs. For the purpose of this study, complex care needs are defined 
as health and/or social care needs (with or without a recognized medical condition or 
diagnosis).  
  
I am inviting [you/insert name] to participate in a 20-30-minute interview via telephone 
or Zoom, to discuss [your/their] experiences in the prevention of hospital readmissions 
and emergency department use for patients with complex care needs, and [if applicable] 
experiences of working with nurse practitioners. Please know that participation is 
voluntary, and you have the option to withdraw from the study at any time.  
 
I have also included a copy of the consent form, this document further describes the 
study’s purpose and design, participant expectations, and privacy safeguards. 
 
If [you/insert name] would like more information or [are/is] interested in participating in 
this study, please contact me, the lead researcher for this study. Each participant is 
eligible to be entered in a draw to win one of two $50 VISA gift cards.  
 
This project has been reviewed by the Research Ethics Board of the University of New 
Brunswick and is on file as REB#033-2020  
This project has been reviewed by the Research Ethics Board of Horizon Health 
Network and is on file as RS#2020-2940  
If you have any questions, you may contact the UNB Saint John Research Ethics Board 
by phone [(506) 648-5908] or by email [REB@unb.ca]; or the Horizon Health Research 
Ethics Board by phone [(506) 648-6094] or by email [reboffice@HorizonNB.ca]. 
 
 
Thank you, 
 
Kaitlyn Assadpour RN BN, MN.APN student 
(506) 721-2712 
kaitlyn.assadpour@unb.ca 
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