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Introduction
Primary care forms the basis of the interprofessional health services provided 
to the Canadian population (CFPC 2019; Statistics Canada 2020). Professionals 
working in primary care come from various disciplines and offer care to a wide 
range of individuals within the population (CFPC 2019). In some Canadian 
provinces, interdisciplinary primary care clinics (PCCs) are predominant in the 
primary care landscape (Gouvernement de l’Ontario n.d.; Gouvernement du 
Québec n.d.). These clinics, often led by family physicians, include registered 
nurses (RNs) and other professionals such as social workers (SWs) (CFPC 2019). 
Although most of these PCCs are staffed by family physicians and other profes-
sionals, they have strong medical leadership and are often hierarchical (McInnes 
et al. 2015) and managed on a matrix basis (i.e., several authorities and individuals 
manage the structure and organization of PCCs and services) (Akman et al. 2022; 
Hutchison et al. 2011; Poitras and Couturier 2022; Pomey et al. 2009). Changes 
and decisions, therefore, must be submitted to and approved by various authori-
ties/individuals before they can be implemented (Poitras and Couturier 2022).

RNs and SWs working in those PCCs must provide evidence-based practice 
anchored in equitable, accessible, interprofessional and patient-centred care 
(CFPC 2019; Statistics Canada 2020). RNs in primary care serve as generalists, 
offering a broad range of services, including, but not limited to, health education, 
health promotion, chronic disease prevention and management, therapeutic inter-
ventions (e.g., wound care, immunizations), medication management, pediatric 
and women’s health, referral management, care coordination and system naviga-
tion (Lukewich et al. 2018). SWs in primary care support patients and families 
with mental health and well-being, ensure that they have the resources they need 
to heal and help them navigate the healthcare system (Ashcroft et al. 2018, 2024; 
Tadic et al. 2020).

Abstract
Registered nurses (RNs) and social workers (SWs) in Canada must integrate 
evidence-based practice in primary care. Continuing education interventions  
are needed and are valuable for achieving this. Primary care is a complex environ-
ment that must be considered to effectively implement a training intervention.  
Our team developed and implemented a train-the-trainer (TTT) intervention, 
including patient partners as trainers, to promote evidence-based practice for RNs 
and SWs working in primary care. Our developmental analysis highlighted key 
components, including the importance of leaders’ support and contextual adapta-
tion, demonstrating that while this TTT intervention holds significant potential, 
its effectiveness depends on organizational commitment and sufficient support 
from leaders.
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While some primary care professional practices are acquired through the curric-
ula, essential skills required by primary care RNs and SWs must be acquired 
through continuing education activities (Barrett et al. 2021; Couturier and Pépin 
2024; Lukewich et al. 2023). This is because the current academic curricula lead-
ing to the graduation of RNs and SWs do not contain sufficient training specifi-
cally related to primary care (Ashcroft et al. 2018; Lukewich et al. 2018). While 
some clinical skills can be learned – such as managing follow-up care for individu-
als with chronic illnesses and evaluating social functioning – there is a lack of 
academic curricula specifically designed to foster the development of professional 
leadership, define scopes of practice or promote interprofessional collaboration 
in primary care (Ashcroft et al. 2018; Lukewich et al. 2018). According to several 
authors, continuing education is necessary to compensate for the lack of integra-
tion of primary care in current curricula (Lukewich et al. 2018, 2024; Poitras et al. 
2018). It is highly recommended to support knowledge development and the 
implementation of innovations. Continuing education innovation in primary care 
refers to developing and implementing new approaches, strategies and methods 
to enhance healthcare professionals’ educational experiences and outcomes in 
the primary care setting (Serdyukov 2017). However, implementing innovation 
in primary care, such as continuing education intervention, faces several chal-
lenges that hinder its successful implementation and adoption. This is due to the 
complexity of the primary care environment (Ohr et al. 2021). Stakeholders wish-
ing to implement innovations in this environment must combine and consider, 
but not be limited to, medical and professional governance, interprofessional 
teams, different clinics in the same geographically delocalized area and continuing 
clinical needs (British Columbia Ministry of Health, Primary Care Division 2024; 
Government of Northwest Territories n.d.; Ministère de la Santé et des Services 
Sociaux and Direction des communications 2019; Ohr et al. 2021; Poitras et al. 
2019; Poitras and Couturier 2022; Primary Care Nurses of Ontario n d.). 

Poitras et al. (2022) developed a train-the-trainer (TTT) intervention (Formation 
de formateurs en première ligne, hereafter F2PL) to support the implementation 
of the team-based care approach for RNs and SWs working in PCCs. In Quebec, 
this team-based care approach is being promoted by distributing two practice 
guides, one intended for RNs and the other for SWs, conceived and distributed 
by the Quebec Ministry of Health and Social Services (Ministère de la Santé 
et des Services Sociaux and Direction des communications 2019; Poitras et al. 
2019). These guides have three sections: (1) information regarding the operation 
of PCCs; (2) the expected role of RNs or SWs in PCCs; and (3) interprofessional 
collaboration in PCCs. F2PL was developed in partnership with researchers, deci-
sion makers, content experts and patient partners (hereafter knowledge users). 
The protocol was previously published (Poitras et al. 2022).
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A TTT approach is an organized activity provided by a trainer aiming to improve 
the trainees’ learning and behaviour in a healthcare context (Kirkpatrick and 
Kirkpatrick 2019). In the healthcare system, trainers play a vital role in educating 
other healthcare professionals (Byrne et al. 2010; Moon et al. 2008; Ramberg and 
Wasserman 2004; Shrestha et al. 2006). Poitras et al. (2022) introduced a unique 
TTT intervention, using triads of trainers comprising RNs, SWs and patient 
partners to support the content of RNs’ and SWs’ integrating practice guides 
(Poitras et al. 2022). This intervention showed some effects presented in previous 
works (Morin et al. 2023; Poitras et al. 2024b). Briefly, in the F2PL study, trainers 
received training in the content of the guides and in the skills needed to become 
trainers themselves, enabling them to train primary care RNs and SWs. These 
trainers then trained RNs and SWs from the participating sites. Specific training 
content is available in Table 1.

Table 1. F2PL’s training content

Module Title Overview
Module 1 Introduction Host and introduction of participants and 

trainers. Presentation of the context that led 
to the deployment of the clinical practice 
guidelines in Quebec and the training 
objectives.

Module 2 Primary care and the 
role of PCCs in care 
service trajectories

Introducing primary care and PCCs and their 
contribution.

Module 3 Scope of practice of 
the RN and SW in PCCs

Supporting the development of knowledge of 
the practice field of nurses and PCCs’ SWs. 

Module 4 The patient experience Introducing the partnership approach with 
patients and their families and making the 
most of patients’ experiential knowledge.

Module 5 Interprofessional 
collaboration in PCCs

Support in acquiring strategies to help 
healthcare professionals develop 
collaborative practice, explaining the benefits 
and added value.

F2PL = Formation de formateurs en première ligne; PCC = primary care clinic; RN = registered nurse; SW = social worker.

 
Few authors have taken an interest in innovative continuing education interven-
tions in primary care (Brimmer et al. 2008; Chambers et al. 2013; Foster et al. 
2016; Fraser et al. 2017; McCreaddie 2002; Ohr et al. 2021). Large-scale continu-
ing education innovation implementation in primary care, such as TTT, remains 
poorly documented; the literature tends to focus on innovation implementation 
in PCCs one at a time, overlooking the complexities of the primary care environ-
ment. In this paper, we describe the key elements that support the implementation 
of a TTT for RNs and SWs in primary care and to identify the strategies required 
for successful deployment. 
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Methodology
We conducted a qualitative developmental evaluation (Patton et al. 2015) from 
2019 to 2023. We used the Knowledge-to-Action (KTA) Framework (Graham 
et al. 2018) and mobilization strategies to support the TTT intervention imple-
mentation process (Figure 1). Figure 2 shows the structure of our project and 
evaluation. The developmental evaluation and KTA approach enabled us to fully 
understand the implementation of the intervention and to continuously inform 
the process of intervention development and implementation (Patton et al. 2015). 
We reported data using the COnsolidated criteria for REporting Qualitative 
research (COREQ) checklist (Tong et al. 2007).

Practices’ Enrollment and Study Participants
As described in the articles by Poitras et al. (2022, 2024b), during phase 1, PCCs 
from three administrative regions were targeted based on their area characteris-
tics, including mega-urban, semi-urban and rural classifications, to obtain a repre-
sentative view of the realities in different settings across the province of Quebec, 
Canada. Two PCCs from each administrative region were enrolled. Governance 
representatives from the participating administrative regions identified RNs, SWs 

Key Elements for Implementing a Train-the-Trainer Intervention for Registered Nurses and Social Workers in Primary Care

Figure 1. Mobilization strategies to support TTT intervention

Meetings with healthcare facility managers, 
non-medical managers and primary care 
directors 
Meetings to present the project were held 
with healthcare facility managers to discuss 
their role in the implementation. 

Preliminary start-up 
meeting with trainers 
Start-up meetings were 
held with trainers before 
the project began. 

Newsletters sent by e-mail at  
specific periods of time 
Newsletters were sent by e-mail at strategic 
times to keep participants engaged.

Meetings to present the 
project to the manager 
These meetings were held 
in each of the potential 
implementation locations.

Dedicated person to answer questions at 
any time 
This person ensured that the educational 
program ran correctly, helped the trainers to 
modify their PowerPoints, provided technical 
support and liaised with researchers.

Additional contents to 
support trainers 
Memory aids have been 
developed, in particular 
step-by-step and memory 
aids, for using the platform 
and PowerPoint. 

Training content offered in paper version to 
trainers 
Educational program content and memory 
aids were provided in paper format  
and stored in a binder for easy access in a 
timely manner. 

Development of different 
learning modalities 
Synchronous and 
asynchronous educational 
program with different 
andragogic learning 
techniques were 
developed.Mobilization  

Strategies

TTT = train-the-trainer.
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and patient partners to become trainers. For phase 1, 15 trainers were recruited 
(9 clinical trainers and 6 patient trainers). These trainers provided the educa-
tional program to 33 trainees. In phase 2, we proceeded similarly, deploying in an 
administrative region that included urban, semi-urban and semi-rural environ-
ments. We enrolled 12 PCCs. Through each area’s governance representatives, we 
recruited one SW and two RNs for a clinical trainer position. Three patient train-
ers were recruited on a voluntary basis from other related research projects. These 
trainers provided the educational program to 50 trainees. Finally, we recruited six 
head family physicians, 10 managers and four continuous quality improvement 
officers to take part in qualitative interviews in support of our implementation 
evaluation process.

Data Collection
In phase 1 at T0 (before the implementation), 29 structured interviews and 
nine focus groups were conducted with family physicians, trainees (RNs, SWs), 
patients, trainers (clinical trainers and patient trainers), managers and continu-
ous quality improvement officers. At T1 (one month post-implementation), one 
semi-structured interview and two focus groups were conducted with trainees. 
In phase 2, two months post-implementation, 13 structured interviews were 
conducted with trainees and patient trainers and six logbooks from clinical train-
ers and patient trainers were collected. During phases 1 and 2, we collected field 
notes throughout the research process (four years). All data collection methods 
are summarized in Table 2.

Figure 2. Project structure and evaluation
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Table 2. Qualitative data collection description

Qualitative data collection methods documenting the development of F2PL
Qualitative semi-
structured interviews

44 interviews were conducted during the various phases with 
physicians, managers, department heads, patients, RNs, SWs, patient 
trainers and continuous quality improvement agents.

Focus groups 14 focus groups were held with patients, clinical trainers, RNs and SWs.
Researcher’s field 
notes 

472 lines of notes were consigned by 4 members of the research team 
in an Excel document. 

Trainer’s logbook 19 logbooks containing trainers’ reflections on the implementation 
process were collected.

Trainers’ debriefing 
with the research team 

8 debriefing meetings between the research team and the trainers 
supported the documentation of the implementation.

Information and 
adjustment meetings 
with managers, 
decision makers and 
physicians

5 meetings enabled us to prepare for implementation, identify barriers 
and facilitators to successful implementation and establish effective 
deployment strategies to address shortcomings.

F2PL = Formation de formateurs en première ligne; RN = registered nurse; SW = social worker.

Data Analysis
Qualitative data were iteratively analyzed using three concurrent flows (Miles 
et al. 2020). The data were condensed and grouped by themes to provide learnings 
that could support implementing the TTT intervention. The analysis focused on 
finding meaning in the multiple sources of data to describe the key elements that 
support the implementation of a TTT for RNs and SWs in primary care and to 
identify the strategies required for successful deployment.

Ethical Considerations
The ethics committees of the participating establishments have approved the 
project (CIUSSS Saguenay-Lac-Saint-Jean under the reference 2019–037). 
Informed consent was obtained from each participant. All participants signed 
an electronic informed consent form to participate in the study before the data 
collection. Research data have been anonymized and stored securely according to 
guidelines and regulations (Declaration of Helsinki).

Results
The TTT intervention was deployed in two phases. At its conclusion, F2PL resulted 
in the training of a total of 12 SWs and 71 RNs. The impact of the TTT is available 
in the articles by Poitras et al. (2024b) and Morin et al. (2023). The developmental 
evaluation used throughout the research process enabled us to adapt phase 2 accord-
ing to what we learned in phase 1. Figure 3 shows the TTT improvement between  
phase 1 and phase 2. The qualitative analysis of the 562 data sources collected 
throughout the project (Table 2) allowed our team to present the following results.

Key Elements for Implementing a Train-the-Trainer Intervention for Registered Nurses and Social Workers in Primary Care
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Figure 3. TTT improvement between phases 1 and 2
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PCC = primary care clinic; RN = registered nurse; SW = social worker; TTT = train-the-trainer.

Theme #1: Managers and Decision Makers Failed to Realize Concrete Action to 
Support Innovation Implementation
Implementing a TTT innovation requires support from managers and decision 
makers. They must be engaged and take concrete action. This mobilization was 
supposed to be reflected in official communications from managers to RNs and 
SWs in each PCC. It was also to be reflected in a concrete commitment to free-
ing trainers from a predetermined number of hours/months to carry out their 
role as trainers. This also meant that RNs and SWs in the target PCCs would be 
authorized to free up their time to complete the training. Our field data showed 
that although the medical and administrative managers/directors of PCCs were 
formally in favour of implementing the innovation, few concrete actions were 
taken to legitimize it and encourage potential RNs and SWs to engage in training 
as trainees. It was documented in the first meeting field notes, with each manag-
er’s/director’s verbal support to the project, but after the meeting, managers/direc-
tors failed to realize concrete action. To compensate for the lack of support from 
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managers/directors, we deployed extra strategies to assist trainers in engaging RNs 
and SWs in training. As a result, the team conducted additional meetings with the 
medical and administrative managers/directors of the targeted PCCs to emphasize 
the value of training contextualized to their PCC. Several discussions took place to 
establish strategies for promoting the training intervention through both formal 
communication channels (e.g., clinical notices and professional e-mails) and 
informal ones (e.g., weekly practice team meetings).

Finally, it has been documented during meetings with non-medical managers 
that they frequently felt uncomfortable promoting training or participation in 
research implementation training without the prior agreement of the PCC’s medi-
cal manager.

During the meeting with the administrative manager of the clinics, it was 
documented that he saw added value in the training of nurses and social 
workers. However, he cannot give his full agreement to the participation 
of the professionals without the agreement of the medical manager of 
each clinic. (Field note of the research team in Region X in phase 1)

We haven’t started training yet, as we’re still looking for suitable prem-
ises to accommodate everyone. In addition, we have not yet obtained the 
medical manager’s agreement to release the nurses for the duration of the 
training. (Note made during a call with Region X trainers in phase 1)

Theme #2: The Complexity of Primary Care Context Requires the Adaptation of 
Training Modalities to Encourage Engagement and Learning
When the TTT intervention was created, it was decided by the project team in 
phase 1 that face-to-face training would be preferable to create dynamic exchanges 
and partnerships between clinical trainers, patient trainers and the RNs/SWs to 
be trained. It has been observed that delivering face-to-face training in a PCC can 
be arduous for both trainers and trainees. As an example, an appropriate room or 
required equipment, such as a computer and screen to present the PowerPoint, 
was often lacking.

The trainers found it difficult to organize the training in clinic X. No 
premises could accommodate all the nurses and the social workers.  
Moreover, the only room that could accommodate them had no 
computer, and access to technology was impossible. The trainers were, 
therefore, able to deliver the training but could not use the multimedia 
content provided to support the exchanges and training. (Field note  
of the research team in phase 1)

Key Elements for Implementing a Train-the-Trainer Intervention for Registered Nurses and Social Workers in Primary Care



50 Nursing Leadership Volume 37, Special Issue  •  2025

It was also observed that PCCs operate differently in terms of working methods, 
infrastructure and staff release for continuing education. In phase 2, it was essen-
tial to re-evaluate the face-to-face training and provide training using various 
methods. This allowed trainers to adapt training delivery to each PCC.

I appreciated that we had live training in teams, where we could talk with 
our colleagues, the trainer, etc. I thought it was more interesting than 
training courses that are videos and PowerPoint, and then we try not 
to daydream while it is going on, so I thought it was interesting to have 
something interactive. I appreciated having [live] training in teams, where 
we could exchange [information] with our colleagues, with the trainer 
and all. (RN trained in phase 2)

Our team documented in the logbook that offering a single training modality 
(e.g., four-hour training for all) could hinder trainees’ commitment to training 
and project start-up. As a result, the four-hour face-to-face training course  
was modified to a four-hour distance learning course combining synchronous, 
asynchronous, active and passive learning modes. The changes between  
phases 1 and 2 had notably engaged the trainees. They liked that the training  
was available in various formats, allowing them to complete it between two 
encounters or during times that did not disrupt their clinical work. These  
different modes gave the trainers the agility they needed to modulate the  
training according to each PCC’s environment.

We went over the basics and so on, but I think what helped the most was 
seeing the patient’s side of things. That’s what really impressed me the 
most about the training, to see their perceptions too, to go and find out 
what their needs are, and then to see whether we’ve met their real needs 
when they come along. (RN trained in phase 2) 

Theme #3: Training Interventions Must Provide Actionable Steps Tailored to 
Clinical Contexts and an Operational Framework for Trainers
During phase 1, we gave the three teams of trainers the freedom to determine 
when, where and how they would carry out their training and coaching. It was 
observed that this freedom to contextualize the training to their PCCs and juris-
diction was a source of hesitation and delay on the part of the trainers. It was 
noted that the phase 1 trainers encountered difficulty launching the training and 
establishing common ground. They could not figure out the best ways to collabo-
rate as trainers or establish the training sequence for the two practices for which 
they were supposed to provide training.
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In phase 1, the team of trainers from Region X held four preparatory 
meetings to determine the training sequence and the approach to be taken 
with the doctors in charge of the targeted clinics in order to enhance the 
added value of the training. The team’s principal researcher attended the 
fourth meeting to support them in planning the activities to be carried 
out. (Field note of the research team in phase 1)

For phase 2, the research team provided trainers with a clear operational frame-
work described in a step-by-step guide (Figure 4). This guide made it easier for 
trainers to feel confident in their actions.

The step-by-step is helpful. I know exactly what to do and when to do it. 
(Patient trainer in phase 2; notes from the recording of the trainers’ meeting)

Figure 4. Step-by-step: The role of the trainer

THE ROLE OF THE TRAINER

ASYNCHRONOUS (60 MINUTES)

• View the three parts of the narrated coaching presentation

• First Part 

• Second Part

• Third Part

• Watch the video on the role of the trainer 

• Consult the files on generations and the labor market

• Explore the file on the four types of learners

• Read the file on types of conflict in the workplace

• Consult additional resources

• Participate in consolidation activities (synchronous)

• Consult the reminder on the role of the trainer

• Complete the evaluation questionnaire 

• Refer to the step-by-step guide for preparing clinicians for the 

educational program

• Note the release date of the patient experience module: May 30 2022.

Key Elements for Implementing a Train-the-Trainer Intervention for Registered Nurses and Social Workers in Primary Care
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The research team also circulated an operational framework for the deployment of 
training with trainers at monthly meetings. These meetings allowed trainers to ask 
questions about the structure and the operationalization of training.

F2PL launch meeting with two clinical trainers, extremely interested in 
the training platform, say they were happy to be “taken by the hand” when 
talking about the platform. (Field notes of the research team in phase 2)

Theme #4: The Matrix Structure in Primary Care Hinders the Swift 
Implementation of Actions to Support Innovation, Such as a TTT Intervention
The PCCs included are subject to matrix management, which typically involves 
creating matrix organizational structures where employees are part of cross-func-
tional, interdependent teams based on their expertise or area of specialty. In this 
study, this management reduces the power of impact that a manager can have on 
the PCC. While RNs were under the responsibility of an administrative manager 
(often an RN manager of several PCCs in the same jurisdiction), SWs were 
under the responsibility of a different manager. In addition, these two manag-
ers co-managed SWs or RNs in partnership with the PCC’s medical director. So, 
to achieve the training, on average, three to five meetings were held per PCC to 
explain the training and the research (data from research team field notes). This 
led to delays in implementation, as we held additional meetings. Finally, it was 
observed that this matrix management undermines the team cohesion required 
to prioritize an innovation such as a TTT intervention. This is because the needs 
perceived by RN managers, SW managers and medical managers may differ from 
one another.

Environment X, which is an academic primary care clinic, is positive 
about the arrival of the project and eager to start training. They find the 
training content relevant and useful for their social workers and nurses. 
On the other hand, nurse managers and social workers in practice Y, a 
private primary care clinic, are in favour of the project’s arrival but doubt 
that it will be considered relevant by the medical manager and medical 
team in place. (Field notes of the research team in phase 2)

Discussion
This paper aims to describe the learning that supports the implementation of a 
TTT for RNs and SWs in primary care and identify the strategies required for 
successful deployment. The main results led us to the following propositions.

Without strong leadership from primary care managers and decision makers, a 
continuing education program dedicated to RNs and SWs across a wide terri-
tory cannot be achieved. In the present study, which was conducted in different 
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regions and in two phases, we observed that one of the essential elements for the 
deployment of the TTT was the mobilization of managers and decision makers. 
They had to believe in the project and support the research team with concrete 
actions to mobilize primary care teams and authorize the implementation of the 
said training in certain PCCs or even across entire territories. Indeed, although a 
training program and the resulting training intervention can be co-constructed 
with representatives of various knowledge users, including managers and decision 
makers, it is essential for a leader from each organization to support the connec-
tion between the different stakeholders or primary care settings and to inspire and 
motivate the employees in their sector (van Diggele et al. 2020). This is particu-
larly true in primary care, where each setting must be approached to consent to 
the intervention and where each context must be considered as a distinct unit but 
forming a whole. Therefore, these managers and decision makers must take on the 
role of leaders, setting direction, influencing others and managing change (Parry 
and Bryman 2006). They must become messengers who carry the intervention 
just as the research team does by sharing the values promoted by the training or 
initiative. This type of leadership, which some authors describe as transforma-
tional, can support change and innovation within an organization and among the 
individuals who work there (Alshahrani et al. 2023).

Our results lead us to believe that it seems essential for primary care managers 
and decision makers to work together to support the deployment of innovation in 
primary care. Decision makers and managers must be leaders and work together 
to counter the complexity of the primary care structure, which suggests more 
of a siloed/matrix management by the professional sector rather than an inte-
grated and interdisciplinary management of primary care (Peiris et al. 2024). 
This management is not unique to the primary care sector and is more important 
in hierarchical sectors (Pedersen et al. 2024). This is also observable in our own 
study, where non-physician managers did not feel justified in authorizing the 
training without the family physician’s director’s agreement. There has been a 
lack of consensus and consultation among leaders in the same sectors on how to 
support the training. The lack of cohesion and cooperation between the different 
levels of management of PCCs inside each jurisdiction makes it harder to imple-
ment innovations such as TTT.

Finally, the TTT intervention is a helpful structure that can overcome the complex-
ity of the primary care structure. However, trainers need guidance on the train-
ing sequence; the approaches to be used; and the key players to be considered, 
approached and included in the initiative. In the present study, the TTT interven-
tion enabled the deployment of the educational intervention in three regions in 
phase 1 and then in all the PCCs of a single region in phase 2. Training so many 
people from different professions on various training content would not have been 
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possible without this approach. Furthermore, training trainers in three different 
regions in phase 1 allowed the creation of trainer teams skilled in understanding 
the primary care contexts in which they had to operate. This understanding was 
proved necessary for the development of the trainers’ roles. However, these train-
ers must be not only trained but also supported in their training efforts. Our work 
has described that they need to be supported after their own training so that the 
knowledge acquired during their training can be operationalized into skills. In 
the context of this study, this support proved crucial for strengthening the train-
ers’ capacities. The continuous support provided by our team and the monthly 
trainer meetings not only ensured the effective application of the skills acquired 
by the trainers but also contributed to long-term professional development and 
the overall success of the training objectives (Medina et al. 2015). Previous work 
by our team (Poitras et al. 2021), as well as that of Nexø et al. (2024) and Pearce 
et al. (2012), also highlighted the effectiveness of trainer’s training on trainees. 
However, the subject of trainers has hardly been studied. Moreover, the project 
discussed in this paper is the first, to our knowledge, to specifically highlight 
the importance of not only training the trainer but also providing longitudinal 
support to trainers once the basic training is offered. This is an essential element 
to be considered by leaders wishing to replicate a TTT intervention in primary 
care to develop competent trainers and ensure the longevity (and sustainability) of 
knowledge and innovation in clinical settings.

Conclusion 
Our TTT intervention for RNs and SWs is one of the first of its kind in Canada, 
and our findings will enable us to better develop similar training programs in the 
same context. As PCCs are distinct entities with unique characteristics (Ohr et al. 
2021), the strategies developed by our team may not be transferable to all contexts 
but could be used by nursing leaders to support continuing education programs 
in primary care. The integration and analysis of four years of data provided a 
comprehensive understanding of the phenomenon, boosting the study’s credibility 
(Cronin et al. 2008; Miles et al. 2014). The lessons learned (i.e., contextualizing the 
format and the content to primary care complex environment, involving the lead-
ership of managers and decision makers in each province to support implementa-
tion and developing a support structure for trainees) have been used to support 
the creation of the first national educational program for primary care RNs as part 
of the Team Primary Care initiative (https://www.teamprimarycare.ca/) (Poitras 
et al. 2024a).

Implications for Nursing Leadership
Our study provides field data to understand how TTT interventions can be 
deployed and the strategies required for successful deployment. This knowledge 
is essential to leaders who want to deploy such interventions in primary care. By 

https://www.teamprimarycare.ca/
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reading this paper, a leader will gain an understanding of the structure of a TTT 
intervention and the necessary elements for supporting or potentially hindering 
its progress. It emerges from our four-year data analysis that the leader’s support 
must be concrete and that he or she must put forward strategies to mobilize 
change and the key players in his or her environment. Without this, even if a 
project is well-structured and offered for implementation in each environment 
by a research team, there is little chance that it will be deployed effectively and 
achieve the desired effects. The leader has to become a vector of change and a key 
person in the success of major innovation in primary care in collaboration with 
the research team members.

Correspondence may be directed to Marie-Eve Poitras by e-mail at  
marie-eve.poitras@usherbrooke.ca.
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