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ABSTRACT

Aim: To explore the factors influencing the Family and Community Nurse (FCN) role implementation within the local health
authority (LHA) of Biella, Italy.

Design: Qualitative single embedded case study.

Methods: Twenty-two participants (18 FCNs and 4 managers) were interviewed using in-depth semistructured interviews and
timeline elicitation. Observational data were recorded in field notes. Data were analyzed using the Framework Analysis approach
and organized through the Consolidated Framework for Implementation Research.

Results: At the outer setting level, alignment with national policy and population needs supported adoption, although public
awareness of the role was initially low. Within the inner setting, organizational flexibility enabled role adaptation, especially
regarding project participation and time allocation. However, fragmented coordination with existing services and the persistence of
task-based workflows limited integration. At the individual level, FCNs expressed strong motivation and professional identifi-
cation, but also reduced confidence linked to limited preparation for community-based and educational activities. The process was
supported by reflective leadership and the progressive tailoring of strategies to local needs and staff competencies.
Conclusion: Implementing the FCN role is a dynamic process shaped by structural conditions, professional boundaries, and
stakeholder engagement. Sustainability requires system-level support, cross-sector collaboration, and a clearly defined scope of practice.
Impact: This study highlights key organizational and contextual conditions required to support the sustainable integration of
FCNs. These insights may guide health service managers and policymakers in strengthening community-based care models,
improving interprofessional coordination, and investing in role-specific education to meet the needs of aging populations.
Reporting Method: The study adhered to the Standards for Reporting Qualitative Research.
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What Does This Paper Contribute to the Wider Global
Clinical Community?

« Offers one of the empirical applications of the Consoli-
dated Framework for Implementation Research (CFIR) to
explore the introduction of the FCN role in a European
context, demonstrating how multilevel determinants in-
teract dynamically during real-world implementation.

« Identifies the enabling role of organizational flexibility
and leadership in tailoring implementation strategies to
local workforce capacities and community needs, thereby
supporting the transition from task-oriented practice to
proactive, community-centered care.

« Highlights how the development of FCNs’ clinical lead-
ership capabilities is essential for consolidating their role
in community-centered care, underscoring the need to
strengthen these competencies alongside technical
preparation.

1 | Introduction

An aging population and the increasing rates of chronic de-
generative diseases and disabilities result in substantially
more demands on the healthcare system. In Italy, data from
the Italian National Institute of Statistics (ISTAT) indicate
that 32.3% of citizens (> 65 years) have chronic conditions and
comorbidities, with the proportion of people over 80 with
chronic conditions doubling between 2001 and 2020 [1]. These
trends extend beyond Italy to the Organization for Economic
Co-operation and Development (OECD) countries, where, by
2050, the proportion of individuals over 65 is projected to
reach 29%, with more than 60% expected to have one or more
chronic conditions [2]. In addition to chronic conditions,
frailty is also increasing. A recent meta-analysis of more than
1.7 million adults across 62 countries estimates a frailty
prevalence of 16% among individuals aged 60-69 years, rising
to 51% in those over 90, with variations depending on the
measurement scale used [3]. Recent Italian evidence,
adopting a bio-psycho-social approach to frailty [4], reports
a prevalence of 39.8% among community-dwelling older
adults, with higher proportions observed among women and
those in the oldest age groups [5]. Taken together, the com-
bined trends of population aging, multimorbidity, and frailty
highlight increasing demand for health and social care ser-
vices. The COVID-19 pandemic further exposed the in-
adequacies of healthcare systems, particularly in responding
to the needs of vulnerable populations—such as older adults
with chronic conditions [6]. Therefore, rethinking how health
systems are designed and delivered has become a strategic
priority. Increasing attention is being paid to prevention,
continuity of care, and improved access to services in com-
munity and home-based settings. Policymakers and health-
care professionals are advocating for integrated, person-
centered, community-based models tailored to the needs of
individuals with chronic conditions and their families [7]. In
this evolving context, primary care nursing roles—such as the
Family and Community Nurse (FCN)—are emerging as key
contributors to the shift toward proactive, community-
oriented care.

2 | Background

The World Health Organization (WHO) advocates for the FCN
role to strengthen health systems and meet the evolving care
demands of aging populations facing an increased burden of
chronic conditions. FCNs are registered nurses with specialized
training who operate at the intersection of individual, family, and
community care. Their responsibilities typically include de-
livering primary healthcare, promoting health, preventing ill-
ness, managing chronic conditions, and coordinating care across
health and social services [8]. In Italy, the FCN role had already
been piloted in several regions prior to its formal recognition [9].
Ministerial Decree No. 77/2022 [10] subsequently in-
stitutionalized the role and called for the functional activation of
new structures, such as Community Health Centers and Terri-
torial Operational Centers. This Ministerial Decree positioned
the FCN as a central figure in the reorganization of primary care.
However, due to the decentralized nature of the Italian health
system—comprising 128 local health authorities (LHASs) [11]—
the responsibility for adopting, hiring, and utilizing FCNs was
delegated to each LHA at the regional level, resulting in con-
siderable variation in how the FCN role was implemented. In
some LHAS, existing district nurses were designated as FCN role
without major changes to their scope of practice. In other LHAs,
FCNs were introduced as a distinct role with a focus on pre-
vention and health education at the individual, family, and
community levels, while district nurses or domiciliary nurses
continued to provide direct care (e.g., wound management) [12].
Although flexibility in adapting the FCN role to local community
needs is essential, this has led to inconsistent implementation
nationwide and a lack of clarity at organizational and community
levels regarding the distinct functions of FCNs compared to other
community-based nursing roles [13]. These inconsistencies are
further reflected in disparities in care delivery standards, with
a deviation from the recommended FCN-to-inhabitant ratio (1:
3000) [10] and actual ratios averaging around 1:16,000 [14]. This
variability is not unique to Italy; the introduction of the FCN role
within multidisciplinary community and primary healthcare
models has also been uneven in other European contexts [12],
reflecting broader challenges in standardizing advanced nursing
roles within diverse healthcare systems.

The transition to and implementation of a new model of
community-care nursing is complex and involves interactions
between multiple interconnected system components, including
organizational structures, healthcare providers, and community
needs [15]. Evidence suggests that organizational efforts to im-
plement such changes often fall short of their intended outcomes
[16]. Barriers to successful implementation can arise at various
levels, including individual practitioner behaviors, organiza-
tional processes, and broader policy frameworks [17]. At the
individual level, limited educational opportunities and mis-
alignment between training programs and the competencies
required for advanced roles can create significant challenges [18].
At the team level, general practitioners often lack a clear un-
derstanding of the distinct functions and responsibilities asso-
ciated with advanced practice nursing roles, leading to role
ambiguity and resistance to integration within care teams [19].
Organizational barriers, such as role and responsibilities re-
definition further hinder integration. Moreover, shortages of
staff, administrative support, and essential equipment exacerbate
these difficulties [20]. In contexts where FCNs have been
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implemented, supportive leadership and clear policies have
proven critical to overcoming these barriers [13].

Given that the success of advanced practice nurse role imple-
mentation is highly influenced by contextual factors, it is essential
to understand the local barriers and facilitators that have served to
influence the integration of FCN in primary care. Nilsen and
Bernhardsson argue that regional variations within healthcare
delivery models, organizational structures, and policy frameworks
significantly affect how APN roles are integrated and sustained [21].
Therefore, a nuanced understanding of local factors is critical to
tailoring strategies that promote the effective adoption and utili-
zation of FCNs across diverse settings in Italy. Despite the growing
interest in FCNs as a solution to workforce and care delivery
challenges in Italy, empirical research on their implementation
remains limited. Given the unique geography, political contexts,
and healthcare systems across Italy’s LHAs, the purpose of this
study was to explore and describe the factors influencing how the
FCN role was implemented within one LHA located in Northern
Italy—the Azienda Sanitaria Locale of Biella. The overarching
research question was as follows: How was the FCN role imple-
mented within the Biella LHA, and what contextual, organiza-
tional, and professional factors shaped this process over time?

3 | Methods

3.1 | Study Design

A qualitative single embedded case study design was conducted
to describe the process of implementing the FCN role into the
real-world context in which it occurred, a single LHA in
Northern Italy. This design was chosen due to its suitability for
answering “how” and “why” questions related to phenomena
within its real-world context, especially when the boundaries
between phenomenon and context may not be clear [22].

3.1.1 | The Case

In a qualitative case study, it is important to define and bind the
case. In this study, the “case” or social process being studied was
the implementation of the FCN role, where implementation is
defined as the critical transition between an organization’s de-
cision to adopt an intervention and the consolidated use of that
intervention [23]. The case was then bound by the study setting
and time frame corresponding to the ongoing implementation of
the role. The study setting was a single LHA in Northern Italy.
The LHA of Biella consists of a single district where nine nursing
teams, including FCNs and district nurses, operate. Each team is
responsible for a specific geographical area, with their opera-
tional headquarters located in the Community Health Centers.

3.2 | Theoretical Framework

The Consolidated Framework for Implementation Research
(CFIR) [24] guided data collection and data analysis. The CFIR
provided a comprehensive structure to examine multilevel de-
terminants of implementation across five domains: outer setting,
inner setting, intervention characteristics, characteristics of in-
dividuals, and implementation process.

Three propositions were selected a priori to guide the study’s
focus [22], informed by the CFIR assumptions [24]: (1) changes

in the external context (outer setting) influence implementation
of the FCN role, often acting through the organizational envi-
ronment (inner setting); (2) individuals actively shape the
implementation process through their roles and decisions (in-
dividuals); and (3) successful implementation typically requires
a multilevel active change process, encompassing individual to
organizational transformations (implementation process).

3.3 | Participants

The triangulation of data types and sources is a hallmark
characteristic of case study research [22]. Two distinct data
sources, which could provide rich descriptions of the imple-
mentation process and context, were purposefully sampled and
invited to participate in this study: (1) FCNs and (2) program
managers. The inclusion criteria for the invited nurses were as
follows: (1) completion of a postgraduate degree, a Master in
FCN; (2) employment as an FCN within the LHA; (3) direct
involvement in delivering care within this role at some point
between 2017 and 2024; and (4) a willingness and ability to share
detailed descriptions of their experiences, in Italian. Within this
organization, the full population of middle and senior managers
with any role or responsibility related to the supervision of FCNs
or implementation and integration of this model of nursing care
within the LHA was also invited to participate. A purposive
criterion sampling strategy was therefore adopted: Only in-
dividuals meeting these criteria were invited (n =22), and all
agreed to participate. Participants were asked to retrospectively
reflect on their experiences implementing this role from the time
of their training in FCN to the time of the interviews in 2024.
Because some FCNs had already begun performing tasks aligned
with the FCN role before its formal organizational adoption,
participants were asked to reflect on both their own professional
transition and the progressive implementation of the role within
the Biella LHA. This approach allowed for the identification of
how professional transitions at the individual level and orga-
nizational changes within the LHA unfolded concurrently and
influenced one another over time.

3.4 | Data Collection

To ensure a rich and comprehensive understanding of the case,
data were collected using multiple data types which were used to
corroborate and contextualize findings [22]. Data collection
techniques included observation and face-to-face semistructured
one-to-one interviews augmented with the completion of time-
lines as a data elicitation strategy.

Observational data were collected over a 30-day period. In the
observer-as-participant role [25], the primary qualitative re-
searcher (EBu) immersed herself in the daily activities of the
FCNs. This immersive approach facilitated a comprehensive
understanding of how FCNs organize their work, prioritize
activities, and navigate their professional responsibilities. In
addition to gathering insights about the context in which
FCNs work and how work is organized, this observational
period also served to build trust and rapport with the FCNs
prior to conducting interviews. This approach proved bene-
ficial in several ways: It fostered a comfortable atmosphere
during interviews, encouraged open and candid discussions,
and provided a shared context that could be referenced to
enrich the interview data.
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All participants were invited to complete a single semistructured
interview. The focus of the interview was to collect information on
participant experiences of either implementing the FCN role within
the organization or delivering care as an FCN, perceptions of the
factors influencing the adaptation and implementation processes
(and when they served as either barriers or facilitators), challenges
encountered, and the strategies used to address these challenges, in
the implementation process, and methods of evaluation (Table 1).
Concepts explored in the interview, and the questions posed, re-
flected key constructs from the CFIR. The interviews were con-
ducted in Italian by a nurse researcher (EBu), with extensive content
expertise in nursing care delivery models and family and community
nursing and substantive experience in conducting qualitative in-
terviews. All interviews were conducted face-to-face; however,
participants were given the option to identify the location for the
interview. Participants were informed that the interviews would last
up to 1 hour in length. At the start of each interview, participants
were also guided to construct a timeline documenting significant
milestones and challenges, mapped along with their recollection of
the implementation process. This form of graphical elicitation en-
hanced participant reflection and provided a clearer understanding
of key implementation events from their perspectives [26]. All in-
terviews were audio-recorded. Copies of each timeline were made
and kept by the researcher. Demographic data were also collected.
Following each interview, field notes were maintained to document
information about the physical location of the interview, key con-
cepts discussed and expanded upon, and impressions of the par-
ticipant’s engagement and emotional reactions during the interview.

3.5 | Data Analysis

The data were systematically analyzed using the framework
analysis approach [27] explicitly guided by the CFIR. Interviews
were transcribed verbatim in Italian with identifying information

TABLE 1 | Sample questions used in the semistructured interviews.

removed. A team of two researchers then familiarized themselves
with the content through repeated reading and conducted the
coding process by identifying key segments of text. Drawing on
CFIR as an a priori analytical structure, an initial coding
framework was developed in which each code was mapped onto
one of the CFIR domains and, when applicable, to specific
constructs within these domains. No data were found that fell
outside the scope of the CFIR domains or constructs, and
therefore, no inductive refinement was required. A spreadsheet
was used to generate a matrix, where the data were charted by
summarizing each transcript’s content according to the CFIR
domain and construct. This matrix facilitated systematic com-
parison across participants and across domains of the framework,
supporting an integrated interpretation of how multilevel factors
influenced implementation. While immersed in the data, ideas
and concepts were discussed within the wider research team to
support reflexive interpretation and theme development. The
timelines were analyzed in terms of content to enrich or confirm
the categories that emerged from the interview analysis and to
understand the temporal sequence of events. For reporting
purposes, selected quotations were translated into English and
discussed within the research team to ensure conceptual
equivalence and interpretive coherence.

3.6 | Rigor and Reflexivity

Multiple strategies were employed to promote the overall rigor of
the study findings. Data source, type, and researcher tri-
angulation were used to support the credibility of the findings.
The involvement of multiple researchers with methodological
expertise in applied qualitative research (EBa, EBu, and SMJ) and
content expertise with respect to community nursing (EBu, SMJ)
in the data analytic process contributed to a consistent and
transparent approach to coding and theme development. The

Questions
asked to managers

What were the key milestones that marked the local adaptation of the FCN model in your context?

How were decisions made and by whom? (Process)

How did contextual factors (outer setting) influence the implementation process?

What external pressures were present? (outer setting)

How was the integration of the FCN role envisioned alongside existing services and professionals?

How did professionals respond to this new role? (inner setting)

What strategies were adopted to overcome implementation challenges?

Can you describe whether they emerged from formal planning processes or evolved more informally in practice? (Process)

Questions asked to FCNs

What were the key steps you experienced in becoming a FCN?

How did your tasks or responsibilities change? (process)

How did contextual factors influence the way the FCN role was implemented and adapted?

How did local needs or population characteristics impact your work? (outer setting)

How did your role relate to existing services (e.g., home care)?

How did the organization influence the coordination of your role with existing services? (inner setting)

What kind of support did you receive in your role?

What aspects of your background or training supported you, and in what areas did you feel less equipped? (characteristics of

individuals)
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researcher’s positionality in the field, in an observer-as-
participant role, was addressed through reflexive note-taking and
regular team discussions. An audit trail of research decisions was
maintained to support transparency regarding how field im-
mersion could have shaped analytic interpretations.

3.7 | Ethical Considerations

The study was approved by the Local Ethics Committee (Ap-
proval No. CE 104/2024). Informed consent was obtained from
all participants prior to their involvement in the study. Confi-
dentiality and anonymity were ensured by assigning each par-
ticipant a unique alphanumeric identification code and removing
any identifiable information from the transcripts.

4 | Results

A purposeful sample of 22 individuals, 18 FCNs and 4 managers,
who were strongly positioned to describe the process, successes,
and challenges of implementing the FCN role within a single
LHA in Northern Italy, were interviewed. The FCNs worked in
seven of the nine nursing teams within the district of the LHA.
Most participants identified as female (N = 18), with a mean age
of 49 years (SD = 7.5). Participants reported an average of 24.7
years of overall work experience (SD = 8.6) and relatively recent
experience working as FCNs, averaging 4years in the role
(SD + 3.8, median 1.8, range [0.7-12]).

The multilevel factors perceived by participants that influenced
the implementation of the FCN role within this LHA were
systematically organized using CFIR constructs [24]. The anal-
ysis yielded 45 distinct factors distributed across four of the CFIR
domains. Information on directionality, or whether a factor
positively facilitated (1) or negatively impeded (/) the imple-
mentation process, was also elicited. The implementation of the
FCN was facilitated by work structures (e.g., hierarchical orga-
nization), individual competencies aligned with role re-
sponsibilities, and dedicated time for reflection, debriefing, and
information sharing within the team. Conversely, barriers
stemmed from external contextual factors (e.g., local conditions)
and challenges in integrating the role within district nursing
care. The persistence of preexisting workflows designed for
individual-level care rather than community-oriented care fur-
ther hindered the transition. Additionally, the introduction of
proactive healthcare models highlighted fragmented communi-
cation between organizational structures, limiting relational
connections between hospital departments and the district. In
Table 2, a detailed synthesis of these findings is summarized,
demonstrating the interplay between various contextual, orga-
nizational, and individual-level influences, providing insights
into the mechanisms that influenced FCN implementation.

The findings section is organized into four parts: (1) a description
of the implementation process over time and the strategies
adopted to address emerging challenges; (2) the main outer
setting factors; (3) key inner setting factors; and (4) the
individual-level factors influencing the adoption of the FCN role.

4.1 | Implementation Process

There was consensus across participants that two critical con-
textual events, both occurring in 2012, were the primary driving
factors prompting LHAs to transition to a Family and

Community Nursing model at local levels. These were as follows:
(1) the introduction of Master’s degree programs in Family and
Community Nursing and (2) the enactment of the Decree-Law
(DL) 158/2012. This legislation restructured community
healthcare by expanding home care service hours, fostering the
development of multidisciplinary teams, and strengthening in-
tegrated primary care to enhance accessibility and continuity of
care (Figure 1).

In Biella LHA, discussions regarding the formal adoption of the
FCN role began in 2017. The period from 2017 to 2022 represents
a preliminary phase of FCN implementation. During this time,
the expansion of home care service operating hours necessitated
an increase in nursing personnel. In response, managers reas-
signed nurses to district services, prioritizing those who had
completed the FCN Master’s degree (Table 2_Available re-
sources). Although these nurses were not initially designated as
FCNs in this new role, their specialized education introduced
a paradigm shift in care models. In this novel role, they moved
beyond the historically task-oriented model to a model that
prioritized patient and family-centered approaches, community-
based interventions, and interdisciplinary collaboration. Despite
the recognition of their advanced nursing training and its use as
a criterion for workforce allocation, their role remained poorly
understood by managers, limiting their full integration into the
system in these early phases. District nursing managers struggled
to communicate the significance of this transition, and as one
manager explained: “At those times, it was not easy. It was difficult
to explain, even to the other nurse managers, the importance of
what was happening” (M_4).

In response to these challenges, and as an innovative initiative to
increase the visibility of their role and promote understanding of
the novel health promotion components of FCN practice, some
FCNs proactively implemented community-based interventions.
On a voluntary basis, they organized health education sessions in
schools, facilitated citizen meetings on fall prevention, and raised
awareness about heatstroke risks. These initiatives not only
strengthened their connection with local communities but also
revealed the need for a more structured integration of
community-based activities into routine FCN practice. While
these voluntary efforts demonstrated the potential impact of
FCNs in public health promotion, they also highlighted the
challenge of sustaining and formally integrating such initiatives
into the broader healthcare framework.

The Year 2022 marked a pivotal turning point in the full adoption
and integration of FCNs within this district’s healthcare services.
This transformation, catalyzed by the Ministerial Decree 77/
2022, formally and legally redefined the organization of com-
munity healthcare across Italy, by effectively mandating that
LHAs adopt this model for care delivery. Crucially, the decree
formally recognized the FCN as a central professional role within
the healthcare system, underscoring its widespread presence and
essential role in delivering integrated, community-based services
that advanced health promotion and disease prevention.

To ensure the effective implementation of the Ministerial Decree
77/2022 and facilitate the systemic expansion of FCNs, nurse
managers adopted a strategic approach. This involved tran-
sitioning existing district nurses to FCN roles following spe-
cialized training. Additionally, hospital-based nurses seeking to
transfer to work in one of the new community-based FCN roles

Nursing Research and Practice, 2026
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Monitoring system for community projects
Benchmarking across neighboring organizations

Factor
Structured reflection spaces for improvement

(Continued)

Reflecting and evaluating
Adapting (integrating community interventions into the nursing workflow)

Construct

TABLE 2

—

PR e R R

Staff engagement (FCN and health professionals)

Engaging

Patient-community engagement

Advanced scheduling of community events

Tailoring strategies

Flexible work shifts
Mandatory participation in community events

Selection of FCNs assigned to the TOCs

Formal and informal meetings

Note: Directional arrows indicate whether each factor was perceived by participants as facilitating (1) or hindering (]) the implementation of the FCN role.

Abbreviations: CHCs, Community Health Centers; FCNs, Family and Community Nurses; GPs, General Practitioners; TOCs, Territorial Operational Centers.

were subsequently mandated to hold the specialized Master’s
degree in Family and Community Nursing. This policy not only
reinforced the professionalization of FCNs but also aligned
workforce development with the evolving priorities of the LHA.
As one manager emphasized, there was a clear organizational
vision: “With our top leader, we always pursued this goal: all
district nurses should be Family and Community Nurses” (M_1).

The transition phase was characterized by a collaborative approach,
with managers actively involving FCNs from the early design stages
to ensure the new role aligned with community needs and
addressed regulatory uncertainties (Table 2_Engaging). This in-
clusive strategy facilitated the practical implementation of the FCN
role and its associated activities. As one nurse described, “/Our
managers| accepted all our initiatives, all our projects, and allowed us
to carry them through to completion. I think that if this has been an
oppositional organization, they would not have let us do certain things
or given us the opportunity to propose them.” (FCN_14).

Ministerial Decree 77/2022 also required the introduction of new
healthcare services and organizational models, such as Territorial
Operational Centers within each region. In Biella LHA, two Terri-
torial Operational Centers were established in 2023 and four FCNs
were employed within these centers. These FCNs were carefully
selected for their specific education as well as their unique project
management skills and commitment to community-focused initia-
tives (Table 2_Tailoring strategies). A specific aim of the Territorial
Operational Center is to coordinate care across different healthcare
settings, playing a pivotal role in formalizing the innovative aspect of
the FCN role, such as care coordination, health promotion initiatives,
and community education projects (Table 2_Relative priority).

The process of establishing the credibility of the FCN role within the
community was multifaceted and required both strategic stake-
holder engagement and nursing workflow adaptation. This process
began with the active involvement of key community stakeholders,
including local authorities, general practitioners, and volunteer
organizations (Table 2_Partnership and Connections). Nurse
managers organized formal presentations to introduce the FCN role,
ensuring that healthcare professionals and community leaders
understood its purpose and benefits. FCNs then held individual
meetings with stakeholders to tailor community projects to local
needs and strengthen collaboration (Table 2_Engaging).

The integration of community interventions into the existing
nursing workflow required careful planning. These interventions
were meant to be planned by the four FCNs employed within the
Territorial Operational Centers and disseminated across the
district through the active involvement of other FCNs within the
nursing teams (Table 2_Engaging). In the initial phase, it was
necessary to optimize resource allocation to ensure nurses’
participation in community education projects. Nurse managers
initially attempted to make FCN participation in community
events mandatory by incorporating them into nurses’ shifts.
However, in implementing this strategy, managers experienced
resistance from some FCNs, who perceived that activities re-
quired interactions (e.g., with children or in public events) for
which they felt unprepared or uncomfortable (Table 2_Tailoring
strategies). As one manager explained, “Initially, we tried to make
project participation mandatory. Some people didn’t voice their
concerns or outright said, ‘I don’t want to work with children.’ So,
we decided to involve everyone, distributing them across different
projects” (M_1).
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FIGURE 1 | Implementation process timeline.

In response to the resistance from the nurses, the managers
developed and advanced a more flexible and inclusive strategy to
encourage nurse engagement in the community education
projects, this time considering individual nurses’ preferences and
skills. Flexible work shifts were also introduced to balance direct
care activities (mainly carried out in the morning) with partic-
ipation in community education projects (primarily held in the
afternoon) (Table 2_Tailoring strategies).

Despite the changes adopted to enable nurses to perform their
role at the community level, the process remained in a de-
velopmental phase. Nurses and managers recognized the need
for continuous refinement and piloting of novel strategies to
reach a stage where FCNs are seamlessly integrated within these
community initiatives. Community interventions were sub-
sequently tested on a small scale and refined based on feedback,
reflecting an adaptive approach. As one FCN shared, “I've re-
alized that we’re still at the beginning, so it’s all about trying things
out and seeing how they go. This time it worked well here, but we’ll
see if it works the same way in another municipality.” (FCN_9).
This highlights the experimental nature of the process, with
a trial-and-error approach guiding the refinement of community
projects. In addition, at the time of this study, the process still
lacked structured evaluation tools, making it challenging to fully
assess long-term impacts and scalability (Table 2_Reflecting and
evaluating). As one participant noted, “We don’t yet know the full
impact of our projects. They seem beneficial, but we have no
concrete data to support this” (FCN_16).

4.2 | Outer Setting Factors Influencing the
Adoption of the FCN Role

While legislative frameworks, such as Ministerial Decree 77/
2022, have provided structural support for integrating FCNs into
community healthcare (Table 2_Policies and Law), their
implementation has been hindered by geographical constraints
and cultural perceptions of the nursing role. Among the barriers
related to the outer setting, both organizational factors linked to
territorial morphology and cultural attitudes toward nursing
directly influenced the utilization of FCNs by citizens.

One of the main organizational challenges stems from the ter-
ritorial morphology (Table 2_Local conditions), which includes
both large urban centers and rural and mountainous areas. In
mountainous areas, population dispersion and the distance be-
tween homes and healthcare services make access to care more
difficult. Many FCNs operate in small, predominantly elderly
communities, where limited public transportation restricts
community members’ access to essential services. Working in
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these contexts requires a significant effort from FCNs, who need
to overcome logistical challenges such as traveling long distances
and navigating challenging road conditions, particularly during
the winter months. Consequently, FCNs adapt their schedules,
and care approaches to ensure that even the most isolated in-
dividuals receive continuous and equitable assistance. This in-
cludes the provision of a wide range of services, from basic
nursing care (e.g., wound care, medication administration, and
monitoring of vital signs) to health education within community
nursing stations, open on specific days and times.

In addition to geographical constraints, cultural attitudes and
historical perceptions of nursing roles present another significant
outer setting barrier (Table 2_Local attitude). Citizens still as-
sociate nurses exclusively with task-oriented care, rather than
viewing them as health educators and community health pro-
moters. This lack of understanding of the FCN role translates into
low levels of engagement in community interventions, as citizens
struggle to grasp why a nurse would visit them outside of an
immediate health concern. As one nurse stated: “We primarily
work with elderly patients, and for them, it doesn’t matter if we’re
district nurses or FCNs. They stop at the word ‘nurse’ because what
matters to them is their immediate health need, not the type of
nurse who provides it. Nurses have always been seen as the ones
who give injections or take blood samples.” (FCN_3). Another
participant described how individuals struggle to understand the
rationale behind nursing interventions that focus on prevention
and health promotion prior to the onset of symptoms of illness,
reinforcing the idea that healthcare is only necessary when
a problem arises. One nurse summarized this challenge by
explaining:

If it’s a healthcare-related issue, it’s understood and accepted.
But if it’s more about assessing social and environmental
conditions, there’s no cultural framework to support it. People
don’t understand why someone should be doing this kind of
work. They don’t know, and even if you explain it to them, it’s
difficult for them to grasp. They ask, ‘If I'm fine, why should the
nurse come? Why is the nurse here?” Culturally, it’s a difficult
concept for them to understand. (FCN_2).

4.3 | Inner Setting

The inner setting encompasses the structural, cultural, and
contextual characteristics within the LHA of Biella that shaped
the implementation of the FCN role. Several factors—such as
a patient-centered care approach, mentorship and support
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systems, and established communication channels—were al-
ready in place prior to the role’s introduction and influenced the
environment into which the FCNs were integrated.

Additionally, throughout the implementation process, new
factors emerged within the inner setting, including the pre-
dominance of task-oriented home care demands over
community-level prevention efforts, and the perception
among FCNs that engaging in health promotion initiatives
involved an additional workload. Together, these preexisting
and emergent elements of the inner setting played a critical
role in influencing the successful integration and operation-
alization of the role.

4.3.1 | Preexisting Factors in the Inner Setting

For some nurses, who previously worked in hospitals that use
primary nursing care models to deliver patient-centered care, this
facilitated the transition into the FCN role. The primary nursing
care model, implemented in hospital settings, assigns a single
nurse—referred to as the primary nurse or referent nurse—the
responsibility for planning and overseeing the patient’s care
throughout their entire hospital stay. This approach ensures that,
whenever possible, the primary nurse provides direct assistance
to the assigned patient, reinforcing continuity of care and fos-
tering a stronger nurse-patient relationship (Table 2_Structural
characteristics: work infrastructure). By promoting a patient-
centered approach, FCNs with this background in primary
nursing helped these nurses develop a continuity-of-care
mindset, which closely aligns with Family and Community
Nursing principles. As a factor facilitating this transition to the
new role, one FCN confirmed that “What helped me was having
done Primary Nursing, where care was more individualized,
patient-centered, and slightly extended to the family members—it
was already part of my way of working.” (FCN_10).

Workplace mentoring and peer support also played a crucial role
in facilitating the integration of nurses transitioning from hos-
pital settings. The presence of experienced colleagues helped new
FCNs orient themselves within the system through structured
mentoring processes and knowledge sharing (Table 2_Structural
characteristics: work infrastructure and communications). Al-
though structured information-sharing processes exist within
nursing teams, barriers to interdisciplinary collaboration persist,
primarily due to rigid professional boundaries and hierarchical
organizational structures, which hinder effective information
sharing and coordination across teams.

A defining aspect of FCN work is the development of healthcare
networks. The purpose of these healthcare networks is to fa-
cilitate coordinated, patient-centered care by fostering collabo-
ration and communication among diverse healthcare
professionals and services. A primary and priority focus in the
early implementation of the FCN role into the system was to
actively engage other professionals within the system—following
a horizontal vision of network-based collaboration—and seek to
develop novel strategies to address the traditional fragmentation
among healthcare professions. The FCNs’ commitment to in-
terprofessional collaboration was particularly evident in contexts
characterized by complex health needs, where the contribution
of each professional was essential to ensure complementary and
integrated care (Table 2_Relational connections). This perspec-
tive is clearly expressed by one nurse:

Family and Community Nursing is based on healthcare net-
works, where each professional contributes as if they were a piece
of a puzzle. This process takes place collaboratively—through
phone consultations and direct discussions. If I encounter
a complex issue, I need to work with other professionals: the
physiotherapist,
(FCN_13).

the speech therapist, whoever is needed.

However, while network-based collaboration is well-established
among certain professionals, challenges remain in integrating
FCNs into hospital-based services (Table 2_Relational connec-
tions). Difficulties in building effective relationships with hos-
pital professionals—such as dietitians—persisted across the
different phases of the implementation process. These challenges
were rooted in a lack of mutual understanding of professional
roles and concerns about role overlap, particularly in health
promotion and nutrition education interventions. Although
these activities fell within the FCNs’ scope of practice, their
contribution was often not fully recognized and was mostly
perceived as an intrusion into other professionals’ domains.
These tensions were further reinforced by organizational silos,
which limited opportunities for cross-sector collaboration. As
a result, FCNs’ ability to establish meaningful partnerships
within hospital services remained limited. As one FCN stated:

In some projects, we have successfully integrated with other
professionals, but with some, it is still difficult—even today.
These challenges have always existed. Paradoxically, collabo-
rating with municipalities and volunteer organizations seems
easier than with some hospital services. We conduct health
promotion interventions and discuss healthy eating, but some
professionals perceived this activity as an intrusion, as if it were
exclusively their domain. We tried to clarify that this topic is part
of our nursing competencies. However, the message was not well
received, and we continue to face difficulties. (FCN_14)

4.3.2 | Ongoing Challenges Following FCN Role
Implementation

Efforts to align with Ministerial Decree 77/2022, combined with
the care demands of a population characterized by high levels of
aging and chronic conditions, reinforced the perception that
task-oriented activities and family education in home care set-
tings take precedence over community-level prevention and
health promotion initiatives (Table 2_Relative Priority). Al-
though FCNs are trained to implement community-based pro-
jects, these activities have often been given lower priority
compared to direct patient care. This tendency has been exac-
erbated by the challenges of transitioning to a proactive
healthcare model. As a result, FCNs’ involvement in health
promotion and prevention activities has been systematically
limited by the heavy workload associated with home care de-
livery and competing organizational priorities. Community-
based interventions—such as educational activities in schools
or awareness campaigns—often coincide with the planning and
management of home care services, making it difficult for FCNs
to participate. As one manager explained, “When projects about
promotion are discussed, nurses naturally prioritize organizing
home visits, and to avoid generating overtime, sometimes it’s just
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not possible to give availability for promotion initiatives in the
afternoon/evening hours.” (M_3).

In contexts where the task-oriented model had historically
existed, when the health promotion and prevention activities
core to the FCN role were required to be implemented, this latter
work was perceived as and experienced as additional workload
(Table 2_Adapting). The consequence then was that FCNs found
themselves working extra hours to avoid burdening colleagues.
As one participant noted: “T would love to dedicate more time to
education and community events, but if I don’t carry out home
visits, no one else will do them in my place. So, in order to par-
ticipate, I have to work outside my regular hours, which means
generating overtime. This not only discourages participation but
also creates an organizational challenge.” (FCN_6). As a result,
the time allocated to home care was significantly greater than the
time and nursing resources dedicated to community-based in-
terventions. One FCN quantified this imbalance: “If I had to
estimate the time I dedicate to family care versus community
activities, I would say that 95% is spent on patients and only 5% on
community initiatives.” (FCN_16).

4.4 | Individual Factors

The adoption of the FCN role is shaped by an interaction between
motivations, opportunities, and capabilities at the level of the
individual FCN or manager. Motivation plays a crucial role in the
decision to become an FCN and manifests in two main di-
mensions: the drive to enhance and formalize one’s skills—
gained through experience—by acquiring specialized training,
and the desire to follow the patient’s care journey
(Table 2_Motivation). Hospital-based nurses seeking to transfer
to the district setting emphasized that the transition to
community-based nursing was perceived as an opportunity to
ensure continuity of care for patients beyond hospital discharge.
For these nurses, the transition represented a professional op-
portunity to adopt a more holistic approach to patient care and
work at their full scope of practice. This perspective underscores
the need for a sustained engagement with patients across dif-
ferent care settings. One participant described this necessity as an
essential professional requirement: “What I did in my hospital
ward ended there, but it wasn’t complete. I needed to see the pa-
tient’s care plan fully realized. I needed to plan and follow through
—to understand that, for that person, everything we had planned
and done together had led to a tangible benefit. This is what led me
to approach Family and Community Nursing.” (FCN_1).

Within the CFIR framework, capability refers to the degree to
which individuals possess the interpersonal competence,
knowledge, and skills necessary to fulfill their roles. In the
context of implementing the FCN role, both prior supportive
leadership and professional experience emerged as critical fac-
tors influencing the development of these capabilities.

Managers adopted a supportive leadership style (Table 2_Cap-
ability), characterized by active listening and the promotion of
continuous professional development, aimed at helping nurses to
gain greater confidence and acquire the necessary skills to fully
embrace their new role. Despite managerial support, certain
FCNs experienced moments of uncertainty, confirming moti-
vation as an essential factor in overcoming difficulties. One nurse
emphasized the role of commitment in navigating challenges:
“What kept me going (during difficult times) was my strong beliefin

this role [...] I am glad I persevered because I know I can make
a difference for both the patient and their family.” (FCN_7).

Beyond motivation, prior work experience significantly con-
tributed to individual capabilities, facilitating the adoption of the
FCN role (Table 2_Capability). Nurses transitioning from hos-
pital settings brought with them robust clinical expertise and
well-developed assessment skills, enhancing their ability to
manage complex situations and evaluate the health and social
circumstances of patients and their families. This experiential
background strengthened their capacity to navigate in-
terdisciplinary care pathways. Conversely, participants with less
work experience faced challenges in fully embracing the pre-
ventive and community-oriented aspects of the role. As one FCN
stated: “I still feel a little unprepared.” (FCN_10).

5 | Discussion

This qualitative case study described the implementation of the
FCN role within the LHA of Biella, Northern Italy. Drawing on
the CFIR framework [24], the analysis identified contextual,
organizational, and individual factors that influenced this pro-
cess. Key findings highlighted how legislative support, geo-
graphical and cultural barriers, preexisting organizational
structures, and individual motivations and capabilities shaped
the success of FCN role adoption.

The implementation of a new professional role within an existing
healthcare system represents a complex intervention, charac-
terized by multiple interacting components and the need for
adaptation across diverse settings and stakeholders. The CFIR’s
five domains [24]—intervention characteristics, outer setting,
inner setting, characteristics of individuals, and the imple-
mentation process—enabled a theory-informed and nuanced
examination of the dynamic evolution of the FCN role. This
framework was particularly valuable in capturing the iterative
nature of implementation, highlighting how barriers and facil-
itators shifted over time in response to contextual changes,
professional engagement, and organizational learning.

The implementation process described in this case study reflects
an ongoing expansion of the FCN role along three key di-
mensions: (1) a shift from a task-based model to one centered on
care coordination, education, and prevention; (2) a reorientation
of delivering care from the individual and family to the broader
community; (3) and a movement from a disease-focused to
a person-centered, holistic approach.

5.1 | Shifting From Task-Based Care to
Coordination, Prevention, and Education

The transition from hospital-based, task-oriented nursing to
community-based roles centered on health promotion, care co-
ordination, and health education represents a significant para-
digm shift in nursing practice in Italy. Existing literature
highlights that this shift requires nurses to adopt broader, pre-
ventive, and population-focused approaches, emphasizing
relationship-building, interprofessional collaboration, and re-
sponsiveness to social determinants of health. Karam et al. [28]
found that care coordination by nurses in primary healthcare
settings, particularly for patients with complex needs, is most
effective when nurses are given clear role definitions, supportive
interprofessional relationships, and sufficient organizational
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infrastructure. However, role ambiguity and limited system-level
understanding can impede full integration, particularly in set-
tings still dominated by task-based models of care. These findings
reinforce the importance of organizational support, leadership,
and capacity-building to enable nurses to operationalize ex-
panded roles and improve access, continuity, and quality of care.

In parallel with the professional challenge faced by nurses in
transitioning toward a less task-oriented role, this case study also
revealed the difficulty of reshaping how nursing roles are per-
ceived by others. Socially, within this Italian context, there is
a persistent perception of nurses as task-oriented professionals,
primarily responsible for providing technical interventions such
as medication administration or wound care. This limited view
hinders the recognition of this new role of FCNs as autonomous
professionals with a broader mandate that includes care co-
ordination, prevention, and community-based health initiatives.
A significant and consistent barrier to the development of ad-
vanced nursing roles in primary care lies in the lack of clarity and
recognition regarding their scope of practice and competencies
[20, 29]. This case study reinforces that observation, revealing
how both citizens and other health professionals continue to
struggle with understanding the added value of FCNs in care
continuity and public health initiatives. To address this cultural
and professional ambiguity, it becomes essential to actively
promote the recognition of FCNs as pivotal actors in the primary
care system. Changing public and professional perceptions is not
merely a matter of raising awareness; it also requires long-term
institutional strategies. These should include targeted commu-
nication efforts, interprofessional education, and structural in-
terventions aimed at consolidating the FCN role within a more
integrated and proactive model of care, as well as fostering citizen
engagement by addressing the cultural and practical barriers that
often hinder participation in community-based health initiatives.

Promoting the social and professional recognition of FCNs calls
for institutional campaigns and the development of in-
terprofessional training pathways aimed at fostering a shared
language and common operational practices among primary care
professionals. In line with a Population Health Management
approach [30], such training should support proactive, data-
driven, and person-centered models of care, helping to over-
come fragmentation among care providers and reinforcing the
FCN’s visibility and legitimacy to both colleagues and citizens.
Recent experiences have shown how a Population Health
Management approach can enhance interprofessional collabo-
ration, support shared decision-making, and foster strategic
alignment, key conditions for the effective integration and rec-
ognition of advanced roles like the FCN [31, 32].

5.2 | Shifting Care Delivery From Individuals to
Communities

The second key shift in nursing practice involves a reorientation
from an individual- and family-centered model of care to one that
embraces the broader community as its primary focus. This
transition reflects a growing recognition that addressing social
determinants of health, promoting prevention, and supporting
population-level health outcomes require nurses to act beyond
the boundaries of individual clinical encounters [33]. The FCN
role is specifically designed to support this broader mission, yet
its translation into practice remains uneven, especially in

contexts where the role has been recently introduced. In an
Austrian study of 130 community health nurses involved in
national pilot projects, nurses mostly operated at the individual
level despite their broader community-oriented mandate [34].
This is paralleled in our study, where community-based in-
terventions often remain marginal in day-to-day nursing prac-
tice, as task-oriented demands in home care continue to
dominate work schedules. As shown in these findings, nurses
themselves recognize this imbalance and express a desire to fully
enact the FCN scope of practice but face structural and cultural
constraints that inhibit immediate change. Although not raised
directly by participants, the nationally reported FCN-to-
inhabitant ratio [14] further illustrates the gap between the
broader community-oriented expectations of the FCN role and
the reality of everyday practice. Such systemic conditions make it
difficult for FCNs to dedicate time to prevention, health pro-
motion, and community engagement, thereby reinforcing the
predominance of task-oriented work observed in this study.

5.3 | Shifting From Disease-Focused to Person-
Centered Care

The third shift in nursing practice reflects a gradual transition
from a disease-focused model of care to one that is person-
centered and holistic. Rather than focusing on discrete clinical
problems, FCNs increasingly aim to engage with the full spec-
trum of individuals’ and families’ life situations, values, and
evolving care needs. This approach reflects a core tenet of ad-
vanced nursing practice [35]: integrating clinical expertise with
relational, observational, and reflective competencies to support
health and well-being in a more comprehensive way. However,
the findings reveal a persistent tension between this holistic
intent and the structural constraints of daily practice. Workload
pressures, performance metrics tied to technical tasks, and
a prevailing biomedical culture can limit the time and space
available for meaningful, person-centered encounters. Despite
these challenges, FCNs in this study demonstrated a strong
commitment to building trusting relationships, conducting in-
depth assessments, and responding to the unique circumstances
of the people they serve—often going beyond formal protocols to
address unspoken needs.

The expansion of the FCN role along these three key di-
mensions, as depicted in this case study, is aligned with global
policy directions that advocate for strengthening primary
healthcare through advanced nursing roles [36]. Evidence
from OECD countries with longer standing experience in
implementing advanced practice nursing roles in primary care
—such as the United States, Canada, and Australia—dem-
onstrates consistently positive outcomes associated with their
integration [37]. These include improved access to care,
smoother transitions across care settings, reduced hospital
(re)admissions, and higher patient satisfaction, particularly
when nurses are adequately trained and supported to work to
their full scope of practice. In Italy, the National Nurses’
Regulatory Body has promoted the development of the FCN
role through advanced training pathways at master’s level
aligned with international standards [35], with the aim of
enabling role expansion and formal integration into primary
care. However, as of 2025, this role has not yet been formally
recognized in the national regulatory framework [37].
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Within this evolving context, the FCN role can be compared
with advanced practice nursing roles such as Clinical Nurse
Specialists in terms of future directions rather than the current
scope of practice. Unlike Clinical Nurse Specialists, FCNs do
not perform medical diagnoses, prescribe treatments, or
provide advanced disease-specific clinical management. In-
stead, the FCN role, as currently implemented, enacts ad-
vanced nursing practice through care coordination, health
education, community engagement, and the integration of
services, with a strong orientation toward public health and
population-level needs. The FCN role is however particularly
relevant to addressing key health system challenges in Italy,
including population aging, multimorbidity, frailty, and the
need for improved continuity across primary, community, and
hospital care.

This case study also highlights how managerial leadership
styles grounded in collaboration and shared governance en-
abled the successful implementation of the FCN role [38].
Although nurse managers did not formally adopt a shared
decision-making framework, they consistently engaged nurses
in shaping the role’s development—soliciting input on com-
munity projects, valuing their specialized training, and
adapting work schedules to support new activities. These
practical, inclusive approaches reflect relational and trans-
formational leadership styles, which emphasize trust, em-
powerment, and responsiveness to team needs. Such
leadership practices have been identified as essential in
supporting role clarity, professional autonomy, and in-
novation in nursing [39]. In this context, investments in open
communication, mentorship, and ongoing professional de-
velopment were not ancillary supports but core conditions
that enabled the FCN role to take root and evolve within the
local health system.

While managerial leadership played an important role in
supporting the implementation process, these findings also
call attention to another critical dimension: clinical leadership
exercised by FCNs themselves. Another important implication
of this case study is the leadership potential of FCNs, par-
ticularly in the realm of public and population health. Par-
ticipants described some examples of FCNs initiating and
leading community-based projects, despite limited resources
or formal mandates. These efforts demonstrate that FCNs can
act as leaders in developing and delivering health promotion
strategies tailored to local needs. However, especially in the
Italian context, nursing leadership has often been narrowly
interpreted as relevant only to managerial roles, overlooking
its expression in direct care settings [40]. Supporting clinical
leadership among FCNs requires not only integrating lead-
ership development into professional education but also
fostering organizational cultures that empower nurses to lead
change [41]. International literature highlights the impor-
tance of clinical leadership in achieving better health out-
comes, strengthening interdisciplinary collaboration, and
fostering innovation in care delivery [42].

This is the first Italian case study aiming to describe the
implementation of the FCN role using the CFIR. However, there
are a small number of additional studies that have studied
various aspects of the processes to adopt, implement, and in-
tegrate the FCN role across different geographic regions in Italy.

Taddeucci et al. [43] showed how the same regional policy was
variably interpreted across three Tuscan LHAs, influenced by
local organizational histories. Scrimaglia et al. [44] highlighted
unmet needs and the potential of FCNs in rural Emilia-Romagna,
emphasizing interprofessional collaboration. Clodig et al. [45]
reported a participatory codesign process in Friuli Venezia Giulia
to define FCN responsibilities. Our findings complement these
contributions by detailing how local leadership, contextual tai-
loring, and adaptive strategies shaped implementation, and by
identifying key organizational and cultural enablers and barriers.
Applying CFIR allowed for a structured understanding of the
implementation process, which may inform future scaling efforts
across diverse Italian contexts.

6 | Limitations and Strengths

This study explores the implementation of the FCN role in
a single LHA, employing the CFIR framework. Triangulation of
two unique data sources, nursing managers and FCNs, enabled
an in-depth and multiperspective understanding of organiza-
tional challenges, generating practical insights directly applica-
ble to daily clinical practice. Coding, categorizing, and synthesis
of all data were completed by two nurse researchers, which
promoted the overall dependability of the findings. Additionally,
the use of a robust conceptual framework to structure the
analysis process, novel within the Italian context, facilitates
international comparisons and provides useful insights for ex-
ternal readers. A further strength is that all interviewed FCNs
were observed during the immersion period prior to their in-
terviews, which enhanced the credibility of their accounts by
anchoring them to directly observed practice. However, the study
has several limitations. It predominantly focuses on the initial
and intermediate phases of FCN implementation, thus lacking an
assessment of the long-term sustainability of the role. The ab-
sence of nurses with complementary roles (e.g., territorial
wound-care specialists) and other relevant professional stake-
holders (such as GPs and social workers) restricts a compre-
hensive understanding of interprofessional collaboration and the
scope of the FCN role compared to established primary care
nursing models. Finally, the retrospective nature of data col-
lection may have introduced potential inaccuracies in partici-
pants’ recall of past experiences and perceptions. Although FCNs
entered the role in different years, the use of timelines during the
interviews helped anchor their accounts to specific imple-
mentation events, thereby mitigating potential inaccuracies in
temporal reconstruction.

7 | Conclusions

Implementing the FCN role is a dynamic and context-sensitive
process, shaped by system structures, professional boundaries,
and stakeholder engagement. This study showed how orga-
nizational flexibility and supportive leadership enabled local
adaptation, while structural constraints and limited aware-
ness of the role hindered full integration. Ensuring sustain-
ability requires a shared understanding of the FCN’s scope,
investment in interprofessional education, and supportive
organizational environments. For clinical practice, these
findings underscore the need to foster role clarity, encourage
collaboration across care settings, and support nurses in ex-
ercising clinical leadership—particularly in the areas of
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prevention, health promotion, and care coordination for aging
populations. In addition, further research is needed to eval-
uate the extent to which the FCN role is able to address the
evolving complexity of population health needs.
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