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Highlights
What are the main findings?

e  Asingle-clinic Registered Nurse Prescriber-led Triage-Treatment-Continuity pathway managed
5032 calls or encounters over a 12-month service evaluation period.

e  The model combines medical office assistant emergency recognition, RN prescriber assessment,
traffic-light prioritization, clinical support tools, prescribing and diagnostic ordering within
scope, and EMR-supported continuity.

What are the implications of the main findings?

e RN prescribers may support same-day and semi-urgent access in family medicine where
regulation, training, governance, and clinical support tools are in place.

e  DProspective, ethics-approved comparative research is required to evaluate patient-level
outcomes, safety, confirmed emergency department diversion, and cost-effectiveness.

Abstract

Background/Objectives: Primary care clinics increasingly receive urgent and semi-urgent requests
from patients who may otherwise attend emergency departments or urgent care centres when same-
day physician or nurse practitioner appointments are unavailable. A meaningful proportion of
emergency department visits involve conditions that could potentially be managed in primary care
[1,2], and the Canadian Institute for Health Information reported that 15% of Canadian emergency
department visits between April 2023 and March 2024 involved conditions that could potentially
have been managed in primary care [3]. This article describes the Registered Nurse Prescriber-led
Triage-Treatment-Continuity model developed at Cranston Ridge Medical Clinic in Calgary, Alberta,
Canada. Methods: The manuscript is reported as a clinic-based practice innovation and service
evaluation using aggregate, non-identifying operational service data. The model includes medical
office assistant emergency recognition, RN prescriber-led structured triage, a traffic-light urgency
classification system, a booking algorithm, clinical support tools, diagnostic test ordering and
prescribing within authorized scope, and communication with the patient’s primary care provider
through the electronic medical record. No patient-identifiable information, patient-level chart review,
interviews, surveys, biological samples, or experimental interventions were used. Under TCPS 2
Article 2.5, quality improvement and program evaluation activities conducted exclusively for
assessment, management, or improvement purposes do not constitute research for that policy and
do not fall within Research Ethics Board review [4]. Results: During a 12-month service evaluation
period from April 2025 to April 2026, 5032 patient calls or encounters were managed through the RN
prescriber-led pathway. These encounters are interpreted as internal urgent and semi-urgent primary
care capacity and potential diversion, not as confirmed emergency department avoidance.
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Conclusions: The model reframes triage as an integrated primary care intervention rather than a
passive sorting process. Further ethics-approved research is required to evaluate patient-level
outcomes, safety events, comparative effectiveness, confirmed health-system utilization effects, and
cost-effectiveness.

Keywords: Registered Nurse Prescriber; family medicine; primary care; triage; urgent care;
emergency department diversion; service evaluation; quality improvement; clinical support tools;
Alberta; nursing scope of practice

1. Introduction

Emergency departments and urgent care centres are essential components of the healthcare
system [5]. However, they are also used by patients whose conditions may be more appropriately
addressed in primary care when timely access is available [1,2]. This pattern should not be reduced
to patient preference or inappropriate emergency department use. Patients often seek urgent or
emergency services because they are symptomatic, anxious, uncertain about the seriousness of their
condition, and unable to access same-day or timely primary care [6].

The Canadian Institute for Health Information (CIHI) has developed an indicator for emergency
department visits involving conditions that could be managed in primary care. The indicator refers
to unscheduled emergency department visits by patients with a primary care sensitive diagnosis who
were discharged home and were not triaged as emergent [7]. CIHI reported that 15% of Canadian
emergency department visits between April 2023 and March 2024 were for conditions that could
potentially have been managed in primary care, and that more than half of those visits involved
conditions potentially manageable virtually [3]. These findings support the development of primary
care models that can provide timely assessment and management before patients default to
emergency or urgent care services.

Traditional family medicine booking systems may struggle to distinguish emergent, urgent,
semi-urgent, and non-urgent patient needs [8]. Medical office assistants are frequently the first point
of contact, but their role is administrative rather than diagnostic. Physicians and nurse practitioners
may be fully booked, leaving symptomatic patients with limited options. Telephone advice lines may
support navigation, but they may not be able to assess the patient in person, order investigations,
prescribe treatment, or document directly in the patient’s primary care electronic medical record
(EMR) [9]. Walk-in clinics may improve episodic access, but they can fragment continuity of care [10].

Cranston Ridge Medical Clinic (CRMC) developed a Registered Nurse Prescriber-led Triage-
Treatment-Continuity model to address this operational gap. The service was implemented as a
clinic-based quality improvement and service management initiative intended to increase timely
access, support safe escalation, reduce avoidable external urgent care use, support primary care
provider capacity, and preserve continuity within the patient’s primary care medical home.

This model builds on prior work describing the Clinical Nurse Specialist-led management
framework at CRMC, in which advanced nursing leadership was positioned as a central mechanism
for improving clinic operations, access, and interprofessional workflow [11]. The present article
extends that earlier clinic-management model by describing how employed RN prescribers can
support urgent and semi-urgent access through structured triage, treatment within scope, and
continuity inside family medicine.

The aim of this article is to describe the CRMC RN Prescriber-led Triage-Treatment-Continuity
model as a practice innovation and service evaluation. It reports aggregate, non-identifying
operational service metrics and presents a scenario-based cost-avoidance framework. It does not
report patient-level research, chart review, case reports, patient interviews, patient surveys, or linked
emergency department utilization analysis.
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2. Materials and Methods

2.1. Design and Service Evaluation Positioning

This manuscript describes a single-clinic practice innovation and service evaluation conducted
as part of routine quality improvement, service management, and clinical governance at CRMC. The
project was implemented to improve internal access, patient safety, workflow, and continuity of care.
It was not designed as a clinical trial, retrospective chart review, comparative effectiveness study, or
human-subjects research project.

The service evaluation used aggregate, non-identifying operational data only. No patient names,
health card numbers, dates of birth, addresses, individual chart notes, individual diagnostic test
results, patient quotations, interviews, surveys, biological samples, or experimental interventions
were used. No linked patient-level emergency department, urgent care, pharmacy, laboratory, or
external administrative datasets were used for this manuscript.

This positioning is consistent with TCPS 2 Article 2.5, which states that quality assurance, quality
improvement, program evaluation, performance review, or testing within normal educational
requirements, when used exclusively for assessment, management, or improvement purposes, do not
constitute research for the purposes of the policy and do not fall within Research Ethics Board review
[4]. TCPS 2 also notes that if such data are later proposed for research purposes, secondary use of
information may require Research Ethics Board review [4].

The Alberta Health Information Act governs health information in the custody or control of
custodians and balances privacy protection with appropriate information sharing to provide health
services and manage the health system [12]. In keeping with this framework, the present article uses
only aggregate, non-identifying operational data. The ARECCI Ethics Screening Tool was completed
for the project and retained as part of internal clinic documentation [13].

2.2. Setting

CRMC is a family medicine clinic located in Calgary, Alberta, Canada. The clinic provides
primary care services through an interprofessional team that includes physicians, nurse practitioners,
registered nurse prescribers, medical office assistants, and collaborative pharmacy support when
appropriate. The RN prescriber-led model was developed to address a common operational
challenge: patients contact the clinic with urgent-sounding symptoms, but same-day physician or
nurse practitioner appointments may not be available. Without an internal urgent-access pathway,
clinically stable patients may attend an emergency department, urgent care centre, or walk-in clinic
even when their concern could potentially be managed in primary care.

The model was designed around six service goals: early identification of immediately life-
threatening presentations; rapid escalation of unstable patients to emergency medical services or the
emergency department; same-day assessment of stable urgent patients; 24-48-hour assessment of
semi-urgent patients; routine primary care provider access for non-urgent patients; and continuity
through documentation of RN prescriber assessments and plans in the patient’s EMR.

2.3. Regulatory and Practice Context

The College of Registered Nurses of Alberta (CRNA) defines the registered nurse scope of
practice as the interventions that registered nurses are authorized, educated, and competent to
perform [14]. The CRNA describes registered nurses as autonomous healthcare professionals who
practise collaboratively, provide direct healthcare services, coordinate care, support clients in
managing health, and contribute across clinical practice, administration, education, and research
domains [14]. The scope of practice of an individual registered nurse is shaped by foundational
education, professional experience, continuing professional development, competence, client needs,
employer requirements, and the practice environment [14].
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In Alberta, an RN authorized by the CRNA may prescribe Schedule 1 drugs, excluding
controlled drugs and substances, and order diagnostic tests within a specific clinical practice area
[15]. The CRNA states that RN prescribing can support access to care, system efficiency, cost
effectiveness, optimization of RN scope of practice, and innovative practice models [15]. RN
prescribing is not unrestricted independent prescribing. Authorization is linked to a specific clinical
practice area and requires knowledge, skill, employer support, clinical support tools, and
collaborative practice relationships [15]. These requirements are consistent with the broader
Canadian framework for RN prescribing [16].

The CRNA framework specifies that client needs should be stable based on assessment of acuity
and predictability, and that the medications and diagnostic tests must be clearly identified in a clinical
support tool [15]. Authorization requires completion of an approved nursing program for prescribing
and ordering diagnostic tests, a minimum of 3000 hours of RN clinical practice, and at least 750 hours
in the specific clinical practice area where the RN is applying for authorization [15]. CRNA
competencies and guidelines further emphasize assessment, clinical judgment, prescribing
accountability, diagnostic test follow-up, documentation, and escalation when presentations fall
outside the RN prescriber’s authorized scope or competence [17,18].

Clinical support tools are central to the CRMC model. The CRNA requires the RN to confirm
that an established clinical support tool exists in the relevant clinical practice area before
authorization to prescribe Schedule 1 drugs and order diagnostic tests in that area. These tools must
guide prescribing decisions and diagnostic test ordering, be developed and reviewed by an
interprofessional team, be evidence-based and informed by best practices, and be reviewed at least
every three years [15]. At CRMC, clinical support tools define inclusion and exclusion criteria,
assessment requirements, contraindications, prescribing options, diagnostic tests, monitoring
parameters, referral pathways, documentation, and follow-up expectations.

2.4. Description of the Triage-Treatment-Continuity Pathway

The CRMC model begins when a registered patient contacts the clinic, usually by telephone. The
first point of contact is commonly the medical office assistant (MOA). The MOA determines whether
the patient is requesting a routine appointment or reporting an urgent health concern. If the patient
reports symptoms that may indicate imminent death or serious adverse outcome, the MOA uses a
one-page emergency recognition tool that screens for suspected myocardial infarction, suspected
cerebrovascular accident or stroke, and uncontrolled active bleeding (Appendix A) [19].

The MOA emergency recognition layer is deliberately simple. MOAs do not diagnose. Their role
is to recognize potential life-threatening presentations and activate the local emergency-response
pathway immediately. For suspected myocardial infarction, the tool asks whether the patient is
experiencing chest pain or discomfort, light-headedness, nausea or vomiting, jaw, neck or back pain,
left arm or shoulder discomfort, or shortness of breath, with escalation when two or more symptoms
are present [19,20]. For suspected cerebrovascular accident or stroke, the tool screens for balance
disturbance, vision disturbance, facial drooping, arm or leg weakness, and slurred speech, with
escalation when two or more symptoms are present [19,21]. For active bleeding, escalation occurs
when bleeding cannot be controlled by applying gauze and pressure [19].

If the emergency threshold is met, the MOA activates the emergency-response pathway
according to local procedure. If the patient does not meet the immediate emergency threshold but
still has an urgent, semi-urgent, unclear, or anxiety-provoking concern, the patient is escalated to the
RN prescriber. This first layer protects patient safety by ensuring that clearly emergent presentations
are not delayed by routine booking processes and that the RN prescriber pathway is not used as a
substitute for emergency care.

The RN prescriber then performs a structured clinical assessment. The patient is classified as
stable or unstable. This is the major safety decision in the pathway. Unstable patients are directed to
the nearest emergency department or emergency medical services are activated. If emergency
medical services are called during telephone triage, the RN prescriber remains with the patient on
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the telephone until emergency support arrives when feasible. Stable patients proceed to a focused
history of presenting complaint and are classified using the CRMC traffic-light urgency system
(Appendix B) [23].

For stable patients, the RN prescriber collects a focused history of presenting complaint,
including associated symptoms, similar symptoms in contacts, provocative and palliative factors,
symptom quantity and quality, severity, anatomical region and radiation, timing and duration,
treatments already attempted, past medical history, and allergies. The assessment supports
classification of the presentation as likely bacterial, viral, fungal, or other; consideration of specific
urgent presentations such as unilateral swollen, painful, oedematous, or erythematous leg where
deep vein thrombosis may need to be considered [22]; and disposition to emergency services, urgent
care, same-day RN prescriber assessment, primary care provider review, pharmacist consultation, or
safety-netting advice.

The traffic-light system translates clinical urgency into operational booking decisions and
provides MOAs, RN prescribers, physicians, and nurse practitioners with a shared language
(Appendix B) [23]. Code Red indicates a stable but urgent presentation requiring same-day
assessment. Code Yellow indicates a semi-urgent presentation requiring assessment within 24-48
hours. Code Green indicates a non-urgent presentation usually appropriate for booking with the
patient’s primary care provider within seven calendar days.

The booking algorithm is designed to match urgency with the most appropriate available
clinician. Code Red patients are first matched to same-day availability with any primary care
provider. If no physician or nurse practitioner appointment is available, the patient is booked with
the RN prescriber on the same day when possible. If RN prescriber capacity is unavailable, the
capacity issue is documented for audit. Code Yellow patients are booked with a primary care
provider today or tomorrow when available; otherwise, they are booked with the RN prescriber
within the 24-48-hour target where possible. Code Green patients are booked with their primary care
provider within seven calendar days, and any variance is documented. Patient refusal to see the RN
prescriber is recorded in aggregate audit data to monitor acceptance, access barriers, and education
needs without using identifiable patient information for publication [24].

2.5. RN Prescriber Clinical Management and Continuity

A key feature of the CRMC model is that the RN prescriber does not only triage. The RN
prescriber may assess the patient by telephone, telehealth, or in person; determine whether the
patient is stable; apply an approved clinical support tool; make a guided diagnosis within authorized
scope; order diagnostic tests; prescribe Schedule 1 medications where appropriate, excluding
controlled drugs and substances; provide health advice; give safety-netting instructions; refer to
another professional; and document the encounter in the EMR. This distinguishes the model from
telephone advice lines and administrative booking systems because the endpoint is not simply advice
or redirection. When clinically appropriate, the endpoint is assessment and treatment within the
patient’s own primary care clinic.

Diagnostic tests are ordered only when permitted by the relevant clinical support tool. The RN
prescriber remains accountable for follow-up of diagnostic tests ordered under their authority,
including processes for critical results, timely review when the RN prescriber is unavailable, after-
hours emergency contact, and follow-up when results are not received within a reasonable time
[15,18]. Prescribing occurs only after assessment and only when the medication is included in the
relevant clinical support tool. The RN prescriber must use clinical judgment, consider allergies,
contraindications, interactions, concurrent medications, client-specific factors, therapeutic goals,
expected outcomes, adverse drug reactions, and follow-up [15,18].

The patient’s primary care provider is notified through the EMR. This preserves continuity and
reduces the fragmentation that may occur when patients attend walk-in clinics, urgent care centres,
or emergency departments for conditions that could be managed in primary care [25].
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2.6. Training and Competency Framework

The CRMC model depends on RN prescribers who are specifically prepared for family medicine.
The clinic developed a structured internship for RN prescribers in the family medicine setting [26].
As of January 2025, the CRMC internship runs for 18 months across five semesters and includes
approximately 2940 hours of specialized training. The program combines direct patient contact,
supervised practice, clinical support tool exposure, reflective practice, Athabasca University RN
prescriber modules, pharmacotherapeutics, pathophysiology, advanced health assessment, and
assessment of competence [26].

The early phase consolidates basic and advanced RN clinical skills in family medicine and
community care. The next phase introduces supervised use of clinical support tools, with discussion
of assessment and treatment plans with primary care providers. After RN prescriber licensure is
obtained, the nurse gradually progresses through the full range of CRMC clinical support tools with
support from senior RN prescribers, the clinical manager, the medical director, physicians, nurse
practitioners, and partner community pharmacists [26].

Assessment includes theory and practice components, a high-stakes objective structured clinical
examination, and demonstrated safe use of clinical support tools. Training includes common urgent
and semi-urgent presentations such as upper and lower respiratory tract infections, urinary tract
infections, otitis media, musculoskeletal injuries, conjunctivitis, gout, Long COVID-19, Osgood-
Schlatter disease, bacterial skin infections, allergic reactions, sexually transmitted infections, diaper
dermatitis, dysmenorrhoea, atopic dermatitis, gastroesophageal reflux disease, headache and
migraine, herpes simplex, hormonal contraceptive care, hypertension emergency recognition, insect
bites, obesity management, onychomycosis, candidiasis, post-operative hospital discharge review,
shingles, tinea infections, tobacco cessation, and electrocardiogram interpretation [26].

Competence is not assumed from course completion alone. CRMC deems the RN prescriber
competent to use a clinical support tool independently only after repeated correct use without
recurring assistance from the medical director or other providers. This training structure is a safety
and governance feature that standardizes decision-making, supports appropriate escalation, reduces
variation, and increases confidence among primary care providers.

2.7. Service Metrics and Scenario-Based Cost-Avoidance Framework

The service evaluation counted aggregate RN prescriber pathway activity during a 12-month
period from April 2025 to April 2026. Metrics included total calls or encounters, urgency category,
emergency medical services activation, emergency department referral, urgent care referral, primary
care provider follow-up, patient refusal to see the RN prescriber, safety incidents, and complaints.
Data were reported as aggregate service metrics, not as patient-level outcomes.

A formal cost-effectiveness study would require additional design, data, and potentially
Research Ethics Board review if patient-level data or linked health-system datasets were used. This
article therefore presents only a scenario-based cost-avoidance framework using aggregate encounter
counts and publicly available cost assumptions. CIHI's Patient Cost Estimator provides jurisdiction-
level hospital cost estimates, although estimates should be interpreted carefully because of
differences in care models, labour rates, and data limitations [27]. Alberta also publishes ground
ambulance patient charges of CAD 250 when a patient is not transported and CAD 385 when
transported; these are patient charges rather than full health-system costs but demonstrate that
emergency escalation has measurable direct costs [28].

3. Results

3.1. Aggregate Service Evaluation Metrics

During the 12-month service evaluation period, 5032 patient calls or encounters were managed
through the RN prescriber-led pathway at CRMC. These encounters represent internal urgent and
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semi-urgent primary care capacity for patients who may otherwise have sought emergency
department or urgent care services in the absence of timely clinic-based access. This figure does not
prove that all encounters would otherwise have resulted in emergency department or urgent care
attendance. Some patients may have waited for a routine appointment, self-managed, attended a
walk-in clinic, or obtained care elsewhere. The number is therefore reported as service capacity and
potential diversion, not as confirmed emergency department avoidance.

Table 1. Aggregate service evaluation metrics for the RN prescriber-led pathway.

Metric Aggregate count
Total RN prescriber triage calls/encounters 5032

Code Red bookings seen by RN prescriber on the same day 4950

Code Yellow bookings seen by RN prescriber within 24-48 hours 55

Code Green bookings made by RN prescriber with primary care provider 25

EMS/911 activations 2

Emergency department referrals after RN prescriber assessment 9

Urgent care referrals after RN prescriber assessment

Primary care provider follow-up appointments arranged after RN prescriber
assessment

Safety incidents related to triage pathway

85
Patient refusals to see RN prescriber 5

0

0

Complaints related to triage pathway

3.2. Scenario-Based Potential Emergency Department or Urgent Care Diversion

Four assumptions were used to illustrate the potential magnitude of avoided emergency
department or urgent care centre use if a proportion of the 5000-plus RN prescriber-managed
encounters would otherwise have attended external urgent services. These assumptions are
illustrative only. The 100% scenario should be treated as an upper-bound estimate and is likely to
overstate savings.

Table 2. Scenario-based potential ED/UCC diversion model.

Estimated avoided

Scenario Assumption ED/UCC visits from
5000 encounters

Conservative 25% would otherwise have attended ED/UCC 1250

Moderate 50% would otherwise have attended ED/UCC 2500

High-impact 75% would otherwise have attended ED/UCC 3750

Upper-bound 100% would otherwise have attended ED/UCC 5000

The gross cost-avoidance formula is: gross cost avoidance = estimated avoided ED/UCC visits x
average ED/UCC visit cost.

The net cost-avoidance formula is: net cost avoidance = gross cost avoidance - RN prescriber
pathway operating costs.

Operating costs should include RN prescriber salary, training costs, medical office assistant time,
diagnostic testing, follow-up care, EMR support, physician or nurse practitioner consultation time,
and other relevant clinic resources. The model should be reported as estimated cost avoidance, not
as confirmed savings.

3.3. Comparison with Other Triage and Urgent-Access Models

The CRMC model differs from several established triage and urgent-access models. Emergency
department triage occurs after the patient has already arrived at hospital. It prioritizes access to
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emergency resources but does not prevent emergency department attendance. The CRMC model
intervenes before hospital attendance and creates a primary care-based alternative for stable urgent
and semi-urgent patients.

Provincial or national telephone advice lines provide guidance and disposition advice.
However, they may not have access to the patient’s full primary care record, may not be able to assess
patients in person, may not be able to prescribe or order tests, and may not document directly into
the patient’s primary care EMR. Evidence regarding remote triage is mixed; a systematic review
found no statistical difference in some safety outcomes between nurse-led and general practitioner-
led triage while also noting heterogeneity in utilization outcomes [29]. The CRMC model extends
beyond telephone advice because the RN prescriber can assess, investigate, prescribe within scope,
and arrange follow-up within the patient’s own clinic.

Walk-in clinics improve access but may fragment continuity. The patient may be assessed
outside their primary care medical home, and the primary care provider may not receive timely or
complete documentation. By contrast, the CRMC model maintains care within the clinic and
documents the RN prescriber assessment and plan in the EMR. Nurse practitioner-led urgent care
offers broader independent diagnostic and prescribing authority. The RN prescriber role does not
replace nurse practitioners or physicians; instead, it offers a defined, tool-supported pathway for
stable presentations within the RN prescriber’s authorized clinical practice area. Systematic review
evidence suggests that nurse prescribing and RN-led primary care may contribute to care delivery
and system outcomes, while also emphasizing the need for ongoing evaluation [30,31].

Table 3. Distinguishing features of the CRMC model.

Model Main function Limitation CRMC distinction
Emergency Prioritizes patients afterDoes not prevent EDCRMC intervenes before ED
department triage  ED arrival attendance attendance

Usually cannot examine,
prescribe, order tests, or
document in PCP EMR

CRMC can move from advice
to assessment and treatment

Telephone  adviceProvides advice and
line disposition

Provides episodic CRMC keeps care within the

Walk-in clinic May fragment continuity

access medical home
Traditional = familyBooks according toLimited same-dayCRMC adds RN prescriber
medicine booking  provider availability  capacity urgent-access capacity
Provides broad RN  prescribers manage

Nurse practitioner-,

independent ClinicalNP availability may be
led urgent care

limited . .
management using clinical support tools

defined stable presentations

4. Discussion

4.1. Principal Findings

The CRMC RN prescriber-led model reframes triage as a clinical intervention inside primary
care. Instead of using triage only to decide whether a patient should attend emergency care, urgent
care, or a routine appointment, the model creates a pathway through which stable urgent and semi-
urgent patients can be assessed, investigated, treated, safety-netted, referred, or escalated while
remaining connected to their primary care provider.

The service evaluation demonstrates that more than 5000 calls or encounters were managed
through the pathway over one year. This volume does not prove that 5000 emergency department
visits were prevented. It does, however, demonstrate that the clinic created substantial internal
urgent-access capacity for patients who may otherwise have accessed external urgent or emergency
services.
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4.2. Safety, Access, and Continuity

The model has several safety strengths. First, it includes a simple MOA emergency recognition
tool for suspected myocardial infarction, suspected stroke, and uncontrolled active bleeding
(Appendix A). Second, uncertain or potentially urgent presentations are escalated to the RN
prescriber rather than managed solely through administrative booking. Third, the RN prescriber
must classify the patient as stable or unstable. Fourth, unstable patients are referred to emergency
medical services or the emergency department. Fifth, stable patients are managed only within
approved clinical support tools and the RN prescriber’s competence. Sixth, care is documented in the
EMR and communicated to the patient’s primary care provider.

The model also has access advantages. Code Red patients receive same-day attention when
clinically appropriate. Code Yellow patients receive assessment within 24-48 hours. Code Green
patients are booked with their primary care provider within seven calendar days. This structure helps
prevent urgent patients from being treated as routine because a physician schedule is full, while also
protecting urgent-access capacity from being consumed by non-urgent concerns.

Continuity is another important feature. Patients remain within the clinic’'s EMR, and their
primary care provider is notified. This may reduce fragmentation compared with walk-in clinics and
may reduce duplication of assessments or investigations. The RN prescriber may also reduce patient
anxiety by providing clinical interpretation, advice, treatment, and safety-netting.

4.3. Workforce, Practice, and Policy Implications

From a workforce perspective, the model optimizes RN prescriber scope while preserving
physician and nurse practitioner capacity for complex care, chronic disease management, continuity-
based care, and presentations outside RN prescriber clinical support tools. This is consistent with the
CRNA framework, which recognizes RN prescribing as a mechanism to support access, system
efficiency, cost effectiveness, and innovative practice models [15].

For practice, the model offers a structured way to manage urgent and semi-urgent patient
concerns within the clinic. For policy, it suggests that funding models could support RN prescriber
roles as part of primary care access improvement and emergency department diversion strategies in
jurisdictions where RN prescribing is legally supported. For governance, replication should require
employer policy, approved clinical support tools, interprofessional collaboration, RN prescriber
training, medical director oversight, EMR documentation, diagnostic test follow-up processes,
prescribing audit, and emergency escalation pathways.

4.4. Limitations

This article describes a single-clinic service model and reports aggregate operational data only.
The findings may not be generalizable to clinics with different staffing models, patient populations,
EMR systems, physician availability, RN prescriber availability, training capacity, or local emergency
and urgent care access. The service evaluation does not include patient-level chart review, linked
emergency department utilization data, patient surveys, patient interviews, or formal outcome
measurement. It cannot determine how many patients would definitely have attended emergency or
urgent care in the absence of the model.

Aggregate data cannot identify individual patient outcomes, missed diagnoses, delayed
diagnoses, adverse drug events, or downstream healthcare utilization unless those events are
captured through routine safety reporting. The reported absence of recorded safety incidents or
complaints should be interpreted as an aggregate service monitoring finding, not as proof of complete
clinical safety. The model also depends heavily on RN prescriber training, clinical support tools,
medical director support, EMR integration, and governance. It should not be implemented as a
simple substitution of nurses for physicians; it requires a regulated, structured, competency-based
framework.
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4.5. Future Research

Future work should move beyond service evaluation. A prospective, Research Ethics Board-
approved multi-site study could compare clinics with and without RN prescriber-led urgent-access
pathways. Such a study could evaluate emergency department and urgent care utilization, patient
outcomes, safety events, cost-effectiveness, provider workload, patient satisfaction, continuity of
care, antibiotic stewardship, diagnostic test utilization, revisit rates, and scalability.

5. Conclusions

The CRMC Registered Nurse Prescriber-led Triage-Treatment-Continuity model offers a
practical approach to urgent and semi-urgent access in family medicine. It combines medical office
assistant emergency recognition, RN prescriber structured triage, stable versus unstable decision-
making, traffic-light urgency classification, a booking contingency algorithm, clinical support tools,
diagnostic test ordering, prescribing within scope, safety-netting, and primary care provider
communication through the EMR.

During a 12-month service evaluation period, 5032 patient calls or encounters were managed
through the RN prescriber-led pathway. This figure demonstrates substantial internal clinic capacity
for patients who may otherwise have sought emergency department or urgent care services. It should
be interpreted as potential diversion, not confirmed emergency department avoidance.

The model’s main contribution is not triage alone, but the integration of triage, treatment, and
continuity inside primary care. Further ethics-approved research is needed to evaluate patient-level
outcomes, safety, comparative effectiveness, and definitive cost savings.
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Abbreviations

The following abbreviations are used in this manuscript:

Abbreviation Definition

AHA American Heart Association

ARECCI A Project Ethics Community Consensus Initiative
ASA American Stroke Association

CIHI Canadian Institute for Health Information
CNA Canadian Nurses Association

CRMC Cranston Ridge Medical Clinic

CRNA College of Registered Nurses of Alberta
ED Emergency department

EMR Electronic medical record

EMS Emergency medical services

MOA Medical office assistant

NP Nurse practitioner

pPCP Primary care provider

QI Quality improvement

REB Research Ethics Board

RN Registered nurse

RN prescriber Registered Nurse Prescriber

TCPS 2 Tri-Council Policy Statement: Ethical Conduct for Research Involving Humans
ucc Urgent care centre

Appendix A

Appendix A.1. Medical Office Assistant Emergency Recognition Tool

Appendix A reformats the CRMC-CSDM triaging tool used to recognize patients at risk of
imminent death or serious adverse outcome. The tool is intended for trained CRMC and Cranston
Smart Drug Mart staff members and supports immediate escalation through the local emergency-
response process when the defined thresholds are met.

Table Al. Medical office assistant emergency recognition tool.

Presentation Emergency

screened Symptoms or finding threshold Action

Pain or discomfort in the chest;

Suspected light-headedness, nausea, or Activate SARISS Code

. .. ] . or more2/local emergency-
myocardial vomiting; jaw, neck, or back pain; / gency
. . . .. symptoms present response process
infarction discomfort or pain in the left arm or . .

immediately

shoulder; shortness of breath

Activate SARISS Code

Suspected Loss of balance; blurred vision; one-
. wo or more2/local emergency-
cerebrovascular  sided droopy or paralyzed face; arm
. symptoms present response process
accident or stroke or leg weakness; slurred speech . .
immediately
Activate SARISS Code
Patient is actively bleeding and the
. . . Uncontrolled 2/local emergency-
Active bleeding  bleeding cannot be stopped by . .
. active bleeding  response process
applying gauze and pressure immediately
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Proceed through the non-

No emergencyPatient does not meet the thresholdsNO threshold met €Mergency ‘ clinic
threshold met above pathway according to

urgency and scope

Note: This appendix has been reformatted for publication from the original one-page operational tool.
The term SARISS Code 2 refers to CRMC/CSDM local emergency-response activation.

Appendix B

Appendix B.1. Traffic-Light System for Prioritizing Patient Bookings

Appendix B reformats the CRMC traffic-light booking tool used by medical office assistants to
prioritize patient bookings into urgent, semi-urgent, and non-urgent pathways. The categories are
operational booking categories and do not replace clinical judgment, RN prescriber assessment, or
emergency escalation when instability is identified.

Table A2. CRMC traffic-light system for prioritizing patient bookings.

Code Target timeframe Examples of booking categories

Allergic reaction; anxiety; asthma/COPD; cardiac chest pain;
COVID-19; dermatology (nevi); diarrhoea and vomiting; epilepsy;
Must be seen ongenitourinary medicine; hypertension management; eye infection;
the same day high infection risk; mental health over telephone; mental health
visit; oncology; ophthalmology; paediatric concern; pain; trauma;
urology; urinary tract infection

Red - urgent

Andrology; cardiology; cough, cold, and flu; dermatology; ear,
nose, and throat; gastrointestinal concern; gynaecology;
Yellow - semi-Must be seenhaematology; insomnia; complex medication review; neurology;
urgent within 24-48 hourstelephone consultation; pregnancy and prenatal care; prescription
refill; results; Spanish walk-in; surgical concern; vascular concern;
walk-in

Diabetes management; driver’s medical; endocrinology; family
conference; forms; hospital discharge; injection; regular or follow-
up medication review; meet and greet; orthopaedic concern; PAP
with doctor; PAP with nurse; adult physical; paediatric physical;
physiotherapy or massage referral; procedure for stitch removal;
procedure for wart treatment; requisition for test or investigation;
rheumatology; smoking cessation; specialist referral request; travel

Must be seen
Green - non

urgent

“within seven
calendar days

consultation; vaccination;, WCB

Note: This appendix has been reformatted for publication from the original traffic-light booking

tool.
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