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• Evolution of role of practice 
nurse in overseas and new 
models

• Practice nursing in Australia in 
2009

• What APNA would like to see 
in a national primary health 
care policy 

• APNA news
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• Specialty started to develop in 
1980’s

• From 1900 nurses in 1984 to 25000 
in 2003

• Biggest stimulus for change the 
1990 GP contract, 
– paid doctors to provide chronic disease 

clinics and to meet population target 
rates for vaccinations and cervical 
screening 

• 2004 Quality Outcomes Framework 
added more reward payments
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• Health Care Assistants
• Registered nurses

– General Practice Nurse
– Senior General Practice Nurse
– Lead General Practice Nurse
– Advanced Nurse Practitioner 

(not regulated)
– Nurse Partners

• www.rcn.org.uk/wipp
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Health Promotion
• In most practices throughout the 

1990s, nurses were responsible for 
carrying out well-patient health 
checks and providing lifestyle and 
other interventions in accordance 
with agreed treatment guidelines. 

• Nurses found to be highly effective 
in screening patients and delivering 
appropriate health promotion 
advice, although the health gains 
for patients did not justify the costs 

• Immunisation and cervical 
screening primarily delivered by 
practice nurses
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Chronic disease
• Evidence suggests that nurse-

led chronic disease clinics 
offer higher quality clinical 
care than can be achieved by 
GPs in conventional practice. 

• Diabetes clinics
• Asthma clinics
• Coronary heart disease
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Nurse led minor illness services
• Practice decides on minor illnesses 

covered
• Often children’s ailments e.g. 

coughs, colds, fever, head lice, hay 
fever etc

• Nurse receives training
• Mentored by GP
• Pt able to see GP if required or 

requested
• Frees up considerable GP 

appointments
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Nurse prescribing
• 1990s community nurses could 

prescribe from limited formulary –
still in existence

• Supplementary prescribing 
introduced e.g. repeat scripts

• From May 1 2006 independent 
nurse practitioners can prescribe 
from full formulary except controlled 
drugs

• Expected to prescribe within areas 
of expertise
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• 1970- Practice nurse subsidy
• 1983- Government introduced 

requirement that role include 
specific clinical duties

• Population health basis for funding 
rather than fee for service for nurse

• 1998 Taskforce noted employment 
status and payment structures, as 
well as a lack of consistent 
standards and attitudinal factors, 
created barriers to further 
expansion of the specialty in New 
Zealand 
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• GPs also employer generally 
and have noted issues with 
separation of 
employer/employee status 
from professional status

• NZ College of Practice Nurses
• Credentialling

• Broadening membership out to 
primary health care nurses
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56.9%77284924Total 

150.0%7530ACT

215.3%18659NT 

111.1%266126TAS 

24.0%895722WA

226.6%663203SA

53.5%17071112QLD

27.1%19261515VIC

73.7%20101157NSW

% increase20072005

Now over 8000
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• From ‘expediency measure’ to 
career 

• GP directed  �� autonomous
• Huge diversity
• Rapid evolution •29.4% (2006 26.9%, 

2005 21%) of Practice 
Nurses run a nurse-
led clinic
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• Clinical governance/ 
interprofessional relationships

Funding

Regulatory 
authorities

Employer

Indemnity
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Triage

Health promotion

COPD clinics

CVD clinics

INR testing

Plaster 
casting

Suturing
Skin cancer 

screening

Sexual 
health 

screening

Continence 
management

And 
much 
more

How 
do we 
fund?
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• Emphasise the natural fit 
between nursing and primary 

health care

• APNA believes that access to 
nursing care should not be 
restricted by billing structures 
which require a GP to be 
present
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• Flexible funding models to allow nurses to 
provide this service e.g. block grants or fee 
for service for the nurse time without 
needing to have the GP attendance during 
the clinical service. Both need to be 
modelled on providing patients with access 
to a long consultation and/or group 
sessions.

• Development of a competency framework 
and educational program for nurses 
wishing to enhance their skills in this area

• Recognition in funding models that nurses 
need appropriate space for such clinical 
activities and capital funding needs to be 
built into funding models
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APNA Practice nursing Workforce  recommendations:
• A clear intention to employ nurses in primary care as a 

key and valued part of reform strategy should be 
developed to increase patient access to high quality 
clinical care.

• This needs to be supported by increasing the profile 
and the status of the nursing role in primary health care 
as a career path of choice. Adopting such a goal shall 
foresee a stronger focus on primary health care in 
nursing undergraduate training, nursing graduate years, 
GPN career paths, remuneration, and developing an 
integrated approach to nursing. 

• Develop and promote a career pathway for general 
practice nurses that has levels from a new graduate to a 
nurse practitioner. Pathway should define key 
competencies and responsibilities at different levels and 
be linked to remuneration levels which will attract 
nurses to this important role
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Cont APNA PN Workforce  recommendations 
• Develop training models for general practice nursing as 

a specialty in its own right with a formal Continuing 
Professional Development program being a key 
component of recognition for specialist general practice 
nurses.

• Provide a clear governance framework for teamwork 
within the practice which recognises and respects the 
contributions and responsibilities of the different health 
professionals within, including nurses as health 
professionals in their own right and not subservient to 
the medical profession. 

• Provide funding mechanisms for nursing services which 
allow flexibility to maximise the generalist and varied 
skills of the nurse. Funding mechanisms should reward 
participation in CPD similarly to vocational registration 
of GPs. They should also take into account the  
qualifications of nurses such as enrolled nurse, 
registered nurse, nurse practitioner in order to 
encourage practices to employ the most appropriately 
skilled nurse rather than the cheapest
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Future funding models need to

• Allow flexibility at the practice 
level to deliver care by the 
most appropriate person

• Reward quality not quantity
• Recognize qualifications and 

experience

?More MBS 
item 

numbers

?PIP 
subsidy for 

practice for x 
number of 

nurses for x 
patients

?Generic time 
based MBS 

item numbers

?Outcomes 
payments 
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• Salary and conditions survey 
every August/September

• Inaugural conference “The 
Right Stuff
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• The Best Practice Awards
• Primary Times Fortnightly E-News
• Website, information, discussion 

boards
• Telephone support
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APNA needs you!
– To represent you effectively in health 

reform discussions among other 
things

– To do the work needed to support 
the specialty effectively e.g. career 
path, salary scales etc

– Support members more effectively 
with resources, tools and information

TO JOIN –www.apna.asn.au
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