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‘(It is) important to take into account
the differences within a profession,
as well as between professions. It is
also important to take account of
ideas, values and beliefs which unite
people across professional boundaries
as well as within those boundaries:
in short to be aware of cultural sys-
tems besides those which unite at a
professional level.”

Introduction

As the Primary Health Care Strategy
(PHCS) continues to be implemented,
the numbers and roles of primary
health care nurses are increasing and
diversifying. ‘Primary health care
nurse’ is now the umbrella term for
nurses working in community-based
settings; a disparate workforce in-
cluding Plunket, public health,
school, occupational health, iwi and
Pacific providers, district, prison,
nurses employed by Primary Health
Organisations (PHOs) in ‘access’, ‘mo-
bile’ or ‘outreach’ services and prac-
tice nurses (PN).

PNs continue to remain the larg-
est and one of the longest established
subgroups of primary health care
nurses.” However the PHCS has
caused the role of the PN to evolve
significantly and rapidly. Despite this,
the role continues to be character-
ised by the unique interprofessional
relationship held with general prac-
titioner (GP) colleagues with result-
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ing outcomes to patient care from
working in this team. This paper at-
tempts to position practice nursing
in 2006, acknowledging its history
while looking to future challenges.

Background

PNs have worked in New Zealand
practice for many years. The intro-
duction of the practice nurse subsidy
in 1970 saw the number of PNs in-
crease considerably, at first largely
being used as an assistant to the GP.
Resulting images of the PN as ‘doc-
tor’s hand maiden’ or ‘just practis-
ing’ impeded the move to the
professionalisation of the role, which
is typically characterised by the de-
velopment of a specific body of
knowledge and skills. In 1998, the
Ministerial Taskforce on Nursing
noted that the value of practice nurs-
ing was still to be realised and that
both the ‘employment’ status and
payment structure created barriers
for PNs to expand their roles.?

The PHCS has been the most sig-
nificant policy change to influence
the work of PNs.* Following its re-
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lease, and to enable the activation of
the primary health care nursing

workforce, the Expert Advisory

Group on Primary Health Care Nurs-
ing was contracted by the Ministry
of Health (MOH) to advise on future
directions. A document scoping pri-
mary health care nursing Investing

in Health: Whakatohutia te Oranga
Tangata, resulted from their work

and was published by the MOH.® Al-
though identifying the scope and

development of primary health care
nursing as a specialty, it does not

explicitly “..promote the successes of
the general practice team...or under-
stand the already existing generalist
specialty of the Practice Nurse.”®

What is practice nursing?

In 2005 the New Zealand Nurses Or-
ganisation (NZNO) defined the PN
role to be:

‘A Registered General or Compre-
hensive Nurse whose main focus is
Practice Nursing in
(@) the delivery of Practice Nursing

services in the Primary Health

Care setting and/or



() the facilitation of educational and
professional development of Prac-
tice Nurses.”

PNs are generally understood to

work within a general practice set-

ting, providing a comprehensive
range of primary health services, and
are regarded as an es-

these roles, new PN-led clinics are
evolving for preventative, mainte-
nance and chronic illness manage-
ment activities. Examples of such
funded clinics are those for manag-
ing diabetes annual reviews and as-
sessing cardio-vascular risk as well

as those with a well-

sential part of the
general practice

team.®® The essence
of practice nursing is
generally understood
to include maintain-
ing wellness with a
focus on health pro-
motion, prevention of
disease and early de-

What positions the
uniqueness of the role
from other nursing
roles is the inherent
collaboration that
exists between the PN
and the GP

health focus. Specific
funding streams such
as CarePlus have in-
fluenced the roles of
some PNs in chronic
illness management.
As well, there are a
growing number of
PN (specialists) with
responsibilities to

tection and treatment

of illness. What positions the

uniqueness of the role from other

nursing roles is the inherent col-
laboration that exists between the

PN and the GP. Lowrey explains this
as the “..ideal model of care focus-
ing on delivering patient centred

care and the promotion of health.®
Similarly Carryer et al. acknowledge
the importance of having mecha-
nisms which “..will best ensure pri-
mary health care nurses and medi-
cal practitioners work in a way that
complements the distinct contribu-
tion that nursing and medicine make
in the sector.”

Practice nurses in 2006?

If you were to ask PNs what they see
as being the positive aspects of their
role in 2006, they might include:

A population-based approach
that has been brought to primary
health care to address health in-
equalities, increase access and co-
ordination of services. As a result
there has been an increased focus
on maintaining ‘wellness’, with al-
located funding for health promo-
tion activity. PNs believe health pro-
motion to be key nursing work.
Dedicated funding legitimises and
allows extension of this health pro-
moting role. As well as what might
be termed ‘usual’ PN activities and
despite specific preparation for

provide care, using

evidence-based clinical practice
guidelines for populations of people
with diabetes and cardiovascular dis-
ease. Other initiatives such as the
MENZB immunisation campaign have
been jointly undertaken by primary
health care nurses, particularly pub-
lic health nurses and PNs.

The implementation of capitation
funding (replacing the General Medi-
cal Services-GMS

many examples of effective team-
work between PNs, GPs and other
primary health care professionals.

Local initiatives include: sequential
PN followed by GP consultations

with an individual patient and then
a jointly developed treatment plan
(Helen Dryden [PN] and Ruth Brown
[GP] at Raumati Rd Surgery); fund-
ing streams that jointly fund PN and
GP input to care for patients/fami-
lies (MidCentral Health DHB Pallia-
tive Care Partnership), GP support
of PN-led remote clinic (Jane

Ginnane [PN] and Pat Hill [GP] at a
nurse-led clinic at the Wellington

Compassion Centre, Soup Kitchen),
chronic illness management (Anne
Davies [PN] and David Nixon [GP]

at The Doctors, Masterton) and a

joint GP and Nurse consultation

service (Janine Vollebrect [PN] and
Cath Becker [GP] at Kura Whanau

GP clinic at Te KuraKaupapa Maori
O Wairarapa).

Primary health care nurses are
developing political acumen,'® and a
number of organisations are actively
supporting this development. Exam-

ples include New

and practice nurse
subsidy) has placed
emphasis on the
primary health
care team to main-
tain health, not
just on the GP role.
Teamwork maxim-
ises the distinct
disciplinary char-
acteristics of team
members, and
when members

As well as what might be
termed ‘usual’' PN
activities and despite
specific preparation for
these roles, new PN-led
clinics are evolving for
preventative, maintenance
and chronicillness
management activities

Zealand Nurses Or-
ganisation (NZNO)
Primary Health
Care Nurses Coun-
cil; College of
Nurses Aotearoa
discussion email
group that pro-
vides a NZ-wide
avenue to discuss
nursing interests;
the Organised Gen-
eral Practice Nurs-

work collegially

and collaboratively, causes a com-
bined, enhanced effect. PN and GP
clinical work sits along a health care
delivery continuum. The focus of PN
work has been characterised as the
promotion and maintenance of

‘wellness’, whereas GP work focuses
on the diagnosis and treatment of ill-
ness; however, these aspects should
not be seen as exclusive or as stere-
otypes of clinical work. There are
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ing Alliance (Inc.)
and the NZNO College of Practice
Nurses (more on this later).

There has been an increase in the
number of primary health care
nurses including PNs as ‘opinion
leaders/champions’ at District Health
Board (DHB) and Primary Health Or-
ganisation (PHO) level. Primary
health care nurses, including PNs,
are beginning to access and under-
take funded leadership training
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courses such as the DHBNZ, LAMP
programme.

Some DHBs/PHOs are considering
directly employing PNs (and also
GPs) on salary.!! Although yet to be
fully tested, this may address in part
the employer/employee barrier to
teamwork (more on this later).

The Health Practitioner Compe-
tency Assurance Act'? has resulted in
the Nursing Council of New Zealand
(NZNC) defining scopes of practice
for registered nurses, amongst other
requirements. This has led to a clearer
definition of career pathways, includ-
ing those for primary health care
nurses. Augmenting the voluntary
Practice Nurse Accreditation Pro-
gramme established in 1998, NZNO
has recently released a Professional
Development and Recognition Pro-
gramme to facilitate PNs’ career path-
ways whilst meeting the NZNC’s pro-
fessional development require-
ments." Increasing numbers of PNs
are seeking to undertake interdisci-
plinary education with GP col-
leagues, both through short courses
and at postgraduate level." It is known
that learning together facilitates an
understanding of different yet com-
plementary roles."

nurse programmes are increasingly
including rotations through general
practice with mentorship and profes-
sional development supplied by the
local DHB. At least one undergradu-
ate training provider is undertaking
a training stream to lead nurses

straight into a career

Despite some PHO and DHB
boards having primary health care
nurse representatives, many others do
not. This limits the opportunities for
nurses to have influence in local
health policy and service provision
direction. The current NZ situation has

a similarity to the

in primary health care
nursing.'®

Finally, the chal-
lenge, attraction and
strength of general
practice,'”'® remains in
its ability to provide

Unfortunately, not
all nursing students
are being exposed to
general practice as a
career option

1990s’ UK primary
health care reforms,
when potential oppor-
tunities for primary
health care nurses were
opened via govern-
ment policy changes.

first-point-of-contact
care for those with undifferentiated ill-
ness, to give continuity of care and
have longitudinal relationships with
patients over many years and with gen-
erations of (extended) families. Both
PNs and GPs (and patients/families)
highly value this work and these re-
lationships and, as a result, satisfac-
tion with patient care is high and gen-
erally staff turnover is low. Frustra-
tions appear to be largely due to the
health system and structural issues.
But there are issues for practice
nurses which need resolving:
Particularly pressing is the cur-
rent pay differential

Similar to the
vocational choice of
becoming a GP, life-
style choices con-
tinue to make prac-
tice nursing appeal-
ing, with little shift
work and the abil-
ity to work around
family responsibili-

There is huge variability
in how the work of PNs
is conceptualised both
by health professionals

in primary and secondary
care, but also by PNs
themselves

between primary
and secondary care
nurses. Increasing
pay differences are
causing PNs (and
other primary
health care nurses)
to consider leaving
their chosen role
and work in second-

ties. This, coupled
with a defined career pathway, may
increasingly attract nurses who have
viewed secondary care careers pref-
erentially in the past. New graduate
registered nurses are considering pri-
mary health care nursing and prac-
tice nursing as a specialty career

choice. New graduate registered

ary care. By July
this year, primary health nurses will
receive $160 a week less than their
secondary care colleagues.” It is
hoped the current action by the
NZNO by way of the negotiation for
a Primary Health Care Multi Em-
ployer Collective Agreement will re-
sult in pay parity.

However, structural
impediments (funding streams and
general practice work arrangements)
to realise these opportunities were
said to be largely not addressed, with
nursing holding a ‘complex and am-
biguous position...the subordination
and the devaluation of nursing care
not (having) been swept away.”™
Although capitation funding is
designed to support the most appro-
priate member of the team to care
for a patient’s professional needs (po-
tentially allowing for the expansion
and recognition of the PN’s role), the
reality is that this money is still
tagged to the GP." In financial terms
PN activities are not valued equally
with GP activities (e.g. ACC pay-
ments). Neither is PN activity easily
accounted for by PHOs or individual
practices, with significant variabil-
ity in the recording of nurses’ clini-
cal work on practice management
systems. Except for PNs who are reg-
istered to undertake cervical smears
and sexually transmitted infection
swabs, other nurse-initiated labora-
tory screening tests and NIR records
of immunisations require a stated GP
as provider, rather than the initiat-
ing PN. Many PNs say they see little
more opportunity from capitation
funding now than prior to the intro-
duction of PHOs; this had led to frus-
tration in regards to role expansion.

+ The Leadership and Management Programme (LAMP) is an initiative of District Health Boards New Zealand (DHBNZ). It is
designed for people across the whole health sector and is an integrated programme to build long-term leadership and
management skill within the New Zealand health sector.
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There is huge variability in how the work of PNs is
conceptualised both by health professionals in primary
and secondary care, but also by PNs themselves. Roles
undertaken by individual PNs in the same general prac-
tice and between PNs in different general practices are
vastly different. This seems largely driven by the GP
employer, although PNs themselves may constrain their
role development by being unable to clearly articulate
the philosophy underpinning their work?' and instead
describing it by the task they perform. There are also
differences in the approaches to, and roles of, PNs in
privately run general practices compared with those in
third sector organisations such as union health clinics.?***

In comparison to secondary care, PNs have not tradi-
tionally had an infrastructure providing leadership and peer
support. Management Services Organisations, (as did Inde-
pendent Practitioner Associations), predominantly support
GPs, and there is variability in how well they support PNs.
Structures to support professional development such as con-
tinuing nursing education, mentorship/preceptorship, peer
review meetings and professional supervision are not rou-
tinely provided. Similarly, the Royal New Zealand College
of General Practitioners has held a strong role in providing
GPs vocational and continuing education whereas, through
lack of funding, the College of Practice Nurses has not held
this mandate. Despite this, the College of Practice Nurses
provides a focal point for PN information and activity."
There is variability around NZ whether DHBs have estab-
lished Director of Nursing — Primary Care positions to pro-
vide leadership for primary health care nurses. Not having
Director of Nursing positions is a significant barrier to pro-
viding an avenue for PNs to network and access opportu-
nities for study and professional development.

PNs are part of an ageing workforce. Fifty-four per
cent of all primary health care nurses in 2001 were aged
between 40 and 54 years.” There are barriers to succes-
sion planning. Until recently few DHBs have run new
graduate programmes for registered nurses to enter
straight into practice nursing as a speciality. PNs them-
selves are divided as to whether a registered nurse should
have previous graduate hospital experience before be-
coming a PN. Unfortunately, not all nursing students are
being exposed to general practice as a career option.

There is an undisputed need for funding for profes-
sional development in primary health care.?*?* Both PNs
and GPs have been disadvantaged by lack of traditional
funding streams (Clinical Training Agency [CTA] fund-
ing). Secondary care nurses’ contracts include funding for
professional development, yet primary care nurses con-
tracts (including PNs) whose work is also funded by DHBs,
do not. PHOs have largely not yet considered this their
responsibility. Thus funding for PNs to undertake profes-
sional development and formal postgraduate programmes
is limited. Whilst some GP employers have willingly sup-
ported PN professional development with some contracts
including up to five days a year study, others have not.

Primary Care Nursing

Figure 1. Examining a child with a high fever

Additionally some programmes of study for PNs have not
been eligible for funding by MOH primary health care
nursing scholarships. Until recently, access to, and provi-
sion of specific education for PNs has been limited to
short courses to acquire skills directly relating to clinical
practice. Such courses have not necessarily been linked
to the NZQA framework and have not led to a coherent
educational pathway for PNs. Similar to GPs undertaking
postgraduate education, study is usually undertaken in a
PN’s own time and, if able to leave the practice for a day,
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their positions have not been able to
be covered because of practice fund-
ing constraints and difficulty in find-
ing PN locums.

There is an increasing focus on
the number of PN ‘certificates’ hav-
ing to be annually maintained such
as ‘vaccinators’ and ‘smear taking’
certificates. The demands of meet-
ing these requirements seem beyond
what is required of other primary
health care professionals. As well as
creating an administrative nightmare
ensuring currency and workforce
planning, it inhibits the PN’s ability
to focus on undertaking other pro-
fessional development.

With increasing PN roles there is
a need for increased physical space
in general practices to consult with
patients, undertake clinics and uti-
lise information technology. Hot
desking/rooming is common with PNs
(and GPs) both sharing the use of the
same consultation and office space
and squeezed into areas which com-
promise optimal patient consultation.

There is very limited research
activity into the work and outcomes
of primary health including that of
primary health

quality primary health care, such as
laboratory estimations and prescrip-
tion of certain medications, does not
explicitly include and account for the
value of PN work.?

Finally, the ‘employee’ status of
many PNs is perceived as a barrier
to effective teamwork. Crampton,
Davis & Lay-Yee, reporting on re-
search undertaken in 2001, described
PNs as being ‘hostage to the fortunes
of their GP employers’ resulting in
being ‘..disempowered because of
their status as employees of GPs,
therefore hav(ing) limited opportuni-
ties to construct new roles for pri-
mary care nursing in response to the
shift to population based primary
care...” They went on to question
whether PNs can truly function as
equal members of the primary health
care team ‘when one member of the
team employs others in the team.”

Are these statements relevant in
2006, when PNs have supposedly
more opportunities to extend their
role? It appears that there is variabil-
ity across NZ in how well teamwork
is ‘working’; with differences between
large and small practices, rural and

urban areas and

care nurses, PNs
(and GPs). This is a
significant issue
for PN further de-
velopment. There
are increasing num-
bers of new initia-
tives demonstrat-

It seems that power
neutral teamwork is more
difficult to implement
when some team members
are employees, although
anecdotally there are

between the North
and the South Is-
lands. PNs still re-
port being used as
receptionists and

doctors’ ‘hand

maidens’ and not
being able to un-

ing effective PN/GP plenty of exce pti ons dertake triage, ad-
teamwork as well as where individual g00 d vanced assessment
PN-led initiatives, R . ©. and health man-
which require a rig- practice organisation agement planning,.

orous evaluation
and dissemination

overcomes this barrier

This is a complex
issue?”?® and not

of results. Practice

nursing’s contribution to perform-
ance indictors such as screening and
immunisation targets and ambulatory
sensitive hospitalisation and chronic
disease management seems to be

overlooked by health research

funders/evaluators such as DHBs and
the MOH. The current definition of
certain performance indicators of
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one that can be un-
picked in this paper. It seems that
power neutral teamwork is more dif-
ficult to implement when some team
members are employees, although
anecdotally there are plenty of ex-
ceptions where individual good prac-
tice organisation overcomes this bar-
rier. It has been suggested that team-
work is easier to achieve in third sec-
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tor primary care services where all

health professionals are equal em-
ployees.?** A planned approach?®*°
and a social justice philosophy of pa-
tient care, which promotes an egali-
tarian approach to collegial relation-
ships,®' seems to enhance teamwork.
Again this reinforces the need for re-
search to identify the characteristics
of effective teamwork. Once under-
taken, it may be that these character-
istics could be implemented through
a focused approach by a funding/gov-
erning/stakeholder body such as the
MOH or DHBNZ.

Conclusion

Practice nursing in NZ today is a piv-
otal primary heath care nursing role.

Changes arising from the implemen-
tation of the PHCS increase the pos-
sibilities of a career pathway includ-
ing advanced roles for PNs. Effective
collaborative and synergistic team-
work, which values and utilises the

differing skills of PNs and GPs to the
benefit of patients, is the hallmark of
general practice. However teamwork
does not ‘just happen’; it is an inten-
tional process which requires strat-
egy, financial input and the building
and maintenance of professional trust
and respect. Although there are ex-
amples of innovative PN work and

effective interprofessional teamwork,

there remain a number of significant
professional and systemic structural
barriers which impact on PNs’ abil-
ity to work effectively and equally

within a general practice team. There
is an increasing urgency for primary
health care stakeholder organisations
to address these issues.
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The Royal New Zealand College of General Practi-
tioners Research and Education Charitable Trust

invites applications from general practitioners for a
grant to assist with research. The Trust is currently
awarding one grant to the value of $5 000 three

times per annum in order to promote the objectives
of the Trust. In general, small research projects are
considered for awarding of the grant and general

practitioners who are new to research are encour-
aged to apply having ensured appropriate support

for their initiative.

Travel Grants

The Trust also on occasion considers special appli-
cations for travel to certain educational events which
will benefit general practice in New Zealand and the
College. These grants are usually of a considerably

smaller sum than $3 000.

Further details and application forms

are available from: The Trust Secretary -

RNZCGP Research and Education Charitable Trust
P O Box 10440, Wellington 6036
Tel: 04-496 5990; Email: |_james@rnzcgp.org.nz

Applications for 2006 close on:

17 March ¢ 14 July * 1 November






