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Introduction

• 104 physicians + 1 PCP Nurse 
Practitioner

• PCN Panel size: 136,083

• Population of RDPCN Area: 144,000

•      COPD, Diabetes, & Hypertension



Poll: 

Do you currently have a nurse practitioner on your direct 
team, or work closely with a nurse practitioner?





RDPCN NP Timeline:



Street Clinic Case:

• 58 y.o. Female
• Walk-in for prescription refills. 
• Appears disheveled with poor 

hygiene, flat affect and responds with 
one-word answers, poor historian. 
Patient reports has not been filling 
some medications due to cost. Is 
currently housed, but house is being 
foreclosed. 





Street Clinic

Walk-in patients + appointments

Panelled - PCP

Team:

• 3 Nurse Practitioners

• 1 Admin

• 1 MOA

• 1 Practice Facilitator





(AMA, 2025)



Poll: 

How familiar are you with Patient Medical Home 
Implementation Elements?



Engaged 
Leadership
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Case Study

POLL: 

What should the NP prioritize for this patient?



Wrap up Street Clinic

• Primary Care Needs:

oCholesterol

oDiabetes

oDepression

oCKD

oCognition

oPreventative screening (FIT) 
 

•Housing

• Street Connect – AHS 
navigation + support (Social 
Worker)

•RDPCN Pharmacist – med 
review for cost reduction

•RDPCN Diabetes Management

•MINT Memory Clinic



MINT (Multi-Specialty Interprofessional Team) 
Memory Clinic



MINT referral from Street Clinic:

Referral to MINT received from Primary 
Care Provider (Street Clinic NP): 

Ms. Johnson is a 58-year-old female who 
presents with progressive memory 
decline. First noticed difficulty with 
memory and controlling emotions. 
Noticed scattered thoughts/difficulty 
following train of thought. Struggles more 
with memory when not following usual 
routine.  Can you please assess and give 
your opinion.



Poll: 

Where would you refer this patient for additional 
assessment in your community?



The Landmark Study 2022, 2024



Transitioning from Elder Care Assessment Clinic to MINT



The Physician / NP Collaboration 
in a Team-Based Care Model

"A high-performing team is essential to creating a more comprehensive, 
coordinated, and effective care delivery system centred on the patient's 

needs" 

- The College of Family Physicians of Canada



The Red Deer Memory Clinic Team

Our Team: Skilled team of 
professionals who have all received 
standardized accredited training to 
deliver high quality dementia care



MINT Appointments 
(April 1, 2024 – March 31, 2025) - 187 patients





Breakdown of Diagnoses provided at MINT
(April 1, 2024 – March 31, 2025)



Why an NP?



MINT NP Follow-Up 
(2nd NP hired October 2024)

Telehealth Follow-Up (Apr 1, 2024 – March 
31, 2025)

Nurse Practitioner followed up with 155 
patients and their care partners after 
receiving a diagnosis and/or plan of care 
from MINT

In-Clinic Follow-Up (Nov 1, 2024 – March 31, 
2025)

Nurse Practitioner assessed 15 patients 
and their care partners, in clinic for 
follow-up after receiving a diagnosis 
and/or plan of care from MINT



NP Frailty Level II Assessment 
Supporting Primary Care Providers

Nutrition
Urinary 

Incontinence
Fracture Risk Falls Risk

Exertional 
Dyspnea

Social 
Isolation

Exercise



The MINT NP maintaining continuum of care throughout 
the dementia journey



Case Study:



Diabetes Management Team

Team Lead: 1 NP with CDE

•Access 5 days/week

4 RNs with CDE Designation

• 1 day/week per RN



Diabetes Management Team





(Galindo et al., 2023).



Why an NP?



Key Take Aways

The Path Ahead: The Role of the Nurse Practitioner in the 
Evolution of the PCN & Patient Medical Home

• Continued NP role development
• NP as vital part of program and role development
• NP role encompasses many areas:
• Clinician
• Leader
• Advocate
• Educator
• Scholar
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Thank you 
for attending
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