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ABSTRACT

In 1978, Primary Health Care (PHC) was formally recognised, in the Declaration of

Alma-Ata, as the key to achieving the World Health Organisation�s goal of �Health For

All by the Year 2000� (HFA). PHC was seen as the solution to the inadequate illness

management systems that had developed throughout the world. It was hoped that PHC

would address some of the major inequalities in health observed both within and

between countries by its balanced system of treatment and disease prevention. The

WHO envisaged that PHC would take place as close as possible to where people live

and work and be the first element of a continuing health care process. Additionally,

health service collaboration and multi-professional partnerships were expected to

replace professional boundaries and competition.

Shortly after the Declaration of Alma-Ata, the World Health Organisation, supported by

national and international nursing bodies, proposed that nurses would be the driving

force behind the HFA movement as active partners in inter-professional teams, leaders

in health care and resources to people rather than resources to other health professionals.

In the ensuing years, although community health nurses were acknowledged by the

government and the nursing profession as key players in PHC in Australia, practice

nurses (nurses who are employed in general medical practices) were not identified

within this group. Hence, it appeared as though these practice nurses were �invisible�,

not considered important to PHC in Australia, or simply overlooked as a major

influence on population health.

The purpose of this study was to describe the current role of these nurses and to identify

and analyse the factors that influenced their scope of practice and hence their

contribution to PHC. The research was conducted as a case study of practice nurses in

one Division of General Practice in southeast Queensland. The study was influenced by

the constructivist paradigm of inquiry and utilised a complementary sequence of

quantitative methods followed by qualitative investigation. The first stage of the study

comprised a telephone followed by mail survey of general practitioners and practice

nurses employed within the Division.  This was followed by a second stage, which
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involved group and individual interviews of key informants and was supported by

document review and observation.

The study revealed that the practice nurse role is essentially one of assistant to the

general practitioner wherein the nurse undertakes basic assessment procedures to aid the

medical diagnosis, carries out delegated therapeutic procedures, and contributes to the

administrative functioning of the practice. Autonomous nursing initiatives, which appear

to be largely opportunistic and incidental to delegated activities, include physical and

emotional support of patients, clarification and reinforcement of medical instructions,

and the provision of health education. The practice nurse�s role, and hence contribution

to PHC, was found to be constrained by a number of factors. These factors include the

current funding arrangements for general practice, the view that practice nurses are an

option rather than a necessity, the general practitioners� control of the practice setting,

the appropriation of nursing work to medical receptionists, the lack of professional

development opportunities, and the practice nurses� passive acceptance of their

circumstances. However, both general practitioners and practice nurses appreciate the

value of nursing services in general practice and GPs would sanction the employment of

more nurses, if given financial incentives, especially for the purpose of preventive care.

The majority of practice nurses believe their role should be expanded to include

autonomous functioning while most of the GPs were amenable to some extension of

nursing practice but reticent or opposed to any independent interventions.

There appears a need in Queensland for courses to prepare practice nurses for advanced

practice if they want to expand their role in PHC beyond that of assistants to GPs. It

would also seem to be in the nurses� interests to initiate a professional association of

practice nurses as a vehicle to explore other issues relevant to their professional

development. In addition, if PNs want to expand their role they will need to demonstrate

improved patient outcomes and cost effectiveness.
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Chapter 1

INTRODUCTION

The research reported in this thesis responds to a commitment by the Australian

Government to engage with a global initiative in health, namely the �Health For All�

(HFA) movement. This movement was initiated in 1977 when the Thirtieth World

Health Assembly (WHA) decided that the main social goal of governments and the

World Health organisation (WHO) in the coming decades should be the attainment by

all people of a level of health that would lead them to enjoy socially and economically

productive lives (WHO, 1981). Australian governments and organisations representing

health professionals openly declared their support for this goal, and have channelled

considerable human and fiscal resources towards its realisation.

Primary health care (PHC) was identified as the vehicle by which HFA would be

become reality (WHO, 1978). It was seen as a solution to the inadequate illness

management systems that had developed throughout the world. The philosophy

underpinning PHC is that of social justice which seeks to bring a personal state of

wellbeing within reach of everyone in a given country. Primary health care is also

defined as the first level of contact between individuals, families or communities and

the national health system (Queensland Health, 1993; WHO, 1978). The WHO

envisaged that PHC would take place as close as possible to where people live and

work and be the first element of a continuing health care process. This view was

reinforced by the adoption of the Ottawa Charter for Health Promotion in 1986 (WHO,

Health and Welfare Canada, & Canadian Public Health Association, 1986), which

sought to reorient health services towards a community and home-based focus.

Additionally, service collaboration and multi-professional partnerships were envisaged

to replace professional boundaries and competition. The function of this study, in

relation to the HFA movement and PHC strategy, was to examine the role of nurses

employed in general medical practices. These nurses are generally referred to as

practice nurses (PNs).
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The research developed through four phases and incorporated multiple methods of

inquiry.  First, a literature review was undertaken to provide a global perspective of the

nursing profession�s response to the HFA movement. Second, a more focussed

investigation of the literature relating to the role of nurses in PHC practice was carried

out. This second examination of the literature assisted in understanding how different

health care systems can influence the development of nursing roles in PHC. Third, a

literature review of the role of nurses in general medical practices was conducted. This

was undertaken primarily because of claims made that general medical practices were

the key sites of PHC in industrialised countries (General Practice Strategy Review

Group [GPSRG], 1998; Salisbury, 1991), which then raised an interest in the

involvement of nurses. There was a paucity of literature about the contribution of

Australian nurses practising in this sector of PHC. Consequently, the study moved into

a fourth phase, a case study of PNs. One Division of General Practice in southeast

Queensland was selected as the setting for this later in-depth examination of PHC

nursing in practice.

The case study consisted of two stages. In the first stage, phone and mail surveys were

conducted to provide demographic data and information relating to the scope of

practice of nurses employed within this Division and factors that currently or

potentially may influence the development of this nursing role. After statistical analysis

and preliminary interpretation of the survey, the second stage was conducted. It

comprised qualitative methods of observation, document review and interviewing of

key informants to gain a deeper understanding of the issues pertinent to these nurses�

current and potential roles in PHC. Qualitative data collection and analysis began

concurrently. Because the research was conceptualised on the premise that PHC

nursing had to be understood in its social milieu as well as in the broader context of

national and global circumstances and influences, it integrated micro and macro levels

of analysis. Throughout the case study an ongoing literature review was undertaken to

situate the analyses in context.

An assumption of the study was that nurses, other health care professionals, health

administrators, nurse regulatory authorities and the public have a vested interest in

defining and clarifying the scope of nursing practice to guide future development of

their respective professions. This assumption was made explicit by the fact that the

WHO and professional nursing bodies, such as the International Council of Nurses
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(ICN) had asserted from the outset of the HFA movement that nurses would be

instrumental in leading the way to HFA (ICN, 1988). Such assertions included that of a

WHO study group which declared that, in order to achieve this, an extension to the

traditional role of the nurse was urgently required to meet the PHC needs of

communities (WHO, 1986). This group, the ICN (1988) and the Australian Nursing

Federation (ANF, 1990) all recommended that action be taken to identify barriers that

may prevent nurses from making their full contribution to PHC services. The case

study reported in this thesis was devised to better understand the influences on the

development of the role of nursing in PHC in one Australian context.

Background to the Study

This study is set in and against a background of PHC as a model of thinking about,

organising and delivering health care. Since the Declaration of Alma-Ata (WHO,

1978), the concept of PHC has been interpreted in two ways: comprehensive PHC and

selective PHC. Comprehensive PHC emphasises community controlled social changes

that impact on health and in which medical intervention plays a minor role, whereas

selective PHC concentrates on providing medical interventions aimed at improving the

health status of the most individuals at the lowest cost (Rifkin & Walt, 1986).

According to Rifkin and Walt the former perspective focuses on processes and sees

health as a dynamic state that changes with the prevailing social, political and

economic conditions of individuals and communities. The latter perspective focuses on

programs and views health as an ultimate but static state that is achieved through

medical intervention based on science and technology. Other terms are often used to

describe these two different perspectives. Comprehensive PHC is often referred to as a

socioecological approach to health and health care (McMurray, 1999) whereas selective

PHC is often referred to as a biomedical approach to health and health care (George &

Davis, 1998).

Within the biomedical model of health, disease or illness prevention is an important

activity and it has been described as occurring on three levels: primary, secondary and

tertiary. Primary disease/illness prevention is concerned with eradicating health risks,

secondary disease/illness prevention is associated with early diagnosis and tertiary

disease prevention is concerned with rehabilitation and recovery from disease or illness

(Wass, 2000). Health promotion is more commonly associated with a socioecological
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model of health and incorporates disease prevention but extends beyond it to address

broader issues of health (Wass, 2000). It also has been described as occurring on three

levels. According to Wass, primary health promotion is the same as primary disease

prevention, whereas secondary health promotion is concerned with improving

individuals� quality of life and tertiary health promotion is concerned with effecting

enduring social change conducive to health.

As a Member State of the WHO, Australia made a commitment to PHC in the signing

of the Declaration of Alma-Ata in 1978 and in the formal adoption of the global

strategy of HFA in 1981. The ANF was also a member of ICN in 1988 when the

nursing commitment was made. One of the initiatives implemented to respond to

Australia�s commitment to PHC was the establishment of the National Health Strategy

in 1990. Emanating from the workshops, research studies and committees operating

under the auspices of �The Strategy� have been a number of background, issues, and

research papers. The first issues paper, The Australian Health Jigsaw (National Health

Strategy, 1991) emphasised the need for the health care system to change in response to

pressures for increased productivity and efficiency in the delivery of health care which

may include a deviation from historical patterns of service delivery.

Another issues paper (National Health Strategy, 1992) identified the vital role general

medical practice could and should play in PHC. This was because over 80% of the

population visit a general practitioner (GP) at least once a year and this was usually

their first point of contact with the health care system. It was noted in this paper that, in

the assumed role of �gatekeeper�, the GP greatly influences the extent to which

specialist, allied health, nursing, community and hospital services are utilised. Inherent

in this role is the dichotomy of competition and collaboration with other health care

providers wherein the GP may have to make a choice between economic gains and

potentially improved health outcomes. The financing of general practice has

encouraged GPs to practise independently and charge a fee for each service provided

which has been acknowledged as doing little to promote continuity of care, integrated

health and community services and a team approach to general practice (GPSRG,

1998).

In 1993, The Strategy released a progress report that examined workplace reform and

best practice in the Australian health industry (National Health Strategy, 1993).  Two of
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the major issues identified for reform related to the rules governing patient access to

care, and professional role demarcation. It was noted that in many instances a particular

profession was claiming exclusive fields of practice, although the educational

preparation and clinical training of other health professionals overlapped these fields.

Urgently needed reform areas included re-arrangement of role boundaries to enable the

operation of multi-functional clinical teams, development of cross-skilling of

community-based health workers, and the development of enhanced doctor-nurse

relationships.

In 1991 The Department of Health, Housing and Community Services contracted the

National Centre for Epidemiology and Population Health (NCEPH) to review PHC in

Australia. The professional groups identified by the NCEPH as the key players in the

PHC model in Australia were GPs, community health nurses and pharmacists (NCEPH,

1992). The NCEPH recognised the �community health nurse� as a crucial PHC

resource. Included in this category were those nurses employed in generalist

community health services, in specialist child health, in domiciliary programs and in a

�number of less common settings� (NCEPH, 1992, p. 126). However, nurses who

worked in private medical practices were not identified within the �community health

nurse� category and given the abundance of private medical practices, they cannot be

considered �less common settings�. Therefore it appears as though these nurses were

�invisible�, not considered important to PHC in Australia, or simply overlooked as a

major influence on population health.

The lack of recognition of PNs as partners in PHC is further substantiated in the report

of the General Practice Strategy Review Group (GPSRG, 1998). The Review Group

was formed in 1997 to review progress made, since the introduction of vocational

registration for GPs in 1989, towards improving the delivery of general practice

services to the Australian community. It was also formed to determine whether there

was a need for any changes to be made so that general practice would be more relevant

for the new millennium. The report focuses specifically on the future of general

practice in Australia and the need for more collaborative ventures between GPs and

with other doctors, consumers, hospitals, nurses, other health professionals and

governments. Included within the many submissions they received were suggestions

that much of the work done by GPs could be carried out appropriately and efficiently

by other practice staff, including nurses. While the report speaks extensively of
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�partnerships� between GPs and consumers and the need for �teamwork� with other

professionals, it places the GP firmly in control, �delegating� work to others �under

their supervision�. The notion of collaborative practice is not evidenced in the language

used.

Significance of the Study

Halfden Mahler (1985), a former Director-General of the WHO, proposed that nurses

could be the driving force behind the HFA movement, becoming active partners in

inter-professional and inter-sectoral teams and leaders and innovators in health care. He

contended that nurses� roles would change as more moved from the hospital to the

community and became resources to people rather than resources to doctors.

Internationally (ICN, 1988) and within Australia (ANF, 1990) nursing organisations

have endorsed the perspective of PHC and taken up the challenge of the WHO. In

Australia, contemporary nursing curricula, at both undergraduate and postgraduate

levels, are founded on PHC principles, apparently to a greater extent than most other

professions (NCEPH, 1992). The NCEPH asserted that nurses were actively engaged in

the full range of health promotion activities including information giving, encouraging

behaviour change, empowering people and facilitating collective action, yet this

contribution was largely invisible and an insufficiently supported part of health

promotion in Australia. The research study reported here is significant because it brings

into focus the factors that have constrained the adoption of such a nursing role. Without

this clarity, there will continue to be an inadequate basis from which to argue the value

of nursing to the health of the population. The findings of the study are therefore

intended to assist nurses in their endeavours to be leaders and/or partners in health care

and in their ability to respond to the needs of people rather than another group of health

professionals. It is expected that this knowledge will be instrumental in empowering

nurses to strive for an enhanced role in PHC and therefore a role more closely aligned

with that of national and international nursing goals.

A further significant element of this research is in its contribution to the definition and

understanding of the scope of nursing practice in Australia. Clarification of the role of

the nurse is continually being sought by a variety of bodies (Queensland Nursing

Council, 1995). It is the view of nurse regulatory authorities that nurses need direction

as they respond to pressures from rapid changes in the health care environment that will
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be expedited by appropriate standards of nursing practice. This is particularly the case

when Government and other employers attempt to ensure an appropriate and cost

effective mix of health service providers. Other health care professionals also have a

stake in role clarification as they seek to clarify boundary issues where there is a

collaborative relationship with nursing or where there is a perceived overlap between

their role and that of the nurse (Kelly, Chiarella & Maxwell, 1993; Royal College of

Nursing, Royal College of Nursing Australia, & American Association of Nurse

Practitioners, 1998; Sparke, 1999).

A clearer understanding of the role of the PN may promote an underutilised resource

which has, in the past, been �hidden� in the rhetoric of PHC nursing in Australia. In

addition it will provide guidance for the development of appropriate initial and ongoing

curriculum development in nursing programs. The current undergraduate nursing

degree programs offered in Australian universities are designed to prepare nurses for

beginning level practice according to a set of national competency standards. However,

the standards have not been evaluated for their appropriateness in the PN context. It is

therefore unknown whether they are sufficient to guide educational preparation for an

expanded role in PHC practice. Practice nurses, like all other health professionals, must

respond to changing knowledge, technology and clinical practices. An understanding of

their current and potential role will inform appropriate and relevant curriculum

development to meet these needs. Data that describe current and expected PN

responsibilities will enable the refinement of competency standards that provide a basis

for development of evaluation criteria for practice. Ultimately this will enhance

practice accountability.

Purpose of the Study

The purpose of this study was to explore the role of nurses employed in general

medical practices within the context of Australia�s commitment to the World Health

Organisation�s goal of �Health For All� and the Declaration of Alma-Ata which

identified PHC as the strategy to achieve this goal. In particular, this research sought to

describe the current scope of practice of these nurses and to identify and analyse the

factors that have influenced this scope of practice and hence their contribution to PHC.
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To this end the following research questions were posed.

1. What role do practice nurses play in primary health care in Australia?

2. What influences the way this role is enacted?

3. To what extent should the role be maintained or modified to ensure nursing�s

contribution to the health of the population?

Clarification of Terms

Part of the problem of defining the scope of nursing practice lies in the confusion over

the nomenclature of nursing roles, especially those that lie outside the hospital or

institutional setting. The terminology used to describe these roles can relate to the

geographic location of practice, the client focus, the nature of practice in relation to

health and disease or the educational preparation. Within Australia, the same

nomenclature can be used in different states to describe different nursing roles.

Currently, there are no nationally agreed titles or role descriptions (personal

communications, Royal College of Nursing Australia & Australian Council for

Community Nursing Services, 10 June 1999). Internationally the same nursing role is

often given different titles. The following is an explanation of the titles referred to in

this study in order to differentiate nursing roles in PHC.

In Australia it is generally recognised that the term community health nurse refers to

more than just a geographic location (ie outside an institution). It describes a focus of

care that is usually population or aggregate in nature but may also include care of

individuals. Another title used to describe a nurse with such a group, aggregate,

community or population focus is public health nurse. This title is more common in

North America and some European countries. In the United Kingdom, a person called a

health visitor undertakes this role. Some community nurses work with specific

aggregates or specific health issues and their title reflects this, for example, child health

nurse, school health nurse, occupational health nurse, mental health nurse, or sexual

health nurse. Accredited courses of study give this role some recognition as a specialist

area of nursing.

A second type of nursing role that takes place outside of a hospital or institutional

setting adapts or extends traditional hospital nursing practice into the home setting. A
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person who performs this function is usually referred to in the literature as a district

nurse, home health nurse or domiciliary nurse. In Queensland, the term domiciliary

nurse is used. The recipients of this type of nursing are usually individuals or families.

The care is generally episodic in nature. In Australia this area of nursing does not

require post basic qualifications and is not currently recognised as a specialty.

A nurse practitioner is an accredited nurse with educational qualifications and

experience beyond that of the basic level of registered nurse, who engages in advanced

practice incorporating the diagnosis and treatment of patients. This role has usually

developed in locations that do not attract medical personnel or where the population is

too poor to afford medical services (Roberts-Davis, 1998; Stilwell, 1988; Whitecross,

1999). The nurse practitioner functions as the first person of contact for people seeking

advice, support and treatment and usually practises autonomously and often

collaboratively with other health practitioners (Bliss & Cohen, 1977). In Australia, this

role has only recently been legally sanctioned in two states, NSW and Victoria. In

NSW, the scope of practice of the nurse practitioner is to be defined by the clinical

context of practice in which accreditation has been sought  (NSW Health, 1998).

A nurse employed in a general medical practice is called, in Australia and many other

countries including the United Kingdom (UK), a practice nurse. Practice nurses work

with general practitioners, doctors who are sometimes referred to as family physicians.

In the USA, nurses who are employed by family physicians are often called family

practice nurses.  The setting in which practice nurses work is called general practice or

family practice. In Australia there are currently very few educational courses specific to

practice nursing and no recognition of this as a specialty role.

In the UK, in order to avoid debate and confusion about names and labels of nursing,

the term primary health care nurse has been defined by the National Health Service

Management Executive (NHSME) as a nurse working outside the hospital who has

been fully prepared through training and education for the clinical responsibilities

needed to deliver primary health care in the community (Ross & McKenzie, 1996).

This generic term includes health visitors, district nurses, school nurses, practice

nurses, occupational health nurses and a range of other community specialist nurses.

Their work embraces nursing care, treatment, investigations, support, health promotion

and public health in alliance with other organisations.
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Thesis Structure

This chapter has introduced the study, providing an overview of the research and the

background in which it is set. It describes the significance of the study and delineates

its purpose. Nomenclature used throughout the thesis is explained. Chapter 2 reviews

the literature relating to PHC nursing internationally and within Australia, practice

nursing in the UK and in Australia and collaborative practice between nurses and

doctors. This provides both a global and local context in which to set the study and

begins to identify some of the factors that have shaped and directed PHC nursing

practice. In Chapter 3, theoretical and empirical literature is reviewed to analyse

concepts fundamental to the study. This concept analysis, together with findings from

the literature review, are presented in a diagrammatic illustration of some possible

influences on the scope of practice of PNs and the type of practice model they are

engaged in with GPs. The conceptual framework was developed as a guide for

critiquing study findings rather than a set of a priori categories into which to force the

data analysis. Chapter 4 describes, and provides a rationale for, the methodological

approach to the study. Reasons for employing a constructivist case study approach

utilising mixed methods of data generation and analysis are given. Each method of data

collection and analysis is described, as are the ethical considerations and the techniques

used to enhance the trustworthiness, credibility and dependability of the data. The

results from the first stage of the case study are presented in Chapter 5. The first section

of this chapter presents the demographic data from the mailed survey of GPs and PNs.

This is followed by data relating to the PNs� work activities and the factors influencing

the development of their role. Chapter 6 presents the findings of the qualitative stage of

the case study. The characteristics of the participants and their practice settings are

described. The PNs� activities and functions are presented as role domains and

categories. Influences on the PN role are presented as global and local factors. Finally,

Chapter 7 discusses the findings in relation to the research questions, addresses the

limitations of the study and offers recommendations for nursing practice, education and

research on the contribution of practice nursing to the HFA movement in Australia.
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Chapter 2

REVIEW OF THE RELATED LITERATURE

This chapter situates the study in the context of what is known from the published

literature on nurses� participation in PHC and, in particular, in general practice. It begins

with a global overview of the nursing profession�s response to the HFA movement in

embracing PHC practice. The role of nurses in general medical practices in the United

Kingdom (UK) is outlined to provide an insight into the professional, social, political

and economic forces shaping the development of a PHC nursing role in a health care

system different from that of Australia�s. This is followed by an examination of the

literature pertaining to PNs in Australia. This section of the review highlights the

current paucity of knowledge about these nurses� contribution to PHC in Australia and

therefore provides a rationale for the case study. The critique of literature culminates in

an analysis of literature that reports the purported positive outcomes of, and perceived

barriers to, collaborative practice between doctors and nurses. This part of the review

was undertaken because it is the contention of this thesis that an understanding of the

current and potential contribution of PNs to PHC will be facilitated, in part, by

examining the factors that promote or impede their capacity to engage in collaborative

practice with GPs.

The Nursing Profession�s Response to the Health For All Movement

It is now over two decades since the goal of HFA was first put forward by the WHO and

the Alma-Ata declaration recommended PHC as the means of achieving it. The nursing

profession�s initial response was prompt, and judging by the number of conferences,

workshops and publications relating to HFA and PHC that ensued, demonstrated

enthusiasm and optimism about being instrumental in achieving this goal.

Delegates from the ICN, representing nurses throughout the world, were present at the

1978 International Conference on PHC in Alma-Ata, Russia. They presented a

statement supporting WHO�s concept of PHC and affirmed the commitment of nurses to

effect changes conducive to the implementation of PHC (Krebs, 1982). ICN was one of
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the first non-governmental international organisations to act upon the Alma-Ata

conference through a conference held in Kenya in 1979. This conference, The role of

nursing in primary health care, organised in conjunction with WHO attracted

participants from ICN member associations who identified that a new direction would

be required in the scope of nursing practice and, hence, in their educational preparation.

This new direction was reported by Krebs (1982, p. 167) as follows.

Nursing�s focus must shift from curative care, medically circumscribed,

hospital-based orientation to a health promotive and disease preventive

framework�nurses must become actively involved in all aspects of

decision-making concerning health and nursing matters (Krebs, 1982, p.

167).

Following on from this, in 1981, an informal global meeting was convened by WHO on

Nursing in support of the goal of health for all 2000. Participants at that meeting put

forward five strategies to be adopted if these changes in nursing were to take place. The

first and foremost strategy was the development of a corps of nurse leaders who would

serve as agents to stimulate and sustain change in many different fields (Krebs, 1982).

This meeting was the beginning of a nursing initiative towards leadership in PHC.

Further evidence of ICN�s commitment to PHC was demonstrated in their 17th

quadrennial congress held in Los Angeles in 1981. The theme of this congress was

Health for all-challenge for nursing. A symposium on PHC was held in conjunction

with the congress and once again the need for national nurses associations to help nurses

prepare for their participation in PHC was identified (Krebs, 1982). In order to assist

these associations, ICN planned and implemented several regional workshops which

addressed such issues as: planning nursing services to fit the national plan for PHC;

managing interdisciplinary health teams; effecting change in education curricula and

roles and functions of nurses; training community health workers and retraining nurses;

evaluating the effectiveness of nursing curricula and nursing services to meet

community needs and identifying research needs (Krebs, 1982).

In 1985, the Royal College of Nursing (RCN) held an international conference in

London at which the keynote address was entitled, What�s happened since Alma-Ata?

The speaker, who was the president of ICN, asserted that while some countries had

made progress towards HFA the majority had not made any significant impact because

their governments still lacked commitment to community based health care (Kiereini,
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1985). She advised that the best investment a country could make towards PHC was to

prepare more nurses, than any other health workers. Her rationale for this was that,

despite the role of the nurse being greatly influenced by each country�s political and

socioeconomic complexities, there was a universal acceptance of the value of nursing.

This idea was restated the following year at another international conference in Tokyo.

Again it was noted that nursing personnel were one of the most valuable assets of any

health care system and represented considerable national investment (WHO, 1987).

However, it was also pointed out that assuming leadership for HFA would require

radical moves and presented a number of dilemmas for nursing. It was asserted that

nursing was heavy with subordination without influence and burdened with obligation

without power, even in directing, heading and controlling its own education, practice,

research and management. Another obstacle to nursing�s leadership was identified as

the public that preferred a medically oriented, curative health care system. As a step

towards identifying avenues for action the Conference drew up a profile of a �typical�

leader of nurses that revealed strengths, weaknesses and latent abilities. Formulating the

profile highlighted factors that influenced nursing attitudes. These included a strong

orientation to hospital nursing and a hierarchical staffing structure, a belief that

community nursing was a peripheral or semi-professional service, an unwillingness and

absence of confidence to exercise legitimate power, and the adoption of postures of

dependency and passiveness (WHO, 1987).

In June 1988 representatives of 4.5 million nurses from 32 different countries attended

the First Pan-European Nursing Conference in Vienna. This conference was the

culmination of four year�s work involving over 155,000 nurses debating the best

approaches to PHC at some 645 meetings throughout Europe (WHO, 1989). The

Conference reaffirmed the strategy of HFA as the guiding star for the development of

the profession. Following the Vienna Conference, during 1991-2 the WHO Regional

Office for Europe issued seven booklets in the Health for All Nursing Series that

described and clarified the new role of the European nurse. The following year a

summary of the booklets was published and it noted that the social, economic and

political changes in every country of Europe influenced health, health care and the

practice of nursing, while nurses as citizens were influenced by their environment

(Salvage, 1993). The author asserted that although culture, politics, language and other

factors make nursing unique in each country, some universal themes appeared to
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influence the development of nursing in every country of this Region. These themes,

which are closely linked, were identified as power, gender and medicalisation.  In no

country of the Region did nurses play a full part in policy-making and decision-making

at all levels of the health care system. In every country, nursing was predominantly

women and shared the characteristics of other female-dominated occupations, namely,

low status, lack of recognition and poor working conditions.  In every country acute

medical treatment received the largest proportion of prestige and resources and nurses

were often seen as medical assistants. Although this book was written specifically about

nursing in Europe, it was noted that �nurses all over the world are producing

descriptions of nursing similar to the one created in Vienna� (Salvage, 1993, p. 7).

The impetus of the Vienna Conference was continued at the international level through

the WHO Nursing in Action project which had two main foci, nursing leadership and

nursing practice (Salvage, 1993). In 1989 the WHA passed resolution (WHA42.27)

urging member states to:

Encourage and support the appointment of nursing/midwifery

personnel in senior leadership and management positions and to

facilitate participation in planning and implementing the

country�s health activities.

The recognition of the importance of nursing leadership was endorsed many times over

the ensuing years at meetings of nurses and midwives organised by WHO and was

evident in the follow-up resolution passed by the Assembly (WHA 45.5) in 1992. The

second component of the Nursing in Action project focussed on the development of

nursing practice and included developing innovative practices, adopting the PHC

approach, becoming more sensitive to the needs of service users and looking more

closely at questions of effectiveness and efficiency (Salvage, 1993). The purpose of the

Nursing in Action Project was to create a new kind of nurse, an autonomous, skilled

practitioner whose role was not to serve other professionals but to inform, support and

care for the patient and community. Creating this role, it was asserted, required defining

the nurse�s role and functions, managing change, reforming nursing education,

developing regulatory systems and preparing leaders (Salvage, 1993).

In a presentation to an International Nursing Conference held in Washington, DC in

March 1989, The Chief Scientist for Nursing in the WHO, Amelia Maglacas,
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commented on the state of nursing in the world in relation to HFA. She asserted that

although there was a huge variation in the ratio of nurses to population between

countries and regions (ranging from 0.3: 10,000 in Nepal to 124: 10,000 in the Western

Pacific) no country had more than 10% of its qualified nurses outside the hospitals

(Maglacas, 1989). In rural Africa and Asia, nurses who worked in health centres

performed primary surgery, suturing and plastering of limbs without prior training.

Maglacas contended that the most successful innovation to date had been programs

designed to train graduate nurses for roles in PHC programs and activities. These nurse

practitioners, through new legislation, had been able to deliver all the essential elements

of PHC. They were establishing a trend in PHC in countries where physicians were in

short supply generally or with communities at the periphery (Maglacas, 1989).

However, in most countries the political will to move nursing so that it could respond to

the new challenges was still missing. Nursing services seldom extended beyond curative

services at health centres and dispensaries and they rarely reached out to the family

level where the critical changes should take place.

Australia hosted an international conference in June 1990, Health for all by the year

2000: Nurses and others (Sandhu, 1990). The keynote speaker was Amelia Maglacas

who focussed her address on nursing in the HFA era. She identified six changes that

needed to be made if nursing was to realise its full potential in PHC. These were a

revolution of ideas about the meaning of health and PHC and the commitment or

political will to apply these ideas, a refocussing from professional independence in a

competitive relationship to collaborative relationships, a change of attitude in people to

take responsibility for their own health rather than resorting to sophisticated technology,

a focus on health rather than on disease, better links between education and service to

ensure that learners meet real health needs and not hypothetical needs, and the

development of relevant and responsive nursing leadership who could envision and

chart the direction of nursing in the HFA era (Maglacas, 1990). In addition, she pointed

to the necessity of planning and mapping out a route for nursing to take for the

realisation of HFA. The route she proposed covered nursing practice (wherever people

live, work, learn or play), education (community-based, related to appropriate

technologies and collaborative interdisciplinary and intersectoral relationships), research

(determinants of health, the pursuit of health, health and the environment), and

specialisation (community and family care and education, healthy public policies and

healthy lifestyle behaviours).
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For the next four years, Australia held a series of annual conferences centred around

PHC in a particular context, for example remote, rural, urban and families. At the

second of these conferences, McMurray (1992) spoke of the movement by nurses

towards developing a collective consciousness for the need to achieve equity in health

between generations and between cultures. She also noted that in many countries

national nursing organisations had established professional groups concerned with

environmental issues and their impact on health.

The WHO and ICN have continued to keep nursing�s contribution to the HFA

movement on their agendas. At a meeting of government nurses in November 1998, it

was noted that nursing and midwifery�s response to the existing political, cultural and

socioeconomic context for health and health services still tended to be patchy and

piecemeal (WHO, 1999). Strategies to redress this situation were presented and

discussed at the Second WHO Conference on Nursing and Midwifery in Munich in June

2000. To date, the WHO has not published a report of these proceedings.

This section of the literature review provides evidence that the commitment to the goal

of HFA, and PHC as the vehicle to achieving it, is of primary concern to the global

nursing profession. Despite the realisation that there were many barriers to nurses

assuming and maintaining key roles in PHC, this was clearly occurring in some

countries. However, in many other countries, HFA strategies were endorsed but were

not implemented.
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A Global Snapshot of Nurses in Primary Health Care Practice

Despite the WHO mandate that nursing practice should be a key component of health

care in every setting, in most countries the development of nursing roles has been ad

hoc, aimed at meeting varying population needs and containing health care costs.  To

date, there appears to be no direct correlation between a country�s level of

socioeconomic development and the scope of its nursing practice. In some low-income

developing countries nursing is highly developed and nurses provide all PHC services

while in some high-income industrialised countries nursing has a limited role.

Nevertheless, regardless of the overall level of socioeconomic development, nursing

personnel often work with the poorest and most vulnerable groups in society.

In Nigeria, for example, at the beginning of the HFA movement, it was estimated that

only 25% of the country�s population were covered by existing health facilities (Ojo,

1980). In order to address the neglected rural areas family clinics were initiated to

provide comprehensive care. Ojo described a demonstration clinic established on the

outskirts of Lagos, the capital of the Federal Republic of Nigeria, as an experiment in

PHC. A doctor, nurses, clinic assistants and aides staffed the clinic. The assistants and

aides were trained to assist the registered nurses and to deliver health care to the

community at the grassroots level. Evaluation of the clinic indicates that the concept of

the nurse as primary care provider is well accepted.

Valdez (1980) reported a similar situation in Nepal to that of Nigeria. The role of the

nurse in the PHC team was to assist in the development of village health workers and to

retrain the traditional healers. It was reported that only 10% of the available nurses

worked in the rural areas where 97% (13 million) of the population lived. A major

concern voiced by Valdez was that nurses were undertaking expanded roles for which

they were not educationally prepared or legally protected.  That year a public health

nursing course commenced to train tutors in PHC to address this problem.

According to Ha (1982), a three-tiered system was established in Korea in the late �70s

in order to create a PHC system in under-served rural areas. Village health agents at the

village level gave the first level of care, for example carrying out disease prevention

measures. These agents then referred cases to the next level of the system, the primary

health unit, staffed by community health nurses who provided care and preventive
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health services to patients and people in several villages. When the community health

nurse could not deal with certain conditions the patient was referred to the community

physician. Nurses were being increasingly recognised as the most effective resource for

PHC in terms of economy and time. The basic qualifications of the community health

nurse were both nursing and midwifery. This was then followed by a 24-week course

covering such things as maternal and child health, community organisation and

administration and treatment options.

In South Africa all healthworkers are encouraged to relate to each other as equals

(Chipps, 1992). Chipps claims that there is much debate in South Africa about who are

the most appropriate healthworkers, however, for a long time nurses have provided first

contact care in rural clinics in the absence of doctors. Most of these nurses are black and

educated in a system that encourages them to be passive, subservient and to accept the

status quo. Chipps asserts that the rigidity of their training and lack of awareness of the

meaning of liberating health work has resulted in authoritarian and paternalistic

behaviour towards the community.

India, at the end of the 1980s, had twice as many doctors as nurses apparently because

of a lack of government control over the numbers of students entering universities in

various categories (Barclay, 1992). However there were rapidly increasing numbers of

auxiliary nurses being trained to work in PHC but they were usually responsible to

doctors rather than nurses. Consequently health systems and agencies in India were less

reliant on professional nurses than was the situation in many other countries. In

addition, because of cultural difficulties relating to female nurses living away from

family or other chaperonage, nursing leadership in PHC was severely limited.

In Spain, public health was added to the syllabus for basic nursing in 1977 but the

specialty of public health nursing still did not exist in the early �80s (de la Cuesta,

1982). Spanish nurses, together with other health professionals, were reportedly aware

of the urgency of establishing PHC in Spain and consequently fought to set the bases

and principles for public health nursing. Like other industrialised countries in Europe,

Spain�s health system deals with health problems through structures and services that

have a great deal to do with cure and very little to do with prevention, promotion and

rehabilitation. Consequently, Spanish nurses function in a subordinate role in a highly

technical and medicalised system.
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According to Erefe (1984), in Turkey as in many other developing countries,

considerable emphasis is placed on the use of non-physicians because of the shortage of

doctors. Furthermore, women seeking family planning care prefer to be examined and

advised by nurses or midwives rather than by male physicians. However, the scope of

practice of these nurses is inhibited by the limitations set by physicians. Nursing is the

only profession in Turkey open only to women and because of the status attributed to

women in Turkish culture, decisions are made for nurses by physicians and other males

(Uyer, 1987). The nursing profession is both controlled and limited by physician

dominance and according to Uyer is also inhibited in its leadership endeavours by a lack

of motivation on the part of its members.

By contrast, nursing services in Jordan play a key role in the provision of team-based

health services whether they are curative, preventive or promotive (Nahas & Amasheh,

1992). However, budgetary constraints, cultural and social factors, which prevent nurses

from leaving their homes for any length of time, and a lack of distance education

opportunities have left many nurses with unmet training needs for this role. Thus, like

that reported in other countries, many of these nurses are functioning in roles for which

they educationally unprepared.

Nursing in Brazil is dependent on medical prescriptions, political definitions and

regulations (Borges, 1980). The monopoly of physicians in the health field has left it

very difficult to determine nursing�s functions and activities and the growth of other

professions in the health field has led to overlapping with nursing and frequently the

suppression of nursing activities. Borges asserts that the limited participation of nursing

in health care in Brazil has resulted from three realities: the replacement of a public

nursing focus by a hospital nursing focus, an economic, juridical-political and

ideological system that devalued nursing, and masculine hegemony in the health

system.

Manfredi (1983) reported that, in Latin America, nursing was primarily a hospital-based

activity in keeping with the prevailing health structures and models for the delivery of

services. However, according to Manfredi, by the early 1980s many Latin American

countries had begun to reform the curricula for nurses. These reforms were based on

three general premises: that the predominant goal of nursing should be community
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health and not personal health, the natural setting for training health personnel should be

the community, and student nurses should be integrated into community health services.

In Cuba, nurses made a significant contribution to the social and health care reforms

that occurred after the 1959 revolution (Swanson, 1988). Brigades of nurses worked

with other organisations in mobilising the population to carry out sanitary and

immunisation campaigns and carried out health education door to door. They were also

part of PHC teams who worked within community clinics, homes, schools and factories

giving priority to persons in high-risk groups. Preparation of nurses to do community

work is universal in Cuba: all nurses receive course work in public health, epidemiology

and biostatistics as well as being placed in community clinics for fieldwork. Preventive

care and interdisciplinary team work in primary care precedes instruction in secondary

and tertiary care. Swanson predicted that community health nurses in Cuba would

expand their presence in the community and thus their contribution to PHC even further

in the future.

A literature review conducted by Mathur and Scruby (1992) revealed that there were

probably five settings within which nurses in Canada practice PHC. These included

medical practice clinic settings, occupational health settings, faculty-based PHC

practice clinics, ambulatory care centres within community health structures, and nurse-

run �wellness� centres separate from community health or other structures. In many

northern communities, the PHC role of nurses is most firmly established and, often,

access to the health system is only through the community nurse. In these communities

the availability and helpfulness of the nurses had built public acceptance of this role.

In a keynote address to the American Academy of Nursing�s 15th Scientific Session in

October 1987, Maglacas (1988) summarised the diversity of PHC nursing practice

worldwide towards HFA. She stated that in Zimbabwe and Lesotho, nurses were leading

community health teams. In Malawi, senior nurses participated in District Development

Committees that function as resource groups for health development activities. In

Kenya, nurses initiated projects to integrate elderly persons into society. In Canada, the

United Kingdom, Japan and the Republic of Korea nurses had entered the political

arena.
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Similarly, Ulin (1989) contended that PHC could not be contained in any single set of

nursing practices. Differences arose in how countries interpreted the directives of the

Alma-Ata declaration and from differences in human resources. As previously

described, an oversupply of doctors and an undersupply of professional nurses in some

countries has narrowed the scope of nursing practice. But in other countries where the

number of doctors was low relative to the nursing workforce, nurses tended to have a

more prominent role in PHC. The further from the urban hospital centre, the more likely

it was that the role of the nurse would include all of the essential elements of PHC, from

environmental control and health education to prenatal care and the diagnosis and

treatment of common health problems.

As far back as 1985, Keating and Nevin commented that different titles, different levels

of educational preparation, and �traditional� versus �expanded� roles had contributed to

confusion over who should deliver PHC nursing and the necessary educational

preparation for the role. In most countries of the world there was little or no distinction

between the practice of PHC nursing and the practice of community health nursing

(Ulin, 1989). In some countries, irrespective of socioeconomic development, nurses

have greatly expanded their role to provide first level care to vulnerable populations in

the absence of medical practitioners.

The Nurse Practitioner

It is generally acknowledged that the nurse practitioner role in PHC originated in North

America. Because of an apparent shortage of PHC physicians in the 1960s to service

rural areas and underprivileged populations, nurse practitioners were initially introduced

in the United States of America (USA) as surrogate physicians (van Soeren, 2000).

Nurse practitioner training programs were commenced in both nursing and medical

schools and by the early 1970s there were more than 500 programs preparing nurses as

primary care providers. Koch, Pazaki and Campbell (1992) undertook an analysis of a

random sample of literature over a 20 year period from the mid 60s to the mid 80s to

analyse the historical factors which had shaped and defined nurse practitioner roles and

practice within the USA health care system. They concluded from their review that two

interrelated factors strongly influenced the dynamics of the nurse practitioner

movement: labour market competition and professionalisation. The initial growth and

development of new health care practitioners during the 1960s and early �70s, including

nurse practitioners, was not resisted by doctors because they interpreted the movement
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as �a physician-controlled method of increasing their profits or providing health for less

desirable markets� (Koch et al., 1992, p. 68).

By the mid 1970s perceptions of shortages of PHC professionals gave way to ones of

oversupply which resulted in anti-nurse practitioner sentiments in American Medical

Associations� and American College of Physicians� policies. The expansion of nurse

practitioner education and training programs was halted and nurse practitioner

employment was threatened. Koch et al. (1992) stated that interrelated with an

increasingly competitive economic environment was the professional ambitions of nurse

practitioners. Because of medicine�s long term domination of health care personnel,

autonomy was particularly problematic in the professionalisation of nurse practitioners.

By law, historically defined physician tasks performed by non-physician providers had

to be supervised.

In analysing the literature from the period 1975 -1979 Koch et al. (1992) concluded that

nurse practitioners and doctors possessed comparable clinical abilities. They also

deduced that using nurse practitioners in primary care saved physicians� time and

reduced health care costs. During this period of time, notions of collaborative

teamwork, which had appeared in earlier publications, started to be replaced with the

term �joint practice� when referring to nurse practitioner-doctor integration. Also at this

time, data suggested that elements of both the medical and nursing profession were

growing uncomfortable with evolving nurse practitioner roles. Physicians asserted that

joint practice allowed nurses to practice medicine without a licence and a nurse�s

critique of nurse practitioners included �we are expanding right out of nursing, away

from nursing, as fast as we can� (Koch et al., 1992, p. 65). In 1977 a USA federal act

made Medicare and Medicaid funds available for qualified nurse practitioners in rural

areas and permitted them to own clinics, to contract with physicians for supervisory

purposes and to provide non-delegated medical services. Individual states retained

control over the precise degree of autonomy nurse practitioners could exercise in their

state.

Koch et al. (1992) asserted that, during the 1980s, relations between nurse practitioners,

doctors and other nurses remained less than harmonious or supportive and public

acceptance of nurse practitioners was not uniform. The literature concerning legal issues

focussed on demands for third party payment for nurse practitioners, prescriptive
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authority and hospital privileges. The authors concluded by stating that their analysis

had suggested that a clinically sound and economically viable nurse practitioner

profession depended on autonomous access to these political, economic and health care

resources.

Stone (1994) published a review of research related to the quality of care provided by

nurse practitioners. She considered that there were two reasons why this was of vital

importance in the debate about the continuing development of their role. First, nurse

practitioners� effective deployment depended on their ability to render safe and effective

care and second, the most articulated basis for physician�s opposition to nurse

practitioners had been their concern about their ability to provide such care. Many

studies comparing nurse practitioners and doctors determined that comparable technical

care was provided in traditional medical services and family practice settings. However,

it was noted that the severity of illness of the patients was not controlled for, and often

the nurse practitioners� patients were not as sick as were the doctors�.

Campbell, Mauksch, Neikirk and Hosokawa (1990) described the nurse practitioner as a

new provider of PHC whose responsibilities cut across traditional boundaries between

medicine and nursing. They contended that because medicine and nursing approached

health care from two distinct perspectives, joint practice was a means of offering the

opportunity for increasing the scope of PHC delivery. They compared nurse practitioner

and physician styles of clinical interaction and found few differences between physician

and nurse practitioner style, however, nurse practitioners exhibited more psychosocial

concern. Although there were only small numbers of female physicians and male nurse

practitioners an analysis of variance examining the separate and combined effects of

gender and profession on the index of psychosocial concern was performed. The results

showed that gender was not a significant influence on observed provider actions.

In 1994, the issue of projected shortage of PHC providers initiated the American

College of Physicians Task Force on Physician Supply to examine expanded roles for

both physician assistants and nurse practitioners (American College of Physicians,

1994). Three issues central to expanding roles were identified: prescribing authority,

reimbursement privileges and the legal scope of professional practice. At that time,

nurse practitioners had some measure of prescribing authority in 43 states and under

Medicaid, 42 states had allowed reimbursement for nurse practitioner services. In 1990,
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the Health Care Financing Administration extended payment to nurse practitioner

services in nursing facilities but the payments were to be made to the employer with the

stipulation that the nurse practitioner work collaboratively with a physician. In 1991,

The Rural Nursing Incentive Act authorised direct reimbursement to all nurse

practitioners practising in designated rural areas. The Task Force asserted that, because

of methodological flaws in studies which compared care provided by nurse practitioners

and physicians and because almost none examined the quality of service provided

without physician involvement, it was impossible to draw conclusions about

independent nursing practice from the available literature. To address criticism of

previous research, Mundinger et al. (2000), in a randomised control trial, investigated

practice patterns of nurse practitioners and primary care physicians over a six month

period. They determined that health status and service utilisation were not significantly

different between the two groups.

From the early twentieth century nurses have provided PHC in remote areas of

Australia. The Australian Inland Mission Nursing Service was founded by John Flynn

in 1912 to provide nursing and medical care to remote populations (Cramer, 1989).

Often the nearest doctor and/or hospital to these nursing posts can be at least 500

kilometres away. All immediate clinical management of illness or trauma is the nurse�s

responsibility. The nurse conducts routine clinics such as antenatal care and child

health, is responsible for health promotion and surveillance of endemic diseases,

organises and manages a health centre or small hospital, and teaches Aboriginal health

workers (Cramer, 1989).

In rural areas, Australian nurses have been described as working well beyond the limits

of the conventional scope of nursing practice in providing PHC to communities lacking

in access to medical practitioners (Hegney, 1996 & 1997; Keyzer, 1997). In response to

these workforce realities, the Australian nursing profession initiated moves (first in

NSW and then in other states) to allow qualified nurses to gain practitioner rights and

privileges in practice. A review of the role of nurse practitioners by the NSW Health

Department commenced in 1991. This review involved representation from nursing

organisations, the NSW branch of the Australian Medical Association, the Royal

Australian College of General Practitioners and the Consumers Health Forum. The

review resulted in legislation being passed by the NSW government in 1998 to

introduce appropriately educated and credentialed nurse practitioners into areas of
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defined need. Although the project determined that nurse practitioners were feasible,

safe and effective in their roles and provided quality health services in all the settings

researched (including urban and rural general practice), the initial positions are linked to

specific localities in rural and remote NSW and are not transportable. In July 2000, the

Victorian Minister for Health launched the implementation of the nurse practitioner role

in Victoria with the appropriate legislation being passed in November. Other states in

Australia are currently pursuing similar structures for such practitioners.

In summarising the main issues relevant to the development of nurse practitioners in

PHC it would appear that they have evolved largely in response to a need to reduce

health care spending and to provide more primary care services. In many countries

nurse practitioner roles have developed in order to improve access to health care for

rural and disadvantaged inner city populations. On the other hand, the role of nurses has

been restricted where there is an oversupply of doctors. The WHO Expert Committee on

Nursing Practice also highlighted the influence of the method of payment of doctors in

determining the scope of nursing practice (WHO, 1996). They contended that where

doctors received a fee for each procedure they carried out or each service they provided,

they were more likely to want to undertake the procedures themselves. Where there was

no such payment, these procedures and services were more likely to become part of

nursing practice.

Community nurses and nurse practitioners are not the only nurses who provide first

contact care to individuals. Nurses who are employed in general medical practices are

also involved in this component of PHC. In countries like the UK and Australia where a

form of socialised medicine provides universal access to a publicly funded health care

system, general practices are cited by governments and medical bodies as key sites for

PHC services (GPSRG, 1998; Salisbury, 1991). Therefore if nurses� roles were

expanding to become active partners in interprofessional PHC teams, as Halfden Mahler

proposed in 1985, one would expect to find evidence of this in general practices in these

countries, particularly in the UK where the development of the PN role has been well

documented. The next section of the literature review traces that development and

identifies social, political and professional factors that have shaped the role from that of

doctor�s assistant to collaborative practitioner. This review provides a perspective from

which the Australian experience can be compared.
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Practice Nursing: The United Kingdom Experience

Hasler (1992) and Sheppard (1992) report that, prior to the arrival of the National

Health Service (NHS) in the UK in 1948, most GPs worked from their own houses with

their wives as their only support because money spent on staff directly reduced their

income. The 1950s and early `60s saw the beginnings of local authority nurses, working

under the control of medical officers of health, being attached to general practices with

the aim of forming primary care teams. The attachment of these nurses (health visitors

and district nurses) was not initially welcomed; county medical officers feared a

dismantling of their empires, and less than half of the GPs surveyed wanted health

visitors and nurses attached (Hasler, 1992). Hasler explained the reluctance of the GPs

on the basis of ignorance of the district nurses� and health visitors� qualifications and

expertise and a lack of interest in preventive care that they could provide. A study

reported by Walker and McClure (1969) further illuminated this period of attachment of

nurses to general practice. They highlighted the fact that there was a variety of forms of

�attachment� which ranged from the health visitor or district nurse being exclusively

responsible, in the community, for patients on the list of specified GPs, through �liaison�

which involved that responsibility combined with responsibility for a geographical

district, to �full attachment� in which the health visitor worked in the patient�s home in

addition to having a role within the practice itself. The findings of this study indicated

that acceptance, by both GPs and nurses, of attachment gradually increased in the late

1960s once particular advantages were realised. Among the advantages identified were

improved coordination of services between general practice and community health

services, cooperation with social services, coordinated advice to patients, favourable

patient response, and improved management of urgent cases.

The NHS financing of general practice has also impacted on the development of the PN

role. The 1966 Family Doctors� Charter stimulated the development of new, larger

buildings and provided incentive to employ staff, including nurses, because 70% of their

costs were reimbursed under the NHS. Sheppard (1992) reports that in 1977 there were

about 1500 PNs employed under the ancillary staff scheme. By 1984 this number had

risen to 2000 in England and Wales, in 1986 it was 3700 and in 1991 it had increased to

18000. In 1990 a new contract for GPs came into effect. The 70% reimbursement for

staff was removed which initially caused some uncertainty about their future

employment. However, because of other contract arrangements, which included
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payment for health promotion activities and special clinics, the employment of PNs was

stimulated even further. As the number of PNs grew the range of their work increased,

first in the area of preventive care and then second in the follow up and monitoring of

chronic disease. This led to the setting up of education courses for PNs both in higher

educational establishments and in the private sector.

Because of the rapidly increasing numbers of PNs, researchers began to query the

experiences and training they had, the range of tasks they performed, how they saw their

future role and what impediments they perceived to stand in the way of their

development. Greenfield, Stilwell and Drury (1987) surveyed 300 PNs in the West

Midlands about their social and occupational characteristics. All the nurses were female

and nearly all had worked in hospitals after obtaining their basic qualifications. Their

hospital experience showed a broad spectrum as did their nursing experience outside the

hospital. Almost half the nurses had post basic qualifications including midwifery,

family planning and health visiting. The nurses tended to work in practices where there

were a large number of doctors. Most (94%) of the nurses had their own treatment room

and 35% also worked in the patient�s home. When asked to describe the types of work

they carried out the nurses listed 500 different tasks ranging from a minimum of three to

a maximum of 52 for any one nurse. When asked to rate the importance they attached to

certain activities they indicated that practical tasks and preventive and screening

procedures were the most important. Of 295 PNs, 96% reported that patients did not

have to see the doctor before consulting the nurse. The majority of nurses (94%)

indicated that decisions about their work were made jointly with the doctor, 5% said

they had no say and 1% reported they alone decided on their role and function.

Greenfield et al. (1987) were also interested in the factors that the PNs believed

prevented them from extending their role. The most frequently cited factor was lack of

further training, closely followed by a lack of time and the GP�s attitude. In their

discussion, the researchers noted that their findings were comparable to those of similar

studies conducted some 10 years previously. They contended that, as the majority of the

practices in their study had both male and female doctors, there was no evidence that

PNs were acting as surrogates for female doctors. Enormous variations in the patterns of

work of the PNs highlighted the lack of role definition and associated training needs.

They also asserted that if the role of the PN was to be further extended the nursing

profession needed to identify the value of the role beyond that of assistant to the doctor.
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Seven years later a survey of 12,589 PNs in England and Wales was published by

Atkin, Hirst, Lunt and Parker (1994). They found very similar demographic

characteristics to that described by Greenfield et al. (1987). Less than half the nurses

had attended an accredited course in practice nursing and only a quarter had attended a

formal induction course. In contrast to the survey conducted by Greenfield et al., Atkin

et al. found that PN involvement in most clinical tasks had increased. They noted more

involvement in physical assessment, increased participation in taking cervical smears,

more PNs managing asthma, diabetes and hypertension clinics, and double the number

of PNs conducting home visits of patients. In addition many PNs were involved in

health promotion and counselling. Many nurses expressed a need for training especially

in those activities they were not currently engaged in. They believed lack of training to

be a limiting factor in developing their role. Despite the establishment of 36 approved

training courses for PNs, the researchers asserted that training remained fragmented.

Many of the courses only addressed specific shortcomings in skills and rarely touched

on the overall development of PNs� role and their links to other PHC nurses.

Based on previous study findings that indicated that GPs were reluctant to lose control

of the expansion and evolution of the role of the PN, Robinson, Beaton and White

(1993) conducted a survey of 2,013 GPs in England and Wales to examine their

attitudes towards PNs.  Forty percent of the GPs claimed that PNs were able to diagnose

and initiate treatment for certain conditions independently. Nearly all (97%) agreed that

PNs� roles should be a matter for negotiation between the individual nurse and the GP.

Only 14% thought that PNs should only be able to perform their duties after referral by

the GPs in their practice. Perceived barriers, given by over 50% of the respondents, to

the extension of the PN�s role were given as lack of space in the practice premises,

uncertainty over salary reimbursement and legal implications of extended role. In their

discussion Robinson et al. contended that if PNs were to be more autonomous they

would need support so that they would not become professionally isolated and

exploited. They believed that if doctors and nurses did not cooperate in developing their

role, PNs would become disillusioned by a loss of professional integrity.

Mackereth (1995) reported on a study conducted in 1992 to examine the roles and

perceptions of PNs in a health district in the north-east of England. The aim of the study

was to describe the work of PNs with particular reference to health promotion and
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communication. The researchers asked the PNs to respond to a list of tasks that they had

divided into practical tasks, screening activities and health promotion/disease

prevention. They were asked to indicate the tasks they were undertaking, ones they had

received training for and ones they perceived to be appropriate for a PN, the district

nurse or the health visitor to perform. This research found little conformity in the role of

PNs apart from the practical tasks they undertook. This, they believed, confirmed the

essentially practical nature of their work, with poor role definition with regard to

screening, health promotion and prevention. The results also showed a wide variation in

the training that the PNs had received, with discrepancies between what they had been

trained to do and what they actually did. Although there was a divergence in what the

PNs actually did, the results of the survey indicated that there was uniformity in what

they considered was appropriate for PNs to undertake. It was reported that the PNs saw

themselves as the specialists in health promotion.

Another study carried out over eight months between 1992 and 1993 was undertaken to

analyse the activities of PNs in two large inner city general practices and to assess the

skills mix of the nursing staff required to meet the needs of the practices (Jeffreys, Clark

& Koperski, 1995). At the end of the study period it was ascertained that, in both

practices, 61% of the procedures were in the traditional treatment category, 26% in the

extended role category, 9% in the diagnosis and management category, 3% were coded

�other� and 1% were not coded. The authors of this study concluded that, because nurse

education was expensive and because GPs saw more patients in a given time than did

nurses, PNs should not be seen as a cheap resource. They contended that in practices in

which two or more nurses were employed there was scope for a variety of skills to be

offered. They asserted that up to 60% of a PN�s work could be undertaken by a

registered general nurse without extended training. Of this 60%, half the procedures

were reported as within the abilities and training of a health care assistant. The

remaining 40% of nursing hours, they suggested, should be allocated to a nurse with

extended training to undertake diagnosis and management tasks. The advantage of

employing a mix of PNs, apart from financial savings, was cited as giving greater

satisfaction to nurses with extended training if they did not have to carry out simple

traditional tasks.

One reason given for the rapid expansion of PNs was the requirement of the 1990

Contract for GPs to invite adults who had not been seen in 3 years to attend the practice
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for a health check. Ochera, Hilton, Bland, Dowell and Jones (1993) noted that, in

general, GPs had chosen to delegate this task to PNs because they believed it was more

suited to their skills and aptitudes. They surveyed PNs, to describe the provision of

health checks and health promotion clinics in 18 general practices. In 10 practices,

nurses had been involved in designing protocols that defined the content of the health

checks and in 10 practices they carried out the associated administrative tasks. In 13 of

the practices more nurses had been employed or their work time increased to meet the

demands of these health checks. Many of the nurses mentioned that patients liked the

service provided by the nurses because they found nurses more approachable than

doctors and felt more able to discuss problems with them. The researchers asserted that

much of the success in reaching patients could be attributed to the enthusiasm and

commitment of PNs.

Managing chronic disease clinics is another area in which PNs have been active and

reportedly successful. Charlton, Charlton, Broomfield and Mullee (1991) conducted a

study to assess the effect of a nurse run asthma clinic on practice workload and the

morbidity of patients in a four partner general practice. The clinics were run by a PN

who had attended a course at an asthma training centre. The PN conducted standardised

assessments, instructed on correct inhaler technique, provided relevant literature on the

mechanism of asthma, smoking and medications, reviewed self monitoring and self

management strategies and referred to the GP for necessary changes in medication. The

results of this study revealed a redistribution in the workload of the practice team, with a

decrease in the number of GP consultations and an increase in PN consultations.

Significant reductions were noted in the patients� requirements for courses of oral

steroids, acute nebulisations and lost days from school or work. There was a reported

increase in the number of patients receiving regular bronchodilator therapy and

prophylactic medication. The researchers concluded �a nurse in general practice using

organised care and self-management plans can effectively manage asthma� (p. 231).

However, they also noted that although there were improvements in morbidity criteria it

was not known which factor had the greatest impact; the self-management plans, the use

of peak flow meters, the increased number of patient contacts, or the PN.

The literature that has been reviewed so far has examined the roles and functions of PNs

as employees of GPs. In the 1980s a move began to trial the nurse practitioner role in

general practice in the UK. Stilwell, Greenfield, Drury and Hull (1987) conducted a
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case study of one such nurse practitioner. This nurse began work in 1982 in a general

practice with two male GPs and one female GP. She was employed throughout the

project by a university and was given clinical support by a tutor from the Department of

General Practice as well as the GPs in the practice. She had previously worked in a

hospital for 10 years and as a health visitor for 4 years and undertook additional training

in physical examination techniques and the management of common acute and chronic

conditions in general practice. Information outlining the nurse practitioner�s work was

displayed in the waiting room and patients were given the option of consulting a GP or

the nurse practitioner who offered a 20 minute consultation. The nurse practitioner had

her own consulting room and also made home visits. The practice did not employ any

other nurse. Protocols were agreed between the GPs, the Department of General

Practice and the nurse practitioner for the management of common ailments, for

example, the nurse could suggest medication but a GP had to sign the prescription.

Insurance requirements of the Medical Defence Union ensured that a doctor was always

on the premises when the nurse practitioner was consulting. Data were collected over a

six month period in 1983. It was found that patients from all age groups and ethnic

backgrounds sought consultation with the nurse practitioner, however the majority were

female. Although morbidity from every diagnostic group was presented, the majority

fell into the groups containing preventive medicine; health instruction and education;

social, family and marital problems; and administrative procedures. The researchers

reported that most patients chose a consultation with the nurse practitioner appropriately

and in more than 30% of all consultations the nurse practitioner managed the presenting

problem without further referral. They concluded that nurse practitioners had a much

larger and more autonomous part to play in the care of patients, that patients were

capable of selecting complaints appropriate for nursing care and that patients would

consult a nurse practitioner if given the opportunity to do so.

A further publication (Drury, Greenfield, Stilwell & Hull, 1988) reported on the

patients� perceptions and expectations of this nurse practitioner in general practice. A

random sample of 126 patients was drawn from the list of patients registered with the

practice. Of the these patients, 48% had already consulted the nurse practitioner at least

once and of these 53% were prepared to consult her again.  Women were more than

three times as likely to consult the nurse practitioner than men. Sixty per cent of the

sample either approved of the concept of a nurse practitioner and expressed willingness

to consult her or held no strong views. Difficulty in differentiating between the roles of
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a GP and a nurse practitioner were indicated by 54% of the patients. The researchers

concluded that the nurse practitioner role may help to improve anticipatory care in

general practice, may provide emotional support for some patients and was acceptable

to most people.

What issues can be drawn from this review of the literature relating to nurses working in

general practice in the UK? Since the 1990 Contract for British General Practitioners

there has been a rapid rise in the numbers of PNs which has been generally welcomed

by GPs but which has presented problems for PHC. The wide diversity in the

qualifications and experience of the PNs prior to entering general practice has made the

provision of adequate and appropriate initial preparation and ongoing education for the

role extremely difficult. Adding to this difficulty has been a reported lack of funds

earmarked for practice nursing training and a reluctance on the part of many GPs to

support courses which are available (Atkin et al., 1994). The developing role of the PN

has brought with it confusion and conflict over the role boundaries between them, health

visitors and district nurses. In addition, there have been other elements of the nursing

profession who have expressed concern about the developing role of the PN, fearing

that accepting delegated medical tasks would result in nurses becoming assistants to the

doctor, losing their professional individuality and deserting the caring ethic of nursing

(Stilwell et al., 1987).

This review of the literature relating to the development of the PN role in the UK has

highlighted the influences of changes within the NHS, general practice and access to

appropriate training courses. Practice nurses grasped opportunities arising from

government White Paper policies and to expand clinical responsibilities so that now

patients can access nursing services in general practice that would not have been

possible some ten years previously. It has been asserted that, as a group, PNs have

changed the face of general practice in the UK, replacing an illness-centred approach

with one that now crosses the boundaries of health and illness (Practice Nurse Editorial

Board, 1998).

The Australian situation provides quite a contrast to that of the UK experience.

According to the most recent statistics available about the Australian nursing workforce

(Australian Institute of Health & Welfare, 1999), there were only 6,720 nurses

employed in private medical rooms in 1996, a 36% increase since 1993. This number
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represents about 2% of the total nursing workforce. Of these, 79% were registered

nurses (RNs) and 21% enrolled nurses (ENs). Approximately 69% worked in capital

cities and other metropolitan centres and 31% in rural and remote areas. Given that 22%

of GPs worked in rural and remote areas in 1995, this suggests that rural medical

practices make relatively greater use of PNs than do metropolitan practices. Despite this

trend towards increasing numbers of PNs, a search of the literature uncovered very few

published articles and a couple of unpublished research reports relating to their role. The

next section of the literature review examines these publications and reports. Reference

to nurses working in private medical rooms was not found in any of the literature

relating to the role of nurses in PHC in Australia.
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Practice Nursing in Australia

In an address to graduate nurses at the Canberra Hospital in 1972, Dr Pang, a GP, spoke

about his concept of the PN. He described the PN as a member of the primary care team

whose role was to contribute to the collection of data related to individuals or families

with problems to enable an accurate and comprehensive profile to be constructed (Pang,

1973). He did not believe their role should be concerned with reception duties or

confined to the carrying out of procedures. He stated that the PN should not be the

doctor�s assistant or handmaiden but rather a professional who acted in association with

the doctor. Dr Pang�s vision was to have patients enter the practice through the PN who

would have her/his own room in which to conduct initial assessments before consulting

the doctor. Although well before the Declaration of Alma-Ata, Pang�s vision of the PN

encompassed much of what Halfden Mahler later proposed should be nursing�s role in

PHC. It is interesting that, in such an unassuming and common situation as a nurses�

graduation ceremony, such controversial views were expressed.

Similarly, the research publications of Jeanette Linn (also a GP) and colleagues over

two decades demonstrate their beliefs that the PN should be a core and collaborative

member of a PHC team. Linn (1969) became interested in the role of the nurse in

general practice when, in 1967, she undertook a survey of the use of a health team in

rural practice in South Australia. She found that the most important feature of the work

of the PN was to co-ordinate the activities of the team, ensuring the continuity of

hospital and domiciliary care for the patient. Other duties of the PN included

counselling for minor social problems, investigation of environmental factors affecting

illness, health education aimed at prevention of disease, infant and child care, geriatric

care, obstetric care, supervision of continuing physical and occupational rehabilitation

programs, assistance with the organisation of multiple screening tests and participation

in student attachment, practice research and educational programs.

In 1975, Linn went on to conduct a further study which examined the PN�s role in

managing, through domiciliary visits, chronic illness in the elderly (Linn, 1979). This

study, which surveyed patients of more than 100 general practices in the suburbs of

Adelaide, demonstrated that the nurse had a positive effect on the health, morbidity and

lifestyle of this population. As a follow-up to the findings of this study, the role of the

nurse was studied in more detail in the early 1980s. Linn, Taylor and Oborn (1985)
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reported that, over a 13 month period, the PN made 427 visits to 80 patients, most of

whom were over 60. The main purpose of the visits was to make additional assessments

of physical, functional and emotional states in the home setting. She also offered

practical assistance in activities of daily living and undertook clinical procedures such

as injections and wound dressings. Further studies were then carried out to evaluate the

success of the PN�s service to the chronically ill elderly (Linn, Taylor, Linn and

Johnston, 1990). These further studies reaffirmed the important contribution the PN

made to early detection of medical or social deterioration and the prevention of further

loss of independence.

Dunt, Temple-Smith and Johnson (1991) reported on a community nursing project,

involving PNs, undertaken in Victoria in 1985. This project sought to describe the job

characteristics of 689 randomly selected nurses working outside hospitals and nursing

homes. Nurses who worked in private medical practices (both general and specialist)

and those who worked in diagnostic and pathology services were classified as medical

clinic nurses (MCNs). One hundred and thirty-two MCNs responded to the survey and

they constituted the largest community nursing practice area. These nurses shared very

few job activities with the other five large practice areas (community health centre,

maternal and child health, community-based district and visiting, hospital-based district

and visiting and occupational health). The most frequently performed activities, by the

majority of MCNs, were reported to be technical care, interpretation of care

requirements to patients, maintenance of patient records, and liaison with other nurses.

Only 49% provided health teaching, 33% counselling and less than 30% assessed

individual health status or engaged in case sharing with other health professionals. By

contrast more than 70% of each of the other categories frequently undertook health

teaching, individual health status assessment and counselling. Apart from maternal and

child health nurses, more than 50% of nurses in the other four categories of community

nurses engaged in case sharing. The researchers concluded that MCNs� job activities

were determined by the fact that they worked under the direction of doctors whereas the

others did not.

In 1992-93 a study was undertaken of nurses in general practice in metropolitan

Western Australia to gather relevant demographic data, identify their clinical and

managerial tasks, and evaluate the effectiveness of their role, especially in relation to

health education and health promotion (Le Sueur & Barnard, 1993). A telephone survey



36

identified 471 general practices in the greater Perth metropolitan area, of which 130

(28%) practices employed 256 PNs. Questionnaires were sent to these 256 PNs and the

443 doctors working at the 130 practices. The response rates were 48% and 31%

respectively.  The researchers reported that, in some instances, their initial phone survey

was met with hostility from doctors and/or practice managers who voiced concern that

such a study was a means of replacing doctors with nurses. Ten practices indicated that

their reception staff carried out nursing duties and one practice manager had stated that

�[r]eceptionists can do any nursing jobs�doctors won�t employ qualified staff because

Medicare won�t pay� (p. 93). At least one GP employer refused to allow any staff to

complete the questionnaire while some other PNs were required to complete the

questionnaire in pencil so that �their employers could check the appropriateness of their

replies� (p. 94).

As was commonly found in studies from the UK, there was no standard job description

for these PNs and their scope of practice varied enormously from practice to practice.

Lack of funding, by way of either subsidy or medical benefits, was cited as a limiting

factor to role expansion and autonomy. Telephone assessments were reportedly

conducted by 89% of PN respondents but only 57% reported undertaking actual clinical

assessments. When asked about health promotion activities, only 27% responded

affirmatively. Sixty-seven percent of PNs claimed to undertake patient education, but

this appeared to be part of their routine tasks rather than as a specific purpose of the

consultation. Both GPs and PNs believed that the role of PNs could be extended to

include health promotion, patient education, counselling and routine assessments.

In relation to the educational needs of PNs, both groups believed that their needs were

different from those in more traditional hospital roles but that post-basic education

relevant to practice nursing was not widely available or known about. The GPs were

divided in their support or otherwise for nurse practitioners in general practice while the

nurses generally saw their role as separate and distinct from that of a nurse practitioner.

Le Sueur and Barnard (1993) found that job satisfaction was high among the PNs who

responded.

A few years later another survey of general practices was undertaken, this time in

Victoria. This survey attracted responses from 277 (61%) practices, many of which did

not employ a nurse (Bonawit & Watson 1996). The demographic and occupational
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characteristics of the 93 nurse respondents were similar to those of the West Australian

PNs surveyed by Le Sueur and Barnard (1993). The nurses were most commonly

employed in practices that had three or more GPs and often had additional specialist

doctors. The most common post-registration qualification was reported to be midwifery.

Eighty percent had been employed in a general practice for more than five years. Most

respondents spent the majority of their time on clinical procedures, followed by

receptionist activities. In addition they assisted with medical examinations and

procedures, answered patients� questions about treatment and provided education about

illness management and health promotion. Twenty-four percent made home visits to

patients and 5% hospital visits. Most of the nurses said there was a need for continuing

education in specific aspects of their job, and over 40% believed that a special interest

group would be useful for their professional development.

Another Victorian study, utilised qualitative methods to investigate community-based

nurses, including those situated in doctors� surgeries (Keyzer, Hall, Mahnken and

Keyzer, 1996). Fourteen PNs were interviewed and ten PNs were observed in daily

practice in their work area. All the nurses were RNs, the majority being hospital trained,

one only with a degree and one with a diploma of nursing. Length of time since initial

training ranged from five to forty years. Only a few of the PNs engaged in any form of

continuing or further education. Virtually all the nurses came from a background of

nursing in institutions and had no additional training in community health nursing. The

researchers described the PNs as being engaged in a broad range of activities including

the care of pregnant women, parents with young children, the chronically ill, the aged

and those with emergency conditions. Direct care activities encompassed health

assessment, diagnostic testing, therapeutic treatments, client support, emotional care,

triaging, health education and community liaison. A large component of their work

involved assisting the GPs and other indirect care activities such as sterilising

equipment and maintaining stock. Clerical and reception work took up only a small

amount of their time. The nurse�s ability to assess client needs, whether by phone or

direct contact triaging was felt to be an important component of providing high quality

care. Health education of a planned nature was not a formal function of the PN role

essentially because the doctors� requests for procedures and assessments, phone

consultations and managing the throughput of clients took precedence. Health screening

was undertaken as part of an illness diagnosis rather than as a health promotion activity

for well people.
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In relation to their professional identity, it appeared to Keyzer et al. (1996) that the

majority of the nurses viewed their role as primarily one of support to the doctors and

secondarily as a service to the clients. Role boundaries seemed to be directed by the

doctor. Autonomy was limited as most of the clients were seen first by the GP and

nursing activities were mainly prescribed in order for a fee to be charged. Nurse

decision making appeared to be more autonomous in practices with many doctors and a

high client turnover. Keyzer et al. described the model of nursing service delivery to be

like a cross between an outpatients department and an emergency department. Nursing

contact with clients was primarily undertaken in order to support medical diagnoses and

treatment of illness. This qualitative study supported the findings of the previously

reported surveys.

Another qualitative study in another state was undertaken by Condon, Willis and Litt

(2000) who set out to explore the concept of �shared care� between GPs and PNs in

South Australia. They interviewed GPs and PNs in eight general practices across five

divisions of general practice, a GP who did not employ a nurse and a GP and two nurse

practitioners in a community health centre. The participants were asked about the role of

the PN, how their work was organised, the advantages of employing a PN, the extent to

which shared care operated, the factors working for and against shared care and the

changes required to enhance shared care. The reported scope of practice of the PNs was

very similar to that found in other Australian studies and included essentially delegated

clinical activities, triage, some education and health promotion activities and

administrative/housekeeping tasks. The way the role was performed and perceived by

PNs varied widely with some PNs describing a reactive approach to their work while

others appeared to be more proactive. The authors concluded that these differences

emerged out of largely tacit negotiations between GPs and PNs.

In the working relationship between GPs and PNs, shared care was not found except to

some extent in the area of wound care. Barriers to shared care were identified as the

GPs� commitment to providing holistic care, their concerns about medical liability, their

beliefs that PNs were resources and not peers, Medicare reimbursement arrangements,

poor communication, individualistic rather than collaborative working styles and PNs�

reluctance to accept health education or promotion as part of their role. Condon, Willis

and Litt (2000) concluded that most of the GPs in the study were satisfied with the PN�s
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role and had little desire for change. The PNs could see little scope for change because

they were already busy and satisfied with their role. The role of the PN was seen largely

as improving the efficiency of the practice by increasing throughput and improving the

effectiveness by allowing the GPs to use their time with patients more effectively.

A case study presented at an Australian national PHC conference provides a different

perspective on the role of a nurse in general practice. A Greek bilingual community

psychiatric nurse was seconded to a general practice in Sydney as the result of a General

Practice Grant. The practice serviced predominantly Greek speaking patients, and the

nurse�s brief was to develop a nursing role that would promote the health of a �minority

group� with multiple health problems (Anastasiou, 1993). The Ottawa Charter for

Health Promotion was used as a model for reframing and developing services in this

general practice. Initially in the project the nurse was expected to see all patients before

the doctor to conduct baseline assessments and provide brief education on health issues

identified from the assessment or the patient�s file. However, because of problems with

general screening and because the nurse�s expertise was in mental health, general

screening of all patients by the nurse was changed to consultation with patients referred

by the doctor. An appropriate treatment plan was then devised jointly with the doctor.

The nurse also ran a clinic for patients with asthma or diabetes. This nurse fostered a

more health promoting environment by organising linguistically and culturally relevant

health material for use by patients and doctors. Thirty-one patients were surveyed about

the nursing service. All patients expressed satisfaction with the nurse, however six

preferred to see the doctor only; and 18 reported increased motivation with regard to

diet, weight loss and management of asthma and diabetes. The GPs and administrative

staff were also surveyed. The most reported useful activities of the nurse were listed as

providing health education to patients, resourcing the GPs with information on

community services, and counselling.

These studies indicate that, generally, Australian PNs are not functioning as Pang

envisioned back in 1973 or as Halfden Mahler proposed in 1985.  Common findings

were that the PNs perceived their role as assistive in nature and practised accordingly.

Their main functions were undertaking prescribed assessment and therapeutic activities.

Health promotion and specific patient education were limited and not the primary

reason for nursing intervention. Factors identified as limiting role development included

a lack of funding, continuing education opportunities and special interest groups and the
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GPs� reluctance to relinquish any control. However, the case studies provided by Linn

and colleagues (1969, 1977, 1985, 1990) and Anastasiou (1993) present a more positive

picture of the PN role. In these cases, the PN made a significant contribution to the

health of a particular population group (the elderly and a minority cultural group). It

would appear that these nurses practised far more autonomously, and holistically in an

environment that was supportive of teamwork. Although they undoubtedly acted as

resources for the GPs the reports indicate that they were also significant resources to the

patients and community.

 Throughout this literature review reference has been made to collaborative practice

between nurses and doctors in PHC and nurses as members of PHC teams. The review

now examines the literature that specifically reports on collaborative practice issues

between nurses and doctors. It includes the reported positive outcomes that result from

collaborative practice and some of the factors that are perceived to be barriers impeding

the initiation and/or continuation of nurse-doctor collaborative practice arrangements.

Nurse-Doctor Collaborative Practice

Collaborative practice issues, particularly focussing on nurse-doctor collaborative

practice, have been the subject of discussion, debate and study for decades. In 1972, the

American Medical Association and the American Nurses Association sponsored the

National Joint Practice Commission (NJPC) with the aim of enhancing interdisciplinary

functioning (NJPC, 1972). In 1981, the Commission published guidelines for

establishing collaborative practice in hospitals, identifying communication, competence,

accountability and supportive systems as components crucial to collaborative practice

(NJPC, 1981). Several demonstration projects were established and subsequently

evaluated.

Positive Outcomes

Researchers involved in these projects reported positive effects on patient care, health

care costs and provider satisfaction (Devereux, 1981a, 1981b, 1981c; Koerner &

Armstrong, 1984; Koerner, Cohen & Armstrong, 1985, 1986). Despite the successful

outcomes of the pilot projects, the American Medical Association withdrew its support

from the Commission in objection to the resultant expansion of nurses� roles and raising
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of their salaries (Nugent & Lambert, 1996). Others have reported similar improved

patient outcomes from, and satisfaction with, collaborative practice.

In a study to develop a tool for the measurement and effects of collegiality in health

teams, Feiger and Schmitt (1979) concluded that increased collegiality resulted in

improved patient outcomes. Decreased mortality was positively correlated with

collaborative practice in long-term care (Rubenstein et al., 1984) and in Intensive Care

Unit (ICU) patients (Knaus, Draper, Wagner & Zimmerman, 1986). Alpert, Goldman,

Kilroy and Pike (1992) reported improved functional status in a cohort of patients with

major small and large bowel procedures who had suffered complications. This cohort

was compared to similar patients in the rest of the hospital who had not experienced

formalised collaborative practice. Biggs (1993) claimed that interprofessional

collaboration in community care resulted in improved clarity of objectives for the client,

and a more �seamless service� due to a reduction in duplication of assessments. A

reorientation in focus from provider-centred to client-centred care was professed by

Pike et al. (1993) and Payne and King (1998) following the introduction of collaborative

practice arrangements between obstetricians and nurse-midwives. Corry, Williams and

Stapleton (1997) reported their obstetric patients being highly satisfied with the

combination of �high tech high touch� they received. According to Swan (1993)

collaborative practice between anesthesiologists and nurse practitioners resulted in

improved patient access to preoperative care and increased patient satisfaction. Vautier

and Carey (1994) found that patients who were collaboratively case-managed rated their

care more positively than did other patients.

Decreased lengths of stay have been reported in hospitalised older adults (Kearnes,

1994) and in orthopaedic patients (Brita-Rossi et al., 1996). An evaluation of

collaborative practice between nurse practitioners and physicians in a teaching hospital

highlighted increased efficiency of care, increased quality of care and decreased

fragmentation of care (Genit et al., 1995). The benefits of team and collaborative care to

underserved populations have been documented by Baldwin (1996) and include

enhanced patient compliance, greater patient satisfaction, reductions in broken

appointments and decreases in hospitalisation and use of physicians. In ambulatory care,

Dunevitz (1997) asserted that collaboration resulted in increased patient access to and

choice of provider, a greater focus on preventive care, increased community

involvement and increased patient self-care.
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These alleged outcomes from collaborative practice not only benefit the patient but also

the health care system. Decreased mortality, improved functional status, reduced

duplication of service, decreased lengths of hospital stays, increased efficiency of care,

enhanced patient compliance, reductions in broken appointments, decreased

hospitalisation, increased patient self-care and a focus on preventive care all help to

reduce the costs of health care. Cost reduction was also specifically noted by many of

the researchers reporting on positive patient outcomes (Baldwin, 1996; Biggs, 1993;

Brita-Rossi et al., 1996; Dunevitz, 1997; Vautier & Carey, 1994).

Positive outcomes for the participants of collaborative practice have also been claimed.

Alt-White, Charnes and Strayer (1983) and Alpert et al. (1992) reported a significant

correlation between nurses� job satisfaction and engagement in collaborative practice.

Baggs and Ryan (1990) found a statistically significant correlation between nurses�

perception of collaboration and satisfaction with decision making. Pike (1991) reported

an unexpected favourable outcome of nurse-doctor collaboration as a decline in

incidents of moral outrage among nurses faced with moral dilemmas. Moral outrage is

described as an emotional response to the inability to carry out moral choices or

decisions which is exacerbated by constraints that force a course of action that violates

the nurse�s moral tenets (Pike, 1991). Such constraints include a lack of professional

confidence, timidity, fear, insecurity, directives of physicians, hospital policy or the

threat of legal action. The decline in incidents of moral outrage was attributed to factors

such as mutual trust and respect between nurses and physicians, an appreciation that

their two practice areas were inter-dependent, and the development of a synergistic

alliance between the two that enhanced patient care.

Nurse-midwife and family physician collaborative care in a combined academic and

community setting resulted in benefits to both parties (Payne & King, 1998). The

greatest benefits for the family physicians included exposure to a population of women

and families with specific expectations for their birth experience, an expanded

reputation in the birth community resulting in referrals from childbirth educators and

lactation consultants, opportunities to care for socially at-risk women, and opportunities

to learn low technology care modalities and support skills. The midwives benefited

from opportunities to care for more medically complex patients and to broaden their

skills, and from being able to provide ongoing neonatal and infant care. Both parties
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benefited from a common philosophy of care that allowed flexibility for patients and

providers.

Despite all these documented benefits, collaborative practice remains the exception

rather than the dominant pattern within health care and especially between nurses and

doctors (Dower & O�Neil 1997; Evans, 1994; Henneman, 1995; Keleher, 1998;

Kendrick, 1995; Taylor, 1996). The reasons for this become apparent when the

educational and socialisation processes that nurses and doctors have experienced are

compared to the antecedents that are necessary for collaboration to take place. Many of

the antecedents are dependent on the individual�s readiness to engage in this type of

interpersonal process. Education that prepares a person for an interdependent role and

prior collaborative experiences are important factors in facilitating readiness

(Henneman, Lee & Cohen, 1995).

Obstacles

Traditional forms of nursing and medical education have resulted in what Beattie (1995)

describes as �tribalism�. This metaphor sheds light on how secondary socialisation

processes initiate students into new sectors of the social world and criteria of success

that are unique and distinctive to each sector resulting in different norms and values and

often boundary conflicts. He asserts that the transmission of institutionally approved

imagery and language, the power of covert messages alongside the overt curriculum and

the segmentation of separate specialist areas of knowledge and experience serve to

reproduce distinct professional ideologies.

Henneman (1995), provides similar insights into how the processes of education and

socialisation in nursing have hampered the development of collaboration in the health

care setting. She asserts that nursing�s quest to define its boundaries and promote its

uniqueness have caused walls to be built up between itself and other disciplines. This is

exacerbated by a focus, in nursing curricula, on dependent and independent nursing

roles rather than promoting the interdependent role necessary for team membership. In

addition, Henneman (1995, p. 360) contends that, through nursing education processes,

�seeds of distrust and disrespect for our colleagues in medicine have been planted�

resulting in them being viewed as �the enemy�.
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White and Begun (1996) also point to traditional profession building strategies in

nursing as obstacles to collaborative practice. They contend that these strategies, which

included the standardisation of nursing curricula, licensure and the development of

nursing science, were behind the evolution of nursing from a powerless class of

domestic servants to a more powerful segment of health care professionals but are now

no longer effective. Like Henneman, (1995) they identified nursing�s quest to maximise

independent actions and minimise dependent actions, to enhance its legitimacy, as

obstructive to contemporary health care ideals. Similarly, continuing to develop

�nursing� theories as opposed to �health care� theories has not been conducive to

collaborative health care.

Another barrier to nurse-doctor collaborative practice has been identified as a lack of

understanding on the part of doctors and nurses of each other�s roles and responsibilities

(Bradford, 1989; Evans, 1994; Stichler, 1995; Weiss, 1983). A study of interaction by

Weiss (1983) involved structured dialogue sessions among representative groups of

doctors, nurses and consumers. The findings suggested that the public saw nurses as

doctor-extenders, nurses lacked the vision of a unique domain and doctors were seen to

have higher responsibilities than do nurses. Moreover, the nurse participants lacked

identification with their profession, tended to regard their professional expertise as mere

bias, and were uncomfortable with responsibility. Bradford (1988) claimed that doctors�

understanding of professional nursing practice was dependent on their era of education

and experience. Many older doctors still pictured the nurse as the �handmaiden�,

carrying out the doctor�s orders while many younger doctors perceived the nurse as

provider of all care, including medical tasks, with no real understanding of nursing�s

unique role. Similarly, many nurses viewed nursing as simply �getting the task done�.

As stated by Evans (1994, p. 24):

It is an obvious, but perhaps unacknowledged truth that one cannot
appreciate the contribution of another individual if one has only limited
understanding of the dimensions of that individual�s practice. It is equally
true that appreciation of one�s own contribution is marred if the
understanding of one�s own role is limited.

Stichler (1995) has pointed to professional competence as an important factor in the

development of nurse-doctor collaboration. Professional competence is the essential

component that creates the respect and valuing necessary for entitlement and the

development of truly collaborative relationships. The possession of a specific set of
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skills, talents, information or resources is needed to complement the other�s resources.

A collaborative relationship cannot evolve if team members do not value one another

and respect one another�s competencies (Stichler, 1995) and this is impossible without a

clear understanding of what they are.

Summary

This chapter has reviewed the literature relating to PHC nursing, the development of

practice nursing and nurse-doctor relationships. It commenced with an overview of the

international nursing profession�s response to the HFA movement. This overview

demonstrated that, through the actions of the ICN, the WHO and national nursing

associations, the profession responded promptly and with great enthusiasm. The initial

commitment made at the signing of the Alma-Ata Declaration was repeatedly reinforced

and carried on via international conferences, workshops and congresses. Evidence was

presented to show that the profession believed it could be instrumental in leading the

way to the goal of HFA and set about identifying changes that would need to be made in

nursing education, practice and management to realise this dream.

The next section of the review examined how PHC nursing was interpreted and

practised in a variety of developing and industrialised countries. Although not a new

concept or area of practice for nursing, the identification of PHC at the Declaration of

Alma-Ata as the vehicle to achieve HFA, instigated an abundance of publications about

how nurses in different countries were developing this aspect of their practice. These

publications highlighted diversity in how PHC nursing was conceptualised and

practised. In some countries PHC nursing was described in terms of public/community

nursing in line with the belief that it should have an aggregate focus. In others it was

described in terms of first contact care, illustrating a more individual focus. The supply

of doctors in a country was highlighted as being influential in the scope of nursing

practised: the more doctors, the less likely nurses were to take on expanded roles. In

countries/areas with few doctors and an underserved population, nurses expanded their

role to include components of medical practice. This was illustrated in the literature that

traced the development of the nurse practitioner role. The review also identified that the

extent to which PHC nursing was practised in individual countries was related to the

degree to which PHC in general was incorporated into the country�s health care

ideology. In industrialised countries, health services were predominantly institutionally
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based, driven by the secondary and tertiary sector, technology dependent and medically

dominated. Consequently, the philosophy and principles encompassed in the concept of

PHC were not reflected in nursing practice. In developing countries where the provision

of essential health services was the priority, nurses were more likely to be viewed as

indispensable members of the health team who acted as resources and advocates of the

community they served.

The review then focussed on the role of nurses who practise in general medical

practices. In Australia, the GP has been identified as the most common point of

professional contact for people with health concerns and there is a reported increasing

recognition of the GP, both in Australia and Europe, as a key player in the PHC sector

(AIHW, 1998). Therefore, an assumption was made that, if multi-professional

partnerships were a feature of PHC practice (as envisaged in the Ottawa Charter for

Health Promotion) and if nurses� roles had changed to become active partners in PHC

teams (as proposed by Mahler), PNs in Europe and Australia would also be key players

in the PHC sector. Because the development of the PN role in the UK has been

extensively documented and because it has been claimed that PNs have changed the

face of general practice in the UK, the literature was examined to identify the

influencing factors. These were found to be changes in the NHS which made the

employment of PNs financially viable for GPs and were conducive to PNs taking on an

expanded role, the initiation of specific post-basic training courses, and professional

recognition of practice nursing as a specialty area.

A review of the literature relating to the role of PNs in Australia revealed that there was

little information available in comparison to that of the UK experience. No national

studies had been undertaken. Of the two surveys undertaken in Victoria, one was not

specific to practice nursing but included some information about their job characteristics

as part of a general study about �community� nurses. The publication relating to the

secondment of a community psychiatric nurse to a general practice in metropolitan

NSW and those relating to the nurse�s role in managing chronic illness in the elderly in

South Australia described specific case studies. Therefore no generalisations could be

drawn about PNs in either of these states or to the rest of Australia.

The final section of this literature review has examined nurse-doctor collaborative

practice issues. It has been suggested that, where collaboration between nurses and
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doctors has been established, there have been improvements in patient outcomes,

decreases in health care costs and increased participant work satisfaction. However, the

review highlighted that collaborative practice appears to be the exception rather than the

norm and this is because of a number of identified barriers. These barriers originate in

the primary socialisation of nurses and doctors and are reinforced in their secondary

socialisation as students and practitioners of nursing and medicine. The next chapter

elaborates on the notions of collaboration and teamwork to provide a conceptual

framework for the study.



48

Chapter 3

CONCEPTS FUNDAMENTAL TO THE STUDY

Primary Health Care can be defined as the first level of contact between individuals,

families or communities and the national health system and also as a philosophical

approach to health care with a number of inherent guiding principles. These principles

are interconnected and embrace social justice, including equity, affordability and

accessibility, empowerment of individuals and communities to become self determining,

a balance of health care priorities between micro and immediate needs and the more

macro and longer term issues, and collaboration (WHO, 1978; NCEPH, 1992). In order

for the ideals of PHC to be fully realised, collaboration was envisaged by the WHO to

take place at many levels. It was to occur between different community sectors, for

example, health, education, social services, transport, agriculture and local government,

between health professionals and individuals, families and communities and between

health professionals themselves. To this end this chapter expands on the concept of

collaboration between health professionals in order to provide a framework for the

study. Through a review of both theoretical and research based literature, it presents the

defining characteristics and antecedents of collaboration and current models of

teamwork, in particular between doctors and nurses, in health care that reflect varying

degrees of collaboration.

Collaboration: Defining Characteristics and Antecedents

The terms collaborative practice, joint practice, associated practice, interprofessional

working, transprofessional care, share care and partnership are often used

interchangeably in the health field, yet their definitions are at times vague and highly

variable (Baggs & Schmitt, 1988; Henneman et al., 1995; Jones, 1992; Stichler, 1995;

Taylor, 1996). Because of this lack of clarity and because of claims that collaboration

between nurses and doctors was a key variable in explaining patient outcomes, Baggs

and Schmitt (1988) undertook a literature review of the use of the term in studies related

to collaborative practice. They identified the critical attributes to be sharing of planning,

goal setting, decision making, problem solving and responsibility, open communication,
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cooperation, coordination and recognition and acceptance of separate and combined

areas of activity.

Baggs and Schmitt (1988) pointed out that the related concepts of coordination,

cooperation and sharing, although necessary for collaboration to take place, were not

individually or collectively sufficient. For example, collaboration requires a highly

developed form of interaction that is far more than just coordination, a bringing together

of individual ideas. Similarly, the ability to resolve conflict and solve problems has been

recognised as important to collaboration and this requires assertiveness as well as

cooperation. These two dimensions have been used in tools to measure collaborative

practice (Kilmann & Thomas, 1977; Weiss & Davis, 1985). The developers of the tools

claimed that being unassertive but cooperative was being accommodating, being

assertive but uncooperative was being competitive, being unassertive and uncooperative

was avoidance, being moderately assertive and cooperative was being compromising,

and being both assertive and cooperative was being collaborative (Kilmann & Thomas,

1977).

Henneman et al. (1995) undertook a concept analysis of the phenomenon of

collaboration in order to begin to create operational definitions of the term and to

provide the basis for tool development and evaluation. In reviewing a variety of

dictionary definitions, they concluded that the predominate uses of the term included

working jointly with a limited numbers of other persons in intellectual activities,

cooperating with an agency or instrumentality often in some political or economic

effort, and cooperating with or assisting the enemy.  In citing other definitions provided

by Coluccio and Maguire (1983) and Kraus (1980), they identified further defining

attributes as joint communicating and decision-making, shared power and authority

based on knowledge or expertise as opposed to role or function, and non-hierarchical

relationships.

According to Henneman et al. (1995) a number of personnel and environmental

antecedents must occur before collaboration can take place. Included within the

identified personnel factors were readiness to engage in the process, understanding and

acceptance of levels of expertise and role boundaries, confidence, and effective group

dynamics incorporating excellent communication skills, respect and trust.

Environmental factors included flat organisational structures that encouraged
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participation and interdependence between its members and leaders of organisations

who fostered individual creativity and autonomy in decision-making while facilitating

unified direction.

This section of the chapter has provided the defining characteristics of collaboration as

presented in the literature: joint venture, cooperative endeavour, willing participation,

shared planning and decision making, team approach, contribution of expertise, shared

responsibility, non-hierarchical relationships and shared power. Collaboration can only

take place when both individuals and organisations are ready. Readiness is dependent

on many factors: educational and clinical experiences incorporating and promoting

interdependence, understanding and acceptance of and confidence in own and others�

expertise and responsibilities, effective interpersonal skills that include assertiveness

and cooperation as well trust and respect, an environment with a team orientation,

organisational values which include participation and interdependence, and visionary

leaders supportive of autonomy. If these factors are in place and collaboration occurs

then research, as described in the previous chapter, points to improved patient

outcomes, increased professional satisfaction, improved productivity and effective use

of personnel, promotion of confidence and self-worth, interprofessional cohesiveness

and a nurturing environment. The notion of a team approach is mentioned often in the

literature in relation to collaboration. But what is a team and how has it been

conceptualised in the literature in relation to PHC? It is to this concept that the

remainder of the chapter now turns.

Collaboration: Models of Teamwork

The Oxford English Dictionary (1996) defines a team as �beasts of burden yoked

together� or  �a small group of people who relate to each other to contribute to a

common goal�. If these definitions are examined in relation to health care, the former

provides a picture of a number of health professionals being forced, coerced or led, by

some external force, to labour together. A long history of working together may well

have resulted in a high level of cooperation and the rewards may encourage a

willingness to participate but individual creativity and autonomy are missing.

Undoubtedly there would be some health professionals, perhaps employed within highly

bureaucratic organisations, who would identify with this description of belonging to a

�team�. However, it is likely that more would identify with the latter concept. In relation
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to collaboration, the key word in this definition is relate. Earlier in this chapter different

ways of relating have been described which fall short of collaborating, for example,

cooperating, accommodating, competing, avoiding, compromising. Hence, not all

teamwork is collaborative in nature even if the team members are contributing to a

common goal.

Teams are often described in terms of their structure, for example, core team, intrinsic

team or extended team (Jones, 1992), network team or integrated team (Øvretveit,

1997), multidisciplinary team or interdisciplinary team (Warren, Houston & Luquire,

1998), or in terms of their task, for example, assessment team, rehabilitation team,

developmental disability team, and mental health team. The title of the team doesn�t

necessarily reflect the degree of collaboration within it. However, another way of

conceptualising a team, which provides insight into the extent of collaboration taking

place, is to look at its functioning in relation to the provision of patient/client care.

Hastings (1997) has proposed that there are two contrasting models that can be used to

describe current approaches to ambulatory (or primary) health care, the Provider

Substitution Model (PSM) and the Collaborative Practice Model (CPM). The PSM is

based on the oldest and most common form of ambulatory care � the doctor�s office

visit. It assumes that medical diagnosis and treatment are the primary purpose for the

visit and that, theoretically, the doctor could provide all the necessary care. Implicit in

this model is the assumption that the doctor has the authority to delegate tasks to other

licensed and unlicensed assistive personnel (UAP) up to their maximum scope of

practice. Hastings contends that this model emerged from the situation where practices

were owned and managed by doctors as small businesses and the primary purpose of

employing other providers was to increase �throughput� and thereby reduce costs and

increase profits. In this model (see Figure 3.1) other providers, like nurses, are

substitutes for the doctor.
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Figure 3.1: Provider Substitution Model

Ref: Hastings (1997, p.108)

In contrast, the CPM is based on the premise that a team of health professionals is

required to provide patient care; each professional licensed with a unique but

overlapping scope of practice (Hastings, 1997). The purpose of the patient visit can vary

from visit to visit and the involvement of specific team members is dictated by patient

requirements. However, it is assumed that doctors are generally the leaders of the team,

have the largest scope of practice and retain the authority to refer to or direct the care of

other disciplines (see Figure 3.2 for an illustration of this model in relation to nurses and

doctors). In this model specific disciplines delegate work to, and supervise UAP.

According to Hastings this model forms the basis of care for chronically ill patients

requiring long-term therapy and is most commonly associated with hospital-based

outpatient programs or large group practice medical centres.

Figure 3.2: Collaborative Practice Model

Ref: Hastings (1997, p.108)
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Yet another model of primary care is currently under trial in Australia called

Coordinated Care. The Coordinated Care Model (CCM) seeks to provide the right care

at the right time for people with chronic and complex needs who otherwise would

receive uncoordinated care from a number of separate providers funded by different

levels of government (Commonwealth Department of Health and Aged Care, 1999).

With care coordination a care plan is developed in partnership between the individual

and a care coordinator, usually the person�s GP. Where the coordinator is not the

client�s GP, their GP has the responsibility for the clinical aspects of the care plan. The

care coordinator draws on money from the funding pool to buy the full range of services

set out in the care plan. This model is depicted in Figure 3.3 and illustrates how nursing

practice may be one of the services bought by the GP for the client.

Figure 3.3: Coordinated Care Model

Hastings (1997) asserts that where there is a clear and universally accepted requirement

for nursing care, collaborative practice between medicine and nursing has the potential

to evolve, based on mutually dependent but distinct, if overlapping, areas of work. This

is most likely to occur in inpatient acute care and extended care settings where patients

are unable to care for themselves due to illness, disability or the nature of their

treatment. However, when the patient is managing self-care the nursing role is not so

clearly defined and professional boundaries can become blurred. In this context,

expansion of the traditional or universally accepted nursing role may be viewed, by

different groups, as medical substitution, role encroachment, or the rightful claim of

nursing territory.

GP
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This thesis proposes that, rather than there being just two contrasting models to

conceptualise the boundaries of nursing practice in PHC, there may be a continuum of

models. At one end nursing practice is totally constrained, not only by its legislated

scope of practice, but by medical authority and economic imperatives. The PSM is

situated at this end of the continuum. While cooperation may exist between nurses and

doctors, there is no evidence of collaboration, as described in the theoretical literature,

in this model.

Towards the other end is the CPM and the CCM in which nursing has recognised and

accepted autonomous functioning but is still constrained, somewhat, by the doctor�s

authority to refer to or direct nursing care. These models still reflect a hierarchical

relationship between nursing and medicine where power rests with medical authority

rather than knowledge and expertise. Therefore it is not truly collaborative in practice.

At the far end is a model which reflects the WHO�s ideals of collaboration where

nursing practice and medical practice retain unique elements but have areas of

overlapping practice. The scope of each discipline�s practice and team leadership are

dictated by patient need and practitioner competence. Therefore they can change from

one patient context to another as determined by the team. This model acknowledges the

possibility that a nurse may assume the largest scope of practice, lead the team and refer

to other practitioners, including doctors, when their knowledge, expertise and/or

competence is more appropriate to the patient�s needs than is the nurse�s. The

boundaries of nursing practice, in this model, are limited only by professional

accreditation standards and government legislation and not by medical �gatekeeping�.

At this end of the continuum, nursing�s contribution to PHC has the potential to be fully

realised.

Summary

Through a review of theoretical and data based literature, both the preceding chapter

and this chapter have begun to uncover, describe and analyse some of the global,

national and local factors influencing the scope of nursing practice in PHC generally

and the scope of practice nursing specifically. These factors also influence the model of

teamwork in general practice as illustrated in Figure 3.4. As shown these factors

individually and collectively have the power to shift the boundaries of nursing practice
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inwards towards total constraint or outwards towards increasing autonomy and

partnership arrangements. Similarly these factors impact on the control of UAP.

 Figure 3.4: Factors Influencing the Scope of Practice Nursing and Model of Teamwork

According to Morse (1994, p. 221) �the concept of interest at best may be considered a

conceptual template with which to compare and contrast results, rather than to use as a

priori categories into which to force the analysis�.  To this end, the framework was used

purely as a guide for data collection and analysis. This was to minimise the possibility

of missing previously undefined elements that did not �fit� the framework as may occur

if it were rigidly adhered to.
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Chapter 4

METHODOLOGICAL APPROACH TO THE STUDY

This chapter presents the methodological approach to the study. It provides an

explanation for situating the study within the naturalistic/constructivist paradigm of

inquiry and for employing a case study approach. The design of the case study, which

utilises a Priority-Sequence Model (Morgan, 1998) of quantitative and qualitative

methods, is outlined. The methods of data generation and analyses are explained, as are

those which address ethical considerations. Finally, the techniques used to enhance the

trustworthiness of the data are described.

The Paradigm of Inquiry

The terms naturalistic, constructivist, constructivism, interpretivist and interpretivism

are general descriptors for a loosely connected group of methodologies and

philosophical beliefs that share the goal of understanding the complex world of lived

experience from the viewpoint of those who live it (Schwandt, 1994). According to

Schwandt, each of these terms can have a particular meaning shaped by the intent of

their user and somewhat different concerns, however, they share a common intellectual

heritage. The philosophical approach to this study, its design and the methods used were

guided by Guba�s and Lincoln�s (1994) constructivist paradigm of inquiry which they

originally termed naturalistic inquiry (Lincoln & Guba, 1985).

In 1985 Lincoln and Guba asserted that inquiry, whether in the physical or social

sciences, had passed through a number of paradigm eras which they described as

prepositivist, positivist, and postpositivist. At that time they advocated a particular

postpositivist paradigm, especially for use in human inquiry, which they termed

naturalistic inquiry (Lincoln & Guba, 1985). This paradigm, which others had labelled

ethnographic, phenomenological, subjective case study, qualitative, hermeneutic or

humanistic, was mounted as a direct challenge to the dominant positivist paradigm.
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Since then Guba and Lincoln (1994) have developed and refined their views and

contend that currently (if not at least recently) there are four paradigms competing for

acceptance as the paradigm of choice to inform and guide inquiry: positivism,

postpositivism, critical theory and related ideological positions, and constructivism

(naturalistic inquiry). A brief analysis of the ontological, epistemological and

methodological assumptions of the first three paradigms, as provided by Guba and

Lincoln, is presented to differentiate each from the others and from constructivism

which is described in greater detail.

Positivism, which has dominated the formal discourse of the physical and social

sciences for more than 400 years, assumes an apprehendable reality driven by fixed

natural laws and mechanisms. Inquiry is convergent, arriving at time and context free

generalisations. An objectivist and dualist stance is taken in respect of the relationship

between the researcher and the researched. Each is assumed to be an independent entity

who does/should not influence the other as long as there is adherence to rigorous

techniques. Experimental and manipulative (controlled) methods, usually in artificial

settings, are utilised to test/verify hypotheses. Replicable findings are said to be �true�.

Postpositivism is based on critical realism, a view that reality exists but can only be

imperfectly apprehended because of limited human intellect and the fundamentally

intractable nature of phenomena. Objectivity is still sought but duality is largely

abandoned as impossible to maintain. Inquiry takes place in more natural settings.

Qualitative methods are used in conjunction with quantitative, and emphasis is placed

on �critical multiplism� (a version of triangulation) as a way of falsifying hypotheses.

Replicated findings are said to be �probably true� but are always subject to falsification.

Guba and Lincoln (1994) have used the term critical theory as an umbrella expression

for a set of alternative paradigms including neo-Marxism, feminism, materialism, and

participatory inquiry. They further assert that critical theory can be subdivided into three

substrands: poststructuralism, postmodernism, and a blending of these two. The

common point of these paradigms, which differentiate them from positivism and

postpositivism, is their belief in historical realism which assumes an apprehendable

reality consisting of historically situated structures that are limiting and confining as if

they were real. The aim of inquiry is the critique and transformation of these �realities�.

The epistemological stance is one of transaction and subjectivity whereby the researcher
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and the researched are assumed to be interactively linked, with the values of the

researcher and others inevitably influencing the inquiry. The methods of inquiry include

dialogue between researcher and participants which is dialectic in nature and results in

findings which are �value mediated�.

Constructivism is based on the assumption of relativism, that is, that there are multiple,

apprehendable and sometimes conflicting social realities, constructed by human

intellects (Guba & Lincoln, 1994). Realities are local and specific in nature but may

share elements across cultures and among many individuals. Inquiry into these multiple

realities is divergent, raising more questions and issues than answers as it proceeds,

although some level of understanding can be achieved (Lincoln & Guba, 1985).

According to Lincoln and Guba, any given construction may not be in a one-to-one

relationship with other constructions of the same entity. That is, the definition of an

entity may be implied by the use of some common referent term but it is understood

differently by different individuals. Whether or which constructions are �true� is

sociohistorically relative. �Truth� is a matter of the best informed and most sophisticated

construction on which there is consensus at the time. They assert that constructed

realities are often related to, and inseparable from, tangible entities. However, the

meanings and wholeness derived from, or ascribed to, these tangible phenomena are

constructed realities as opposed to objective realities (�realities� that exist independently

of our knowledge of them). This allows us to make sense of them and organise them.

Guba and Lincoln (1994) maintain that the only way individual constructions can be

elicited and refined is through interaction between and among the researcher and the

participants. The research process begins with issues or concerns of the participants and

develops through a �dialectic of iteration, analysis, critique, reiteration, reanalysis and

so on that leads eventually to a joint construction of a case� (Schwandt, 1994, p. 129).

In this sense knowledge is created in interaction between researcher and respondents.

The goal is to refine a consensus construction that is more informed and sophisticated

than any of the antecedent constructions, including the researcher�s. Guba and Lincoln

describe the researcher as a �facilitator of multivoice reconstruction� (p. 112). The

influence of the researcher�s values and intent on the process of inquiry is both

acknowledged and accepted as part of the �multivoice� reconstruction. Guba and

Lincoln assert that the joint constructions that emanate from the research process can be

evaluated for their �fit� with the data and information they encompass, the extent to
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which they provide a credible level of understanding and the extent to which they have

relevance.

Streubert and Carpenter (1995, p. 242) include naturalistic inquiry within what they

term �new generation research� approaches. They assert that new generation

researchers, unlike their predecessors, place less emphasis on methodology but instead

hold prime three basic non-methodological beliefs. These are that multiple truths exist

and that there is no one correct methodology for scientific inquiry, that social change is

a desired outcome of research, and that social responsibility and democratic ideals

should guide the research methodology. Two tenets describe the naturalistic domain:

investigating phenomena as they occur naturally and deriving research outcomes

inductively. The former tenet is based on the assumption that phenomena are

inextricably intertwined in their context and can only be understood within that context.

Research outcomes from a naturalistic inquiry range from an interpretive description to

a form of theoretical formulation, sometimes termed �local theory� (Streubert and

Carpenter, 1995, p. 248).

This study is concerned with the social world, that is with people (nurses and other

health workers), their practices (primary health care) and relationships, and the beliefs,

feelings and understandings that inform them. It is the contention of this thesis that

gathering and interpreting insiders� perspectives will accomplish a deeper and richer

understanding of this social world than a purely objective stance would allow.

Furthermore, it is argued that the researcher�s expectations of what the participants will

think and feel, together with the researcher�s own beliefs and values about nursing and

its contribution to health care will shape both the content and the process of inquiry.

Therefore the researcher and the participants are inexorably linked.

The thesis also contends that both the philosophy and practice of PHC are socially and

experientially constructed concepts. That is, their meanings can and do change with

time and context. The aim of this study is to understand and reconstruct the participants�

constructions of these concepts aiming towards consensus but being open to newly

evolving interpretations. In this way knowledge about nurses� contribution to the HFA

movement through their engagement in PHC will be accumulated and refined. The

transfer of knowledge from one setting to another is through vicarious experience, often

supplied by case study reports (Guba & Lincoln, 1994).
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The Strategy of Inquiry

This study sought to understand better the contribution of nurses to the HFA movement

and their role in PHC in Australia. One way of framing this examination and analysis is

to use an example, or a particular case. According to Grbich (1999), a case study can

provide a powerful story to illustrate a particular social context or phenomenon. It can

be of interest because of its uniqueness and its commonality with other cases. The case

studied in this inquiry was nurses employed within one Division of General Practice in

southeast Queensland.

A case is a specific, unique, bounded and integrated system with working parts (Stake,

1994). A case study is both the process of learning about the case and the product of that

learning. Stake (1995) has identified three types of case study: intrinsic, instrumental

and collective. In the first type, the study is undertaken because of an intrinsic interest in

the case itself. A better understanding of the particular case is sought, not because it

represents other cases or because it illustrates a particular trait or problem, but because

in its ordinariness and distinctiveness, it is of interest. In a different situation where

there is a need for general understanding of an issue or phenomenon, an instrumental

case study may be appropriate. The case is of secondary interest, playing a supporting

role in order to facilitate understanding of something else. The case may or may not be

typical of other cases. It is examined in depth, its contexts analysed, and its ordinary

activities detailed in order to advance understanding of the other issue. According to

Stake, there is no line distinguishing intrinsic from instrumental case study because

there are often simultaneous, changing interests. Instead, a zone of combined purpose

separates them. When instrumental study is extended to several cases it is called a

collective case study. Individual cases may be similar or dissimilar (redundancy and

variety are both of value) and are chosen because it is believed that understanding them

will lead to a better understanding about a phenomenon, population or general

condition.

Stake (1994) asserts that the first criterion in selecting a case should be to maximise

what can be learnt about it. This is often dependent on the time available and the

accessibility of the case. General practice nurses were selected for case study in this

inquiry for two reasons: first, to facilitate understanding of the broader issue of the
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contribution of nurses in Australia to PHC and second, to enhance a better

understanding of practice nursing itself. Hence the study is of both instrumental and

intrinsic interest. As previously illustrated in Chapter 2, little is known about this

category of nurse in Australia. The settings in which they work (general medical

practices) have been proclaimed �key� PHC sites in health policy rhetoric. In Australia

general medical practices are grouped together in Divisions of General Practice. One

Division, in the researcher�s locality, was selected to study because of its geographic

accessibility and because of the hospitality extended to the researcher by the Board of

the Division on the basis of previous collaborative research ventures between the

Division and the researcher�s affiliated university.

This Division, one of 20 in Queensland, services a region that is predominantly urban

but has some outlying rural areas. The population of the region is approximately

375,000 and, in the past five years, has increased more than any other Local

Government Area in Australia. The region has the second highest median age and the

third lowest median household income of any major population centre in Australia. It

experiences higher levels of relative socioeconomic disadvantage than Queensland

overall. Health services in the region comprise public and private hospitals, community

health centres, child health centres, domiciliary nursing services, and public dental

clinics in addition to private medical and allied health practitioners.

According to Yin (1994, p. 13) �a case study is an empirical inquiry that investigates a

contemporary phenomenon within its real-life context, especially when the boundaries

between phenomenon and context are not clearly evident�. He further asserts that case

study is employed when the objective is to deliberately include the contextual

conditions of the phenomenon of interest. As a research strategy:

�Case study inquiry copes with the technically distinctive situation in
which there will be many more variables of interest than data points,
and as one result relies on multiple sources of evidence, with data
needing to converge in a triangulating fashion, and as another result
benefits from the prior development of theoretical propositions to
guide data collection and analysis� (Yin, 1994, p. 13).

The use of multiple sources of evidence in case studies allows the researcher to address

a broad range of historical, attitudinal and behavioural issues. However, according to

Yin (1994) the most important advantage of using multiple sources of evidence is the
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development of converging lines of inquiry resulting in conclusions that are more likely

to be convincing and accurate than if based on a single source of information.

The Methods of Inquiry

In keeping with the tenets of constructivist inquiry, the design of the case study was

emergent. It consisted of a complementary sequence of quantitative methods followed

by qualitative investigation, with priority given to qualitative inquiry. This design is

known as a Priority-Sequence Model which seeks to integrate the complementary

strengths of different methods through a division of labour (Morgan, 1998). Analysis

derives from using both qualitative and quantitative methods for different but well-

coordinated purposes within the same project. The division of labour is accomplished

via two basic decisions: a priority decision that joins a principal method with a

complementary method and a sequence decision that determines whether the

complementary method precedes or follows the principal method. The �quantitative !

QUALITATIVE� model is designed on the basis that the knowledge provided by the

initial small-scale use of quantitative methods will help guide the researcher�s decisions

in the larger qualitative project (Morgan, 1998). That is, the smaller quantitative study

can establish some preliminary results that can be pursued in depth through qualitative

methods and can guide purposive sampling of sites and informants.

The justification for using such a model in this project was that initially very little was

known about the nurses employed in the Division. A preliminary assumption was that

non-medical personnel working for GPs would comprise a heterogeneous group and

that practice models would vary from site to site. There were no available data about

how many, or which, general practices employed nurses and whether nurses were

Registered or Enrolled. There was only anecdotal information about what they did or

what characterised their relationships with the GPs in the practice. Consequently, data

collection commenced with a preliminary descriptive survey of the GPs and the nurses

employed within the Division in order to quantify the extent to which and the ways in

which work practices and models varied. In addition the survey results foreshadowed

issues that could be explored in more depth through group and individual interviews.

Also, the survey provided information that identified particular informants� practices

and relationships as either typical of the majority or unique. These informants were
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selected for later interview. Details of the quantitative and qualitative methods

employed are given in the following section.

Quantitative Methods

A two-phase descriptive survey, telephone followed by mail, of GPs and nurses

employed within the Division was conducted as the first stage of the case study. The

phone survey was undertaken because the Division�s records did not group individual

GPs into practice settings nor did they identify the principals of each practice or the

practices that employed nurses. The only data the Division could supply was an

alphabetical listing of GPs with their contact details.

Telephone survey.

First, the listing of GPs obtained from the administrative office of the Division, was

compared to one obtained from one of the pathology service couriers and checked with

the local Yellow Pages telephone directory.  The GPs were then grouped together, by

like address, into practice settings. Each of the 175 general practices identified from

these groupings was then contacted by telephone. The interviewer explained that the

purpose of the telephone call was to generate a database of personnel within the

Division for an imminent research project about PNs. The respondents were also

informed that questionnaires would be sent to the practice in the near future. Of the

respondents, 152 (87%) identified themselves as receptionists, 16 (9%) as practice

managers, 3 (2%) as GPs, 2 (1%) as nurses and 2 (1%) as nurse/receptionists. The

interviewer asked the respondent to confirm the names of the GPs in the practice and to

identify their positions (ie principal, partner/co-principal, or employee) and to name all

nurses employed. The total number of general practitioners named was 322. The

informants named 80 persons, from 62 different practices, as being employed as �a

nurse�. Eleven respondents requested that their practice not be included in the mail

survey: two different reasons were given, the principal GP was on extended leave or had

directed staff not to accept or take part in research projects. None of these practices

employed a nurse.

These data were then compiled into a database which was formatted in such a way as to

identify the name of the practice, its address and telephone number, the doctors

employed in that practice, their position within the practice and the names of any nurses

employed. In addition, the telephone interviewer recorded, in a journal, some of the
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comments that were made to her by the respondent when asked if there were any nurses

employed in the practice. This was done because of assertions made to the interviewer

that nurses were not employed in some practices because receptionists were cheaper to

employ and could do any �nursing work� required. A telephone survey, rather than a

postal or face-to-face survey, was selected to generate this initial data because it was

quicker, less expensive and was likely to result in a 100% response rate. If the

respondent was too busy to provide the information at the time of the first telephone

call, the interviewer arranged another mutually convenient time to call. In addition a

telephone survey, like a face-to-face survey, provided the opportunity for additional,

unsolicited information to be proffered which further assisted the researcher to define or

refine further questions/issues to be explored (de Vaus, 1995).

Mail survey.

The second step involved two questionnaires, one for GPs (Appendix A) and one for

PNs (Appendix B). A questionnaire together with a covering letter and reply paid

envelope was posted to each solo GP and one identified principal or co-principal GP

from each of the other practices and each identified PN. Solo, principal or co-principal

GPs were selected for survey because of their capacity to make decisions about the

employment of nurses in their practices and about the nature and scope of the activities

they would undertake. All PNs were selected because the telephone survey had revealed

that there were very few of them. Each questionnaire was given a code number in order

to track and record response data. Three weeks following the initial mailing a duplicate

questionnaire with a reminder letter was posted to each non-respondent. After another

two weeks, reminder phone calls were made to the remaining non-respondents. These

measures have been advocated by de Vaus (1995) to facilitate an increased response

rate.

The questionnaires utilised some items from previously published British and

Australian surveys about the work activities of PNs, researcher designed items

generated from the literature review and conceptual framework, and the Collaborative

Practice Scales (CPSs) of Weiss and Davis (1985). Many of the items were common to

both questionnaires, enabling a comparison to be made between the GPs� and PNs�

responses. Each questionnaire elicited demographic information, data relating to PNs�

activities in the practice, the respondents� views about a variety of factors that may be

important to the development of the PN role and included a CPS. The GPs�



65

questionnaire also included items about the activities of receptionists in the practice.

These questions were incorporated because of the anecdotal information given during

the phone interview. The survey sought to establish how common it was for

receptionists to undertake �nursing work�.

Both questionnaires were designed to provide information relating to the antecedents

and attributes of collaborative practice. Factors such as educational preparation,

perceived competence, understanding and acknowledgment of own and others� roles,

responsibilities and expertise, and shared planning, decision making and problem

solving are all important to the notion of collaboration. Additionally they were designed

to elicit data that would give an indication of the types of practice models currently

being employed in the Division.

The CPSs consist of two distinct self-report measures that assess the degree to which the

interactions of nurses and doctors enable synergistic influence of patient care (Weiss &

Davis, 1985). The 9-item nurse scale measures direct assertion of professional

expertise/opinion and active clarification of shared responsibilities, and the 10-item

doctor scale measures acknowledgment of the nurse�s contribution to patient care and

consensus development with nurses. The scales were originally developed on the

premise that collaboration is comprised of two factors, assertiveness and

cooperativeness, and that the presence or absence of one or both of these factors leads to

five distinct modes of behaviour (as discussed in Chapter 3) avoidance, accommodation,

compromise, competition, or collaboration.

Data analysis.

Data from the questionnaires were analysed with the assistance of the computer

program SPSS for Windows. Data were entered directly from the surveys and no

calculations or reverse scores were done during this stage to minimise entry errors.

After calculating descriptive statistics, where necessary, scale responses were reverse

scored in order to give a numerical score which corresponded to the qualitative

response, that is, the greater the rate, competency, importance, or agreement the higher

the numerical score. The chi square test or independent samples t-test, for strongly

ordinal data, was used to compare the doctors� and nurses� responses. A p-value of 0.05

or less was chosen to determine statistical significance and two-tailed tests were used

for all the analyses.
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Qualitative Methods

Four qualitative methods were used in the second stage of the case study: group

interview/discussion, individual interviews, observation and document review.

Although preliminary data analysis was undertaken concurrently with ongoing data

collection, data collection methods and analysis procedures are described separately for

clarity.

Group interview/discussion.

All of the 37 PN respondents to the mailed survey were invited, by letter, to attend a

session at the researcher�s place of work at which the results of both the PNs� and GPs�

surveys would be presented. The letter included an invitation to remain after the

presentation for refreshments and to be part of a group interview with the other

respondents. Eighteen respondents replied affirmatively and, of these, nine actually

attended the session, the other nine being prevented by last minute work or family

commitments. One other PN who had been prevented, by her employing GP, from

completing the survey also attended. Following the presentation and refreshments, the

respondents were informed that the researcher would be posing some questions

(Appendix C) to the group for discussion and that this would be audiotaped. They were

also informed that a research assistant would be present and would record notes to assist

in the transcription of the audiotape. Bertrand, Brown and Ward (1992) recommend

these two methods of recording group discussions. All ten agreed to stay and signed

consent forms. These nurses represented a variety of general practices: two worked with

solo practitioners, four were employed by small (2-4 GPs) group practices, and the other

four were employed in larger group practices/medical centres. Further details of these

participants are presented in Chapter 6. The duration of the group interview/discussion

was two hours.

This method of data collection was included for three reasons. First, it provided an

opportunity to acknowledge the respondents� contribution to, and �ownership� of the

survey�s findings. Second, it enabled them to volunteer information on issues that were

important to them, but that the researcher may not have anticipated when designing the

questionnaire (Bertrand et al., 1992). Third, it provided more in-depth insights into

specific issues and contexts.
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The audiotapes were transcribed verbatim; the research assistant�s notes assisting in

providing clarity when comments were unclear on the tape. This transcription method

enables analysis and/or re-analysis to be undertaken at a later time if necessary.

Bertrand et al. (1992) have suggested three approaches that can be taken to the

organisation and reporting of group discussions. The first entails the analyst making an

inventory of the main topics/issues discussed and writing notes and inserting quotes

under each separate heading to highlight diversity and consensus of views. The second

involves the analyst in outlining, from recollection, the main ideas that emerged from

each topic, later checking the transcript and notes to correct any inaccurate impressions

and to add points overlooked. With the third approach, the analyst establishes a set of

codes that refer to the original discussion questions, or to themes identified from a first

reading of the transcripts. These codes are then inserted into the margins of the

transcript and particular quotes are highlighted. Once the transcript is coded it can be

�cut and pasted� into like categories. Which ever method of data organisation is used,

the analyst writes a summary paragraph about each topic/issue discussed, inserting

particularly quotable passages when applicable to add emphasis or to illustrate a point.

Each method has advantages and disadvantages depending on the volume of

information, the number of different topics or issues discussed and the time available. In

this study, the first method was used because there was neither a great volume of

information nor a lot of different topics discussed.

Individual interviews.

Individual interviews were conducted with five PNs, seven medical receptionists and

five GPs in order to generate additional qualitative data about the scope of practice

nursing, the factors that have influenced or may potentially influence the development

of this nursing role and the ways in which PHC are incorporated into practice nursing.

Demographic data relating to these participants are provided in Chapter 6. Each of the

interviews was conducted at a time and place suitable to the participant. In all cases, this

was at the participant�s place of work in a vacant consulting room or meeting room. The

duration of each interview ranged from 45 minutes to 90 minutes. The interviews were

guided by sets of open broad-ranging questions (Appendices D and E) with no

structured sequence; the aim being exploration of issues as close as possible to a

conversational ideal. Each interview was audiotape recorded.
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The selection of participants for individual interview was guided by the need for

understanding and clarification of some of the outcomes from the survey in the context

from which they originated. As stated by Stake (1995, p. 4) �[c]ase study research is not

sampling research�, therefore it is not intended (or possible) to select a sample that is

truly representative of all the characteristics of the case. The aim is to select a sample

that represents both commonality and uniqueness of the characteristics of interest in

order to provide balance and variety.

To this end, a list of potential PN participants was drawn up from the twenty-eight

respondents to the mailed survey who had not attended the group interview. The main

characteristics examined were those which indicated variety in their current role and in

their working relationships with GPs (from subordinate to collaborative). Contact was

made by telephone with potential PN participants and arrangements made with ten for

interview. However, five later withdrew before interview because of alleged work and

family commitments.

The eighty-four returned GP survey questionnaire responses were examined to separate

those representing general practices that employed nurses from those that did not. Next,

from within the fifty responses that represented the practices that did not employ a

nurse, the statistics relating to medical receptionist tasks were reviewed to identify

uniqueness and commonality in relation to the range and frequency of undertaking

clinical tasks. A list of practices representing maximum variation of these characteristics

was then drawn up as pool from which to seek medical receptionists for interview. The

researcher then telephoned a receptionist from each of these practices, explained the

nature of the research and requested the opportunity to interview them. Some were not

interested and some refused on the basis of employer veto to take part in work related

research studies. Five medical receptionists expressed willingness and availability.

Appointments were then made for interview. In addition to this method, an article was

placed in the newsletter of the Association of Medical Receptionists that explained the

purpose of the study and invited receptionists employed in general medical practices to

contact the researcher if they were willing to be interviewed. A further two receptionists

were recruited in response to this. Prior to each interview, the receptionist was asked to

complete a small questionnaire (Appendix F) that elicited demographic information and

their estimation of how frequently, if ever, they undertook the clinical activities listed in
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the GPs� survey. The rationale for this was primarily to compare the data with that

obtained from the GPs� survey.

A pool of potential GP participants was drawn up from all the survey respondents.

General practitioner characteristics considered included age, gender, experience in

general practice, their beliefs about nurses� competence and required skills, their views

about the contribution of nursing to general practice and their reported professional

behaviour with the nurses they employed. The practice characteristics examined were

the numbers of doctors and nurses employed in each, the mix of RNs and ENs, the

percentage of opening hours covered by nursing services and the perceived factors that

hindered or facilitated the employment of nurses. Various combinations of these

characteristics would result in a very large matrix of possible permutations to study

further. However, as previously explained, the case study was designed to study

maximum variation rather than structured representation. This approach was based on

the premise that it would offer the best opportunity to learn about the main issues.  To

this end letters were sent to 22 GPs seeking their cooperation to participate in future

interviews. This prospective sample group included both GPs who employed nurses and

those who did not. Five GPs responded affirmatively, three refused the request and 14

did not respond. Appointments for interview were then made with the five volunteer

GPs.

Observation.

According to Grbich (1999, p. 123) observation is �a technique of unobtrusive, shared

or overtly subjective data collection, which involves a researcher spending time in an

environment observing behaviour, action and interaction�. The purpose of this is to

understand the meanings constructed in that environment in order to generate

conceptual explanations of what is being observed. In case study research, one of the

aims of observation is to provide �vicarious experience� for the reader by describing the

physical context of the case (Stake, 1995, p. 63). In this study, observational data were

used primarily to support and substantiate the data generated from the interviews.

The role of the researcher can vary, being influenced by several factors. Atkinson and

Hammersley (1994) have identified these factors as: whether the researcher is known to

be a researcher by all, some or none of those being studied; what and how much is

known about the research by whom; what sort of activities are engaged in by the
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researcher in the field; and how completely the researcher consciously adopts the

orientation of the insider or outsider. Consequently the researcher can be described as a

complete observer, an observer as participant, a participant as observer, and a complete

participant (Atkinson & Hammersley, 1994). As a complete observer the researcher is

emotionally and physically separate, visiting the setting(s) on occasions for limited

periods, solely to observe (Grbich, 1999). In direct contrast, Grbich describes the

complete participant as a researcher who emotionally becomes the phenomenon or part

of the phenomenon, their researcher identity emerging only after the event. The other

two roles, she asserts, involves some emotional engagement on the part of the

researcher who has the option of switching from role to role within the setting. This is

because the researcher is studying the environment in which she or he lives or works.

In this study, the researcher�s role was primarily that of complete observer. Most of the

observation was carried out when visiting general practices to interview participants.

When sitting in the reception area waiting to interview a participant, the researcher

observed the general layout and the sources and types of information available to the

public about the practice and its particular services. In addition, personal and phone

interactions between medical receptionists and patients were observed. Observations of

interaction between nurse and patient, between doctor and patient and between doctor

and nurse about a patient were not carried out because of confidentiality issues. Some of

the nurse participants conducted a tour of the �public� areas of the practice, drawing

particular attention to areas that were primarily the domain of nursing activities. In a

couple of other contexts the researcher�s role was that of complete participant when

visiting a general practice as a patient or the relative or friend of a patient.

Document review.

A range of documents relating to the Division and individual general practices were

reviewed. These documents included newspaper articles, newsletters, accreditation

manuals, practice policy documents, job descriptions, and patient information sheets

and pamphlets. This review entailed reading the documents and highlighting particular

issues that provided additional information or added further insight to the interview and

observation data.
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Data management and analysis.

As soon as possible after each interview a contact summary sheet was partially

completed and was then extended and refined following repeated reviews of the

audiotape and transcription (see Appendix G for an example). A document summary

sheet (see Appendix H for an example) was completed for each reviewed document.

Miles and Huberman (1994) have suggested these measures in the early stages of a

study to help organise data for later, deeper analyses.

Using a �mid-range accounting system� (Miles & Huberman, 1994, p. 61) the next stage

of analysis involved differentiating and combining the data firstly into broad areas, then

into domains and finally into categories. Sections of the text were grouped into two

broad areas according to whether they described the actual work of practice nurses or

factors that appeared to have influenced the contribution of nursing to general practice.

The data relating to the work of PNs were then classified into role domains and labelled.

After repeated readings of the transcripts and summary sheets, preliminary categories

emerged within each of the role domains. These domains and categories were revised

and refined throughout the process of data collection and analysis; some broken down

into smaller units, some combined into a more inclusive domain or category and some

discarded, while new ones emerged. A similar process was employed to classify the

second group of data. This process was guided by the conceptual framework/template

described in Chapter 3.

The analysis was deemed complete when the data could be readily classified, categories

were �saturated� and sufficient numbers of �regularities� emerged (Guba & Lincoln

1994; Morse, 1995). As described by Miles and Huberman, the process of analysis

involved continually reflecting on three sources of knowledge: the conceptual

framework guiding the study, the evolving understanding of the setting gained over time

and engagement with the participants, and the apparent commonalities and

contradictions found as new sources of data were pursued.
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Ethical Considerations

Permission was granted from the Griffith University Ethics Committee for

Experimentation on Human Subjects to undertake this study. Written permission was

also sought and obtained from the Executive Board of the Division to survey their

members. Notes taken by the phone interviewer during the initial phone survey did not

identify any particular respondent or the practice in which they were employed. A

covering letter explaining the purpose of the study and the measures to be taken to

protect identities and maintain confidentiality was included with each mailed

questionnaire. Consent to participate in the survey was implied by the return of a

completed questionnaire. Information that linked a questionnaire�s code number with

the identity of the respondent was kept in a locked file, separate from the questionnaires

and was only available to the researcher. Data were analysed in aggregate format only.

All interview participants were given a �Plain Language Statement� (Appendix I)

explaining the purpose of the study, the activities to be undertaken, the measures that

would be taken to protect their identity and their right to withdraw from the study at any

time. A consent form was then signed (Appendix J) before proceeding with the

interview. The audiotape cassettes did not have names attached to them, only numbers

were affixed. Any names or other identifying information were deleted from the

transcripts of the tapes. The transcripts and the audiotapes were kept in secure and

separate locations only accessible to the researcher.

Methods to Enhance the Trustworthiness Of Data

Whether using quantitative or qualitative research methods, strategies have to be

employed to ensure the quality and rigour of the data generated and the conclusions

drawn. Quantitative researchers generally refer to this as the reliability and validity of

the data while qualitative researchers talk about the trustworthiness or credibility of the

findings. This section of the chapter describes the strategies that were used in this study

to enhance its rigour.

Stage One

After the questionnaires for the mail survey were designed, they were initially

administered to a small sample of GPs and PNs outside the study population to assess
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the relevance, appropriateness and comprehensibility of each question. The

questionnaires were also given to an expert panel of six medical and nursing academics

to assess content validity. In addition, feedback was sought from both groups of pilot

study participants about the length of the questionnaire, the clarity of the instructions,

and the overall presentation. Modifications, based on the feedback, were then made to

the questionnaires.

The Collaborative Practice Scales used in the surveys of GPs and PNs have been

previously tested by Weiss and Davis (1985) and found to be valid and reliable

measures of synergistic interaction between nurses and doctors, a type of patient care

theoretically linked to the unique features of collaboration. Factor analyses of both the

nurse�s scale and the doctor�s scale confirmed the existence of two clearly differentiated

factors. Cronbach�s alpha coefficients for the nurse�s and doctor�s scales were reported

as .80 and .84. At retest six weeks later they remained high at .83 and .85 respectively.

In this case study, a factor analysis was not feasible because of small sample numbers,

however, Cronbach�s alphas were used and they suggested internal consistency.

Stage Two

Guba and Lincoln (1994) have emphasised the importance of �trustworthiness� in

naturalistic inquiry and recommended a number of techniques to enhance the credibility

of the findings. These techniques include prolonged engagement, member checks,

triangulation, peer debriefing and leaving an audit trail.

Prolonged engagement.

According to Guba and Lincoln (1994), prolonged engagement is the investment of

sufficient time to become familiar with the culture/setting/case under study, build trust

and test for misinformation or misinterpretation. This research took place over a period

of four years. Initially time was spent becoming acquainted with general medical

practice in Australia through reviewing published literature and media reports and

entering into discussions with informed academics and professional colleagues. This

provided some familiarity with historical developments and legislative and professional

issues shaping this aspect of primary health care. Engagement with �the field� under

study via written correspondence, telephone and face to face visits continued over three

years enabling access to a wide range of experiences and comfortable relationships to

develop.
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Member checks.

The testing of credibility is often referred to as doing �member checks�, that is, testing

the data and interpretation of data with the relevant data sources. This was accomplished

in a few different ways. First, the nurses who responded to the mailed survey were

invited to meet as a group, to be presented with the findings and to discuss the �reality�

of them in their own context. Second, each person who was separately interviewed was

given a written summary of the survey results as a basis from which to construct and/or

reconstruct their own perspective. Third, following the preliminary analyses of interview

transcripts, contact was made (where possible) with each interviewee to confirm the raw

data and the interpretation of this data as displayed in the contact summary form. These

constructors of the �multiple realities� confirmed the authenticity of the findings.

Triangulation.

Guba and Lincoln (1994) claim that multiple methods of data collection and sources of

data will improve the probability that findings and interpretations will be credible.

Begley (1996, p. 122) asserts that triangulation facilitates �confirmation and

completeness� of data. As outlined earlier in this chapter, phone and mail surveys, a

group interview, individual interviews, observation and document review were all

employed to generate data for this case study. These methods facilitated both breadth

and depth of data collection, thus ensuring the �completeness� goal of research. Using

multiple methods of data collection and multiple sources of evidence (the Division,

doctors, nurses and receptionists) enabled a broad range of issues to be cross-checked,

thus achieving convergent validity or �confirmation� of the data.

Peer debriefing.

Guba and Lincoln (1994) have identified peer debriefing as a tool to provide inquirers

the opportunity to test their growing insights and to be exposed to searching questions.

Throughout the research process this was undertaken by holding regular meetings with

research mentors, experienced in particular aspects of data collection and/or analyses.

Also, preliminary analyses and interpretations were presented to academic and clinical

peers at research seminars and conferences whenever possible. Critiques obtained during

these debriefings helped to confirm conclusions drawn or sometimes redirected the

process of inquiry. In addition, three papers based on the results from the first stage of

the case study were submitted to peer reviewed (international and national) journals. All
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were accepted and have subsequently been published (Patterson, Del Mar & Najman,

1999a, 1999b & 2000).

Audit Trail.

Auditability has been seen as a means of demonstrating trustworthiness (Sandelowski,

1986; Guba and Lincoln, 1994). An audit trail is the detailed description of the research

process from the inception of the idea through to the conclusions drawn.  This enables

the �auditor� to clearly follow the decision trail used by the inquirer. de Laine (1997) has

suggested that significant criteria to include in the trail are the background or context in

which the inquiry was formulated, the reasons for selecting certain participants, the

strategies used to collect and record data, the social and physical contexts within which

the data was collected and the theoretical antecedents that guided the development of

conceptual frameworks. Chapters 1 � 4 provide the audit trail for this inquiry. Keeping a

journal that detailed the researcher�s expectations, feelings, and motivations facilitated

the audit trail. These introspections were tested during the peer debriefings.

Summary

This chapter has provided a description of constructivism, as expounded by Guba and

Lincoln (1994), as the paradigm in which the inquiry was embedded. It has

differentiated this paradigm from that of positivism, postpositivism and critical theory

and explained why constructivism was deemed the most appropriate perspective within

which to frame the study. The next section of the chapter presented case study as the

strategy of inquiry. It explained how case study is both a process of inquiry and the

outcome of that inquiry and described three different types of case study, identifying

that this study was of both intrinsic and instrumental interest. Following this, the two

stages of the case study, which employed a variety of quantitative and qualitative

methods, were described. The methods used to protect the rights of the participants in

the study were then presented and finally the techniques used to enhance the

trustworthiness of the findings were described. The next chapter presents the findings

from the first stage of the study.
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Chapter 5

STAGE ONE RESULTS

This chapter presents the results from the survey of principal GPs and of PNs employed

within one Division of General Practice in southeast Queensland. It provides

demographic data about the respondents and the practices they represent as well as

quantitative data about the activities of the PNs and the perceived influences on the

development of the PN role. Although separate instruments were used, many of the

questions on the GPs� and PNs� questionnaires were the same, allowing some

comparative analyses to be made. Where this is possible the data are presented in such a

way as to demonstrate these comparisons. The chapter concludes with a summary of the

data, highlighting particular issues that were explored in greater depth through

qualitative inquiry.

Demographic Data

The phone survey revealed that the Division comprised 175 general medical practices

ranging from solo GP practices through to multipractitioner medical centres. The total

number of practising GPs within the Division was 322 of whom 61 (19%) were solo

practitioners, 46 (14%) were principal GPs employing others, 68 (21%) were co-

principals and the remaining 147 (46%) were employees of the principals. Of the 322

GPs, 65 (20%) were females and of these only 16 were solo, principal or co-principal

GPs. The phone survey revealed 80 persons, from 62 different practices (35%),

employed as �a nurse� in the Division.

Of the 80 questionnaires sent to those identified during the phone survey as �a nurse�,

eight were �returned to sender� as the person was no longer employed there and five

were returned because the person was not employed as a nurse but as a receptionist,

leaving an eligible sample of 67 PNs. One hundred and sixty-four survey questionnaires

were sent to solo, principal and co-principal GPs, leaving eleven general practices

unrepresented at their request. The response rates for both groups were just over half the

eligible sample. The average ages of the GPs and PNs were similar; the majority (88%)

of GPs were male while the majority (97%) of PNs were female. General practitioners,
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on average, had spent just over twice as long in general practice as had the PNs. The

majority of each group had undertaken their initial training in Australia. The response

rates and comparative demographic data of each sample group are presented in Table

5.1.

Table 5.1: Comparative Demographic Data

Demographic Characteristics General Practitioners Practice Nurses

Surveys sent 164 67
Surveys returned 84 (51%) 37 (55%)
Average age ( SD) 47 (9.6) 42 (7.8)
Age range 31-78 28-63
Males 74 (88%) 1 (3%)
Females 10 (12%) 36 (97%)
Average years in general practice (SD) 18 (9.5) 7 (5.6)
Range of years in general practice 3-55 1-20
Initial training in Australia 62 (75%) 32 (87%)

General Practice Profiles

Within the GP respondents, 24 (29%) identified themselves as solo practitioners, 15

(18%) as principal doctors employing others, and 45 (53%) as co-principals. Only 18

(21%) of the doctors were members of the Royal Australian College of General

Practitioners (RACGP). The average number of full time equivalent (FTE) male doctors

in each practice was 2.3 (SD 1.6) with a range of 0 to 8 and the average number of FTE

female doctors was 0.7 (SD 1.1) with a range of 0 to 6. Fifty-one percent of practices did

not have any female GPs. Only 10% of the practices were owned by a person who did

not work there. Fifty (60%) respondents reported that they did not employ a nurse at all,

12 (14%) reported employing a nurse for all opening hours and the remaining 22 (26%)

reported employing a nurse for between 25-75% of opening hours. Of the 50 GPs who

did not employ a nurse, 23 (46%) worked in a practice with less than two FTE GPs. Of

the 34 GPs who did employ a nurse, 28 (72%) worked in practices with two or more

FTE GPs. The average number of FTE RNs employed in those practices with a nurse

was 1.3 (SD 0.8) with a range of 0.5 to 3 and the average number of FTE enrolled nurses

(ENs) was 0.9 (SD 0.3) with a range of 0.3 to 1.
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Practice Nurse Characteristics

Thirty-three (89%) of the PN respondents were RNs and 4 (11%) were ENs. Thirteen of

the 33 (39%) RNs in the sample had a midwifery endorsement to their registration and

only I (3%) was a Registered Psychiatric Nurse. The PNs reported an average of 20

years (SD 9.7) since completion of their initial nurse training with a range of 2 to 42

years. When asked to specify their current employment situation, 11 (29%) identified

themselves as full-time PNs, 4 (11%) as part-time PNs, 4 (11%) as casual PNs, 7 (19%)

as full-time nurse/receptionists, 6 (16%) as part-time nurse/receptionists, 1 (3%) as a

casual nurse/receptionist and 4 (11%) as practice managers. Table 5.2 details the PNs�

highest nursing and non-nursing qualifications and current studies and Table 5.3

displays completed post basic courses. As shown 32 (87%) of the PNs had undertaken

hospital-based nursing education and only 5 (13%) had completed university-based

education. However, 4 (11%) claimed to have other tertiary qualifications. Only 9 (25%)

of the PNs were currently engaged in tertiary studies.

Table 5.2: PNs� Qualifications and Current Studies

Qualification Frequency (%)

Highest Nursing Hospital certificate 28 (76)

Advanced certificate 4 (11)

Undergraduate degree 3 (8)

Graduate diploma 2 (5)

Total 37 (100)

Highest Non-Nursing Secondary schooling 29 (78)

Associate diploma 4 (11)

Undergraduate degree 1 (3)

Graduate Diploma 3 (8)

Total 37 (100)

Current Studies Nursing degree 4 (11)

Other degree 1 (3)

Other diploma 4 (11)

None 28 (75)

Total 37 (100)
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Midwifery was the most frequently (38%) reported completed post basic nursing course.

Less than 15% of the PNs had completed any other post basic nursing course.

Table 5.3: PNs� Completed Post Basic Courses (n = 37)

Course Frequency (%)

Midwifery 14 (38)

Operating theatre nursing 5 (14)

Emergency nursing 5 (14)

Aged care 4 (11)

Psychiatric/mental health nursing 3 (8)

Critical Care 3 (8)

Nursing administration 2 (5)

Community health nursing 2 (5)

Child health nursing 2 (5)

Oncology 2 (5)

Health education/health promotion 2 (5)

Occupational health 2 (5)

Family planning 2 (5)

Nursing education 1 (3)

The majority of PNs had previously worked in general hospital wards, and about half

had worked in operating theatres, aged care, specialty hospital areas and midwifery.

Table 5.4 displays the frequency responses of the PNs� previous nursing experiences.
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Table 5.4: PNs� Previous Nursing Experience (n = 37)

Work Area Frequency (%)

General wards 33 (89)

Operating room 21 (57)

Aged care 18 (49)

Specialty areas 17 (46)

Midwifery 17 (46)

Outpatients/special clinics 16 (43)

Community nursing 15 (41)

Paediatrics 12 (32)

Independent practice 12 (32)

Domiciliary nursing 9 (24)

Child health 6 (16)

Rehabilitation 6 (16)

Occupational health 6 (16)

Administration 6 (16)

Psychiatry 5 (14)

Education 4 (11)

Research 4 (11)

Developmental disability 2 (5)

Sexual health 1 (3)

Family planning 1 (3)
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Practice Nurses� Activities

In order to quantify the scope of practice of nurses employed in the Division, the GPs

were asked to estimate, using a response scale from 'daily� to �never�, how often the

nurses in their practices undertook specified activities (questions 56-104). The majority

of these activities had been previously identified and reported in the literature from the

UK and Australia about the occupational characteristics of practice nurses. The

remaining were included on the advice of the pilot study participants. Using the same

scale, the nurses were also asked to estimate how often they undertook these activities

(questions 65-113).

The frequency of responses from GPs and PNs were compared using the chi-square test

of independence. The only significant difference (χ2 = 6.42; p = .003) between the GPs�

and the PNs� estimated rates of PN activity was in relation to �undertaking antenatal

checks�, with the PNs estimating that they did this more often than the GPs estimated

that their PNs did. Because there were no significant differences between the GPs� and

the PNs� responses, other than this, only the data related to the PNs� responses are

presented in the following tables.

Although not separated in the questionnaires, the activities have been divided into four

groups for presentation of results: basic clinical, practice administration, education and

counselling and extended role. �Basic clinical� activities are those that are within the

traditional scope of practice of a general trained nurse, require no additional expertise

and have been described in the literature as the core activities of a treatment room nurse.

�Extended role� activities include those within the repertoire of a specialist nurse (for

example, midwife or mental health nurse) and those that have been described in the

literature as �added to� basic treatment room activities after further training or GP

delegation.

Basic Clinical and Practice Administration Activities

The majority of PNs reported undertaking basic assessment activities and therapeutic

interventions and preparing and sterilising equipment on a very frequent (daily or at

least weekly) basis. This is illustrated in Table 5.5. Most of the �never� responses came

from RNs, the only exceptions being related to giving medications by injection (8%
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ENs, 3% RNs) syringing ears (5% ENs, 14% RNs) and giving oral medications (3%

ENs, 14% RNs).

Table 5.5: PNs� Basic Clinical Activities

PNs� Estimation of Frequency (%)
(*n = 37)

Activity Daily At least
weekly

At least
monthly

At least
yearly

Never

Sterilise equipment 33 (88) 2 (5) 0 (0) 0 (0) 2 (5)

Apply and/or change dressings 29 (78) 4 (11) 2 (5) 1 (3) 1 (3)

Prepare clinical equipment 28 (75) 4 (11) 2 (5) 0 (0) 3 (8)
Provide phone assessment/advice 27 (73) 7 (19) 2 (5) 0 (0) 1 (3)
Test urine 25 (68) 7 (19) 2 (5) 1 (3) 2 (6)

Assist with minor surgery 22 (60) 8 (22) 2 (5) 1 (3) 3 (8)

Undertake triage activities 21 (57) 9 (24) 2 (5) 0 (0) 4 (11)

Give medications by injection 22 (57) 8 (22) 3 (8) 1 (3) 4 (11)

Undertake vitalography 19 (51) 7 (19) 1 (3) 0 (0) 10 (27)

Remove sutures 19 (51) 10 (27) 3 (8) 3 (8) 2 (5)

Take an ECG recording 18 (4)9 12 (32) 2 (5) 2 (5) 3 (8)

Take vital signs 18 (49) 9 (24) 4 (11) 3 (8) 3 (8)

Syringe ears 17 (46) 8 (22) 3 (8) 2 (5) 7 (19)

Administer oxygen/nebuliser 16 (43) 8 (22) 3 (8) 4 (11) 5 (14)

Initiate first aid measures 16 (43) 11 (30) 6 (16) 1 (3) 3 (8)

Monitor patients 15 (41) 9 (24) 9 (24) 3 (8) 1 (3)

Measure BSL with a glucometer 14 (38) 12 (32) 3 (8) 3 (8) 5 (14)

Give oral medications 10 (27) 8 (22) 5 (14) 7 (19) 6 (16)
ECG = electrocardiograph, BSL = blood sugar level
*Numbers vary slightly due to missing values
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As shown in Table 5.6 the majority of PNs estimated that they also undertook

receptionist and administrative activities, including stock control, very frequently.

Table 5.6: PNs� Administrative Activities

PNs� Estimation of Frequency (%)
(n = 37)

Activity
Daily At

least
weekly

At least
monthly

At least
yearly

Never

Answer phones & make appointments 30 (81) 3 (8) 2 (5) 0 (0) 2 (5)

Determine drugs & dressings needs 25 (68) 4 (11) 4 (11) 1 (3) 3 (8)

File patient records 23 (62) 8 (22) 3 (8) 0 (0) 3 (8)

Determine equipment needs 20 (54) 6 (16) 6 (16) 3 (8) 2 (5)

Give normal results to patients 20 (54) 5 (14) 4 (11) 2 (5) 6 (16)

Take custody of drugs 17 (46) 7 (19) 6 (16) 1 (3) 5 (14)

Recall patients for medical follow-up 9 (24) 10 (27) 10 (27) 2 (5) 6 (16)

Education and Counselling Activities

Patient education relating to illness prevention, the management of chronic illness and

other health services in the community was undertaken at least monthly by the majority

but only 28% were involved this often with education related to mental health. Of note,

is that a considerable proportion of the nurses indicated that they never engaged in

patient education about illness prevention (27%), management of chronic illness (43%)

or mental health (62%).

Table 5.7: PNs� Education and Counselling Activities

PNs� Estimation of Frequency (%)
(n = 37)

Activity
Daily At least

weekly
At least
monthly

At least
yearly

Never

Educate & counsel patients about
illness prevention measures

13 (35) 10 (27) 2 (5) 2 (5) 10 (27)

Educate & counsel patients in the
management of chronic illness

9 (24) 5 (14) 6 (16) 1 (3) 16 (43)

Educate & counsel patients about
other health services

6 (16) 12 (32) 10 (27) 3 (8) 6 (16)

Educate & counsel patients about
mental health issues

1 (3) 2 (5) 7 (19) 4 (11) 23 (62)



84

Extended Role Activities

These activities, shown in Table 5.8, were generally far less frequently undertaken by

the majority than were basic clinical and practice administration activities. Some

extended assessment activities like antenatal checks, infant development assessment and

health risk appraisal were claimed to be undertaken, by the majority, at least monthly

whereas others like stethoscopic examination of heart and lungs, mental health

assessment, breast examination and taking a cervical smear were undertaken this

frequently by 22% or less. Over 78% of the PNs never conducted home visits or took

part in research activities.

Table 5.8: PNs� Extended Role Activities (Column Percentages)

PNs� Estimation of Frequency
(n = 37)

Activity
Daily At least

weekly
At least
monthly

At least
yearly

Never

Undertake venipuncture 14 (38) 3 (8) 2 (5) 3 (8) 14 (38)

Undertake ante natal checks 12 (32) 7 (19) 3 (8) 1 (3) 13 (35)

Assess infant development 8 (22) 10 (27) 1 (3) 1 (3) 16 (43)

Apply ultrasound to muscle injuries 8 (22) 3 (8) 1 (3) 2 (5) 23 (62)

Give abnormal results to patients 8 (22) 7 (19) 0 (0) 1 (3) 21 (57)

Perform health risk appraisal 7 (19) 7 (19) 7 (19) 4 (11) 12 (32)

Apply laser treatment to wounds 3 (8) 0 (0) 2 (5) 1 (3) 31 (84)

Assist with cardiac stress testing 2 (5) 6 (16) 1 (3) 1 (3) 27 (73)

Perform stethoscopic examination 2 (5) 5 (14) 1 (3) 4 (11) 25 (68)

Assess mental health 2 (5) 2 (5) 4 (11) 4 (11) 25 (68)

Take cervical smear 2 (5) 0 (0) 0 (0) 3 (8) 32 (86)

Insert sutures 1 (3) 0 (0) 0 (0) 3 (8) 33 (89)

Home visit to mother and new baby 1 (3) 0 (0) 0 (0) 1 (3) 35 (95)

Undertake quality assurance audits 1 (3) 5 (14) 5 (14) 9 (24) 16 (43)

Perform breast examination 0 (0) 0 (0) 1 (3) 4 (11) 32 (86)

Home visit to the elderly 0 (0) 1 (3) 2 (5) 5 (14) 29 (78)

Home visit for palliative care 0 (0) 0 (0) 0 (0) 3 (8) 34 (92)

Conduct research projects 0 (0) 1 (3) 4 (11) 3 (8) 29 (78)
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Factors Influencing the Development of the Practice Nurse Role

Included in this section are data about factors that have influenced, and may continue to

influence, the development of the PN role. Included in these factors are: perceived

barriers and incentives to employment of nurses in general practice, opinions about the

required educational preparation of PNs and the importance of particular skills to their

role, views about the role of nurses in general practice and their competence to

undertake particular activities, perceived barriers to an expanded role, the professional

relationship between GPs and PNs, and the role of medical receptionists.

Employment Factors

The GPs were asked if given factors had hindered the employment of a nurse in their

practice (questions 13-18) and if other factors would be incentives to employ a nurse

(questions 19-22). The majority responded affirmatively to financial constraints and lack

of identified need as hindering factors and a practice grant or employment subsidy as

possible incentives. A clearly defined nursing role in general practice was not identified

as an important factor. Table 5.9 indicates the percentage of those who responded

affirmatively to each given factor.

Table 5.9: Factors Perceived by GPs to Influence the Employment of a Nurse in General

Practice (*n = 84)

Factors

Frequency of
Affirmative
Response (%)

Hindering Financial constraints 57 (68)

Lack of identified need 44 (52)

Not enough patients 20 (24)

Lack of space 14 (17)

Unsure of nurse�s role 9 (11)

Medico-legal concerns 8 (10)

Incentive Practice grant 50 (60)

Employment subsidy 44 (52)

Fee-for-service payment 39 (46)

Clearly defined nursing role 24 (28)

* Numbers vary slightly due to missing values
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The nurses were asked if certain factors had influenced them in their decision to work in

a general practice setting (questions 59-63). Two factors were answered affirmatively

by more than 80% of the respondents, the hours of work or flexibility of hours and the

type of work or patients involved. Almost half identified security of employment and

autonomy as important factors. Table 5.10 identifies the factors given and their

affirmative responses.

Table 5.10: Factors Influencing Nurses to Seek General Practice Employment (n = 37)

Factors

Frequency of
Affirmative
Response (%)

Hours of work/flexibility of hours 34 (92)

Type of work/type of patients 30 (81)

Security of employment 19 (51)

Autonomy 17 (47)

Career opportunities 8 (22)

Perceptions of Required Knowledge and Skills

Practice nurses and GPs differed significantly in their views on the basic educational

requirements for nurses employed in general practice. Thirty-six percent of the GPs

agreed that enrolled nurse training was sufficient for practice nursing, 32% disagreed

and 32% were unsure whereas only 19% of the PNs agreed, 57% disagreed and 24%

were unsure (χ2 = 6.77, p = .034). Seventy-eight percent of the PNs thought that

registered nurse training was essential for the role, 8% disagreed and 14% were unsure

whereas only 49% of the GPs agreed with this, 28% disagreed and 22% were unsure (χ2

= 9.38, p = .009). However there was no significant difference in opinion about whether

practice nursing required post basic (ie graduate diploma or masters degree) training.

Less than 20% of both GPs and PNs thought this was necessary.

The majority of both GPs and PNs indicated that the continuing education of PNs should

be a medical/nursing collaborative responsibility as shown in Table 5.11. There was no

significant difference between the two groups in the distribution of their responses (χ2 =

7.7, p = .103)
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Table 5.11: Continuing Education of PNs

Responsibility
GPs

n = 82
frequency  (%)

PNs
n = 37

frequency (%)
The medical and nursing professions 50 (61) 20 (54)

The employing practice 15 (18) 6 (16)

The nursing profession 7 (9) 2 (5)

The individual nurse 7 (9) 9 (24)

The medical profession 3 (4) 0 (0)

Less than 20% of the GPs surveyed who employed nurses affirmed that their practice

had an organised practice education program for nurses but the majority claimed to

provide both paid and unpaid leave for nurses to attend outside courses, workshops,

seminars or conferences. Only 15% of the GPs subscribed to journals for the ongoing

education of nurses. The PNs were asked about the provision of ongoing education in

the practice in which they were employed. Their responses were similar to those of the

GPs surveyed. The majority (54%) acknowledged the opportunity of unpaid leave to

attend courses but only 35% received paid leave. However, 34% affirmed that their

employing practice subscribed to journals.

The nurses were asked to respond, using a 4-point response scale ranging from �never�

to �all of the time�, to five statements (questions 218, 219, 223, 229, 230) about their

preparation for knowledge and skills used in practice. The objective of this line of

questioning was to differentiate the extent to which they were educationally prepared for

practice activities. Just fewer than 30% claimed to use skills not taught in initial nurse

education most or all of the time and about 11% acknowledged that they required

knowledge not taught in initial nurse education most or all of the time. Only 5% of the

PNs estimated that they never required knowledge or used skills for which they received

no preparation in initial nurse education. Only 57% of the respondents indicated that

they based their practice on knowledge and skills derived from nursing research at least

most of the time and 25% indicated that most or all of the time their practice was based

on knowledge and skills passed on by the doctors. The response frequencies for each

statement are shown in Table 5.12. As shown, only one respondent indicated that she

undertook activities beyond her capabilities most of the time. This nurse was enrolled
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not registered and there were no RNs employed in the practice. The other three ENs

surveyed indicated that they never undertook activities beyond their capabilities.

Table 5.12: PNs� Perceived Preparation for Knowledge and Skills (*n = 37)

Frequency (%)

Requirements
All of

the time
Most of
the time

Some of
the time Never

I base my practice on knowledge and skills
derived from nursing research

7 (19) 14 (38) 13 (35) 3 (8)

I use skills not taught in initial nurse
education

6 (16) 4 (11) 25 (68) 2 (5)

I base my practice on knowledge and skills
passed on by the doctor(s)

4 (11) 5 (14) 28 (76) 0 (0)

I require knowledge not taught in initial nurse
education

3 (8) 1 (3) 31 (84) 2 (5)

I undertake activities beyond my capabilities 0 (0) 1 (3) 3 (8) 33 (89)

*Numbers vary slightly due to missing values

Both GPs (questions 191-199) and PNs (questions 163-171) were asked to rate how

important they thought it was for nurses to have particular skills in general practice.

Each skill was rated as extremely, moderately, minimally or not at all important to have.

Table 5.13 lists the skills in descending order of importance as perceived by the GPs.

Ratings are presented with higher means indicating greater importance. A t-test for

comparison of mean scores indicated that there were significant differences in ratings of

importance between the two groups in 6 of the 9 skills. The most significant differences

were in the ratings of counselling, teaching and practice management, which the nurses

rated as more important than did the doctors. Both groups rated practical skills the

highest and research skills the lowest.



89

Table 5.13: Importance of Skills for PNs

Skill
GPs� mean

score
*n = 82

PNs� mean
score

*n = 37 t  value p
Practical 3.58 3.83 -2.12 .037°
Physical assessment 3.17 3.51 -2.24 .027°
Interviewing 3.15 3.20 -0.27 .787
Counselling 3.11 3.64 -3.52 .001°
Teaching 2.89 3.64 -5.09     < .001°
Mental health assessment 2.88 2.94 -0.42 .676
Information technology 2.88 3.17 -1.86 .066
Practice management 2.71 3.28 -3.27 .001°
Research 2.32 2.72 -2.34 .021°
* Numbers vary slightly due to missing values
° Significant p value
Rating Scale: not at all = 1, minimally = 2, moderately = 3, extremely = 4

Perceptions of the Role of Nurses in General Practice

The GPs (question 225) and the PNs (question 197) were asked who they thought

should define the role of the practice nurse. Table 5.14 displays the preferences from

both groups and indicates that the majority believed that it should be defined

collaboratively. However, chi-square analysis indicated a significant difference between

the two groups in the distribution of responses (χ2 = 13.9, p = .003).

Table 5.14: Defining the Role of the PN

Responsibility
GPs

n = 82
Frequency (%)

PNs
n = 37

Frequency (%)
The individual nurse and the employing doctor 50 (61) 15 (41)

A nursing body and a medical body 21 (26) 13 (35)

A medical body 7 (9) 1 (3)

A nursing body 3 (4) 8 (22)
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Eighteen items in the GPs� survey (questions 200-212, 214, 217-219, 221) were made

up of statements relating to the current or potential contribution of nurses to general

practice. The PNs� questionnaire included the same items (questions 172-184, 186, 189-

191, 193). The respondents were asked to rate to what degree they agreed with each

statement. These statements could be divided into three broad areas: the contribution of

nurses to the overall functioning of general practice, nurses� contribution to preventive

care and health promotion, and the potential for autonomous functioning of nurses in

general practice. Chi square analyses were employed to compare the responses of the

GPs as a total group with those of the PNs and to compare the responses of the two sub-

groups of GPs, those who employed nurses and those who did not.

Six of these items sought the respondents� views about the overall actual or potential

contribution of nursing to general medical practice. Over 70% of the total GPs and 90%

of the PNs agreed that the inclusion of nursing services provides more comprehensive

care and that PNs provide a practical interface between doctors, patients and other

health care providers. However, only about half the total GPs agreed that the

employment of more PNs would improve the coordination of health services and lead to

better health outcomes, while over 85% of the PNs agreed with these statements. Just

over a quarter of the total GPs agreed that the cost of employing PNs was offset by the

increased range of services they could offer patients, whereas 78% of the PNs believed

this to be so. The majority of both groups of respondents disagreed that the employment

of more nurses would be a waste of money, however the PNs disagreed far more

strongly than did the GPs. The percentages of GPs who indicated that they were unsure

of their opinions were also much higher than the PNs who were far more definitive in

their views. Table 5.15 displays the statements and percent frequency responses for the

GPs as a total group, the PNs and the two sub-groups of GPs. As shown there were

significant differences of opinion between the GPs (total) and the PNs for all the

statements and significant differences for two of the statements between the two sub-

groups of GPs. The GPs who employed nurses were more positive in their views about

nurses� contribution to general practice than were their colleagues who did not employ

nurses.



Table 5.15: PNs� Contribution to the Overall Functioning of General Practice (Column Percentages)

Item Total GPs
(*n = 84)

PNs
(*n = 37) Chi-square p

GPs without
nurse

(n = *50)

GPs with
nurse

(n = *34) Chi-square p
The inclusion of nursing services provides more
comprehensive care
   Strongly agree/Agree
   Unsure
   Disagree/Strongly disagree

71
16
13

92
5
3

6.28a .043°
61
22
16

88
6
6

6.99 .030°

PNs provide a practical interface between doctors,
patients & other health care providers
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

73
15
12

97
3
0

9.98 .007°
68
16
16

85
9
6

3.29a .193

The employment of more nurses will improve the
coordination of health services
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

54
29
18

86
11
3

12.34 .002°
47
33
20

64
24
12

2.29 .318

The employment of more nurses will lead to better
health outcomes
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

46
37
17

89
8
3

19.51 < .001°
39
41
20

58
33
9

3.39 .184

The cost of employing a practice nurse is offset by the
increased range of services offered to patients
 Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

26
32
42

78
11
11

28.75 < .001°
12
37
51

49
24
27

13.31 .001°

The employment of more nurses is a waste of money
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

19
27
54

0
5

95
19.59 < .001°

22
31
47

12
24
64

2.46 .292

* Numbers vary slightly due to missing values ° Significant p value
a 33.3% or more of cells have an expected count of less than 5
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The GPs and PNs were asked to respond to four statements concerning nurses and

preventive care in general practice (see Table 5.16). The majority of both groups agreed

that nursing�s contribution to preventive care was underutilised, and that the

employment of more nurses would enhance preventive care. However, there was a

significant difference of opinion between the two groups as to which group of

professionals was better qualified to provide preventive care: 63% of the GPs agreed

that they (the GPs) were, whereas only 24% of the PNs agreed that GPs were better

qualified. Nevertheless, almost a quarter of both GPs and PNs were unsure about this.

Again, there was a significant difference between the responses of the GPs and those of

the PNs in relation to a statement about who should carry out planned health promotion

activities. Only 46% of the GPs agreed that PNs should do this while 78% of the PNs

agreed with the statement. No significant differences of opinion were found between

GPs who employed PNs and those who did not about any of the four statements.

The majority of GPs did not agree with any of the statements that suggested

autonomous functioning for PNs (Table 5.17) whereas the majority of PNs were

agreeable to this. General practitioners reiterated their view when 70% responded by

agreeing that PNs should be employed to do only directed tasks. In contrast, 78% of the

PNs disagreed with this proposition. Forty percent of the GPs agreed with the statement

that expanding PNs� roles beyond traditional nursing tasks would lead to �second rate

medicine�. However, over one third were unsure about this and not prepared to give a

definite opinion, whereas 76% of the PNs disagreed with this suggestion. Although the

GPs who employed nurses appeared to respond more favourably to the prospect of their

potential autonomous functioning, the distribution of responses between the two groups

of GPs was not significantly different.
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Table 5.16: PNs� Contribution to Preventive Care & Health Promotion in General Practice (Column Percentages)

Item Total GPs
(*n = 84)

PNs
(*n = 37) Chi-square p

GPs without
nurse

(n = 50)

GPs with
nurse

(n = 34) Chi-square p
Nursing�s contribution to preventive care is
underutilised
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

70
19
11

81
8

11
2.37 .306

71
21
8

73
15
12

.62a .734

The employment of more nurses will enhance
preventive care
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

63
24
13

86
11
3

6.99 .030°
61
25
14

67
24
9

.53 .768

General practitioners are better qualified to provide
preventive care than nurses
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

63
23
14

24
24
52

21.34 < .001°
59
27
14

67
16
15

.78 .677

Planned health promotion activities should be carried
out by nurses
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

46
29
25

78
11
11

10.67 .005°
47
27
26

49
30
21

.34 .844

* Numbers vary slightly due to missing values ° Significant p value
a 33.3% or more of cells have an expected count of less than 5
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Table 5.17: Potential for Autonomous Functioning of PNs (Column Percentages)

Item
Total GP
(*n = 84)

PN
(*n = 37) Chi-square p

GP without
nurse (n = 50)

GP with
nurse (n = 34) Chi-square p

Practice nurses should be employed to do only
directed tasks
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

70
13
17

8
14
78

46.8 < .001°
78
12
10

61
15
24

3.38 .185

Expanding practice nurses� roles beyond traditional
nursing tasks will lead to �second rate medicine�
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

40
36
24

11
13
76

29.99 < .001°
45
35
20

33
40
27

1.18 .556

Services provided by practice nurses should attract a
direct fee and be reimbursable by Medicare
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

47
20
33

62
16
22

2.64 .267
47
18
35

49
21
30

0.21 .902

Case management of particular patients could be
undertaken by practice nurses
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

42
25
33

70
11
19

8.52 .014°
43
22
35

42
27
30

0.30 .859

The follow-up of patients with chronic disease could
be well managed in nurse-run clinics
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

24
19
57

68
16
16

22.98 < .001°
27
18
55

21
18
61

0.33 .846

° Significant p value
(Table 5.17 continued over page)
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Table 5.17 (continued): Potential for Autonomous Functioning of PNs (Column Percentages)

Item
Total GP
(*n = 84)

PN
(*n = 37)

 Chi-
square P-value

GP without
nurse (n = 50)

GP with
nurse (n = 34)

 Chi-
square P-value

Practice nurses should be able to diagnose and initiate
treatment within agreed protocols
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

19
15
66

81
5

14 42.1  < .001°

18
10
72

18
24
58 3.03  .220

Patients should be able to refer themselves directly to
practice nurses
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

20
16
64

57
30
13 27.1  < .001°

16
14
70

24
15
61 .87 .646

Patients are competent of selecting complaints suitable
for consultation with a practice nurse
  Strongly agree/Agree
  Unsure
  Disagree/Strongly disagree

19
16
65

65
8

27 24.4  < .001°

14
22
63

27
6

67 5.08  .079

* Numbers vary slightly due to missing values
° Significant p value
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The PNs were asked to respond to eight statements (questions 220-222, 224-228) about

their role that provided some indication of their perceived value to general practice.

Almost all of them felt valued or respected most or all of the time and believed that the

doctors had a good understanding of their expertise. However, it was only some of the

time or never that the majority received feedback from the doctors as to their job

performance, were able to act independently or were asked for their opinion about

patient management. A large proportion (76%) of the PNs believed that they undertook

activities that could be done by a cleaner, at least some of the time. These data are

presented in Table 5.18.

Table 5.18: PNs� Beliefs About Their Value (*n = 37)

Frequency (%)

Belief
All of

the time
Most of
the time

Some of
the time Never

The patients value my work 17 (46) 18 (49) 2 (5) 0 (0)

I am respected by the doctor(s) in the
practice

17 (46) 15 (41) 5 (14) 0 (0)

The doctor(s) have a good understanding
of the scope of my expertise

16 (43) 17 (46) 3 (8) 1 (3)

I feel like a valued member of the
practice

16 (43) 17 (46) 2 (5) 2 (5)

I get feedback from the doctor(s) as to my
job performance

5 (14) 11 (30) 14 (38) 7 (19)

I am able to act independently of the
doctor(s)

3 (8) 15 (41) 16 (43) 3 (8)

The doctor(s) ask my opinion about
patient management

3 (8) 8 (22) 22 (59) 3 (8)

I undertake activities which could be
done by a cleaner

1 (3) 1 (3) 26 (70) 8 (22)

*Numbers vary slightly due to missing values
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Perception of Practice Nurse Competence

Using a response scale from �extremely� to �not at all�, the PNs were asked (questions

142-190) to assess how competent they believed they were to undertake the specified

activities that they had previously rated for frequency of undertaking. The GPs were

asked (questions 114-162) to estimate the proportion (using a scale from �all� to �none�)

of nurses they believed would be competent to undertake these activities in general

practice.

The majority of the PNs perceived themselves to be extremely competent to undertake

all the basic clinical activities listed except for monitoring patients following medical

intervention. Only 46% thought they were extremely competent to do this. However,

46% thought they were moderately competent to do so. Just over 30% assessed

themselves to be only moderately competent to provide phone assessment or advice and

to undertake triage activities. Individual questionnaires were examined to identify the

�not at all� responses. Interestingly, not just ENs had made these assessments. One RN

had estimated that she was not at all competent to monitor patients, undertake triage,

provide phone assessment or advice, take an ECG recording, syringe ears or measure

blood glucose with a glucometer. This RN was not employed in a dual

nurse/receptionist role but as a nurse only. Another RN believed she was not at all

competent to prepare clinical equipment, undertake vitalography or take vital signs. She

was employed part-time as a nurse/receptionist. The majority of GPs estimated that all

or most PNs would be competent to undertake all the listed basic clinical activities.

However, in relation to syringing ears, 32% of the GPs estimated that only some PNs

would be competent to undertake this activity while 15% considered that none would

be. These data are presented in Table 5.19.
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Table 5.19: Estimation of PN Competence in Basic Clinical Activities

PNs� Estimation of Own
Competence (n = 37)

Frequency (%)

GPs� Estimation of PN
Competence (n = 79)

Frequency (%)

Activity
Extre
-mely

Moder
-ately

Some
what

Not at
all

All
PNs

Most
PNs

Some
PNs

No
PNs

Sterilise equipment 37 (100) 0 (0) 0 (0) 0 (0) 57 (72) 19 (24) 3 (4) 0 (0)

Test urine 36 (97) 1 (3) 0 (0) 0 (0) 62 (78) 14 (18) 3 (4) 0 (0)

Give oral
medications

35 (95) 2 (5) 0 (0) 0 (0) 55 (70) 20 (25) 4 (5) 1 (1)

Apply/change
dressings

34 (92) 2 (5) 1 (3) 0 (0) 53 (67) 23 (29) 3 (4) 0 (0)

Assist with minor
surgery

34 (92) 3 (8) 0 (0) 0 (0) 50 (63) 26 (33) 3 (4) 0 (0)

Remove sutures 34 (92) 2 (5) 0 (0) 1 (3) 53 (67) 19 (24) 6 (8) 1 (1)

Measure BSL 34 (92) 1 (3) 0 (0) 2 (5) 47 (59) 21 (27) 11 (14) 0 (0)

Administer
oxygen/nebuliser

34 (92) 2 (5) 1 (3) 0 (0) 52 (66) 24 (30) 3 (4) 0 (0)

Take an ECG
recording

33 (89) 2 (5) 1 (3) 1 (3) 47 (59) 25 (32) 6 (8) 1 (1)

Give medications
by injection

32 (86) 3 (8) 0 (0) 2 (5) 49 (62) 24 (30) 6 (8) 1 (1)

Prepare clinical
equipment

32 (86) 4 (11) 0 (0) 1 (3) 57 (72) 18 (23) 4 (5) 0 (0)

Take vital signs 32 (86) 3 (8) 1 (3) 1 (3) 50 (63) 18 (23) 9 (11) 3 (4)

Undertake
vitalography

30 (81) 3 (8) 3 (8) 1 (3) 38 (48) 25 (32) 13 (16) 3 (4)

Syringe ears 28 (76) 5 (14) 1 (3) 3 (8) 18 (23) 24 (30) 25 (32) 12 (15)

Initiate first aid
measures

28 (76) 9 (24) 0 (0) 0 (0) 41 (52) 35 (44) 3 (4) 0 (0)

Provide phone
assessment/advice

25 (68) 11 (31) 0 (0) 1 (3) 26 (33) 29 (37) 20 (25) 4 (5)

Undertake triage
activities

22 (59) 12 (32) 2 (5) 1 (3) 31 (40) 38 (48) 9 (11) 0 (0)

Monitor patients 17 (46) 17 (46) 1 (3) 1 (3) 40 (51) 31 (40) 7 (9) 1 (1)

Seventy-six percent or more of the PNs perceived themselves to be extremely

competent to undertake practice administration activities. Two ENs and one RN

assessed themselves to be not at all competent to take custody of drugs and one EN and

one RN had this perception about their competence to give normal results to patients.

Seventy-five percent or more of the GPs estimated that all or most nurses would be

competent to undertake these activities. Table 5.20 displays these data.
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Table 5.20: Estimation of PN Competence in Practice Administration

PNs� Estimation of Own
Competence (n = 37)

Frequency (%)

GPs� Estimation of PN
Competence (n = 79)

Frequency (%)

Activity
Extre-
mely

Moder-
ately

Some
what

Not at
all

All
PNs

Most
PNs

Some
PNs

No
PNs

Answer phones &
make appointments

33 (89) 3 (8) 1 (3) 0 (0) 52 (66) 18 (23) 9 (11) 0 (0)

Give normal results to
patients

32 (86) 2 (5) 1 (3) 2 (5) 52 (66) 17 (22) 5 (6) 5 (6)

Take custody of drugs 31 (84) 1 (3) 2 (5) 3 (8) 46 (58) 21 (27) 10 (13) 2 (3)

File patient records 30 (81) 6 (16) 1 (3) 0 (0) 55 (70) 15 (19) 9 (11) 0 (0)

Determine equipment
needs

30 (81) 5 (14) 2 (5) 0 (0) 38 (48) 26 (33) 14 (18) 1 (1)

Determine drugs &
dressings needs

28 (76) 5 (14) 4 (11) 0 (0) 33 (42) 26 (33) 12 (21) 3 (4)

Recall patients for
medical follow-up

28 (76) 6 (16) 3 (8) 0 (0) 43 (54) 27 (34) 7 (9) 2 (3)

Most of the PNs believed they were at least moderately competent to educate patients

about illness prevention, other health services and the management of chronic illness.

However, 73% estimated that they were only somewhat or not at all competent to

educate and counsel patients about mental health issues. The majority of GPs estimated

that all or most PNs would be competent to educate patients about illness prevention

and other health services. However, less than 45% believed that all or most PNs would

be competent to educate and counsel about the management of chronic illness or mental

health issues. These data are presented in Table 5.21.
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Table 5.21: Estimation of PN Competence in Education and Counselling

PNs� Estimation of Own
Competence (n = 37)

Frequency (%)

GPs� Estimation of PN
Competence (n = 79)

Frequency (%)

Activity

Extre-
mely

Moder-
ately

Some
what

Not at
all

All
PNs

Most
PNs

Some
PNs

No
PNs

Educate & counsel
patients about illness
prevention measures

14 (38) 18 (47) 4 (11) 1 (3) 14 (18) 30 (38) 30 (38) 5 (6)

Educate & counsel
patients about other
health services

10 (27) 18 (49) 5 (14) 4 (11) 16 (20) 26 (33) 33 (42) 4 (5)

Educate & counsel
patients in the
management of
chronic illness

9 (24) 19 (51) 5 (14) 4 (11) 13 (16) 22 (28) 40 (51) 4 (5)

Educate & counsel
patients about
mental health

4 (11) 6 (16) 16 (43) 11 (30) 13 (16) 15 (19) 41 (52) 10 (13)

Within the category of extended role activities, most of the PNs estimated that they

were at least moderately competent to assess pregnant women, health status, infant

development and the elderly at home, undertake venipuncture, give abnormal results to

patients and conduct quality assurance audits. One third or more believed that they were

not at all competent to give abnormal results to patients, apply ultrasound to muscle

injuries and laser treatment to wounds, make a home visit to a mother and new baby or

to provide palliative care, assist with cardiac stress testing, perform stethoscopic

examination, take a cervical smear, conduct a breast examination, insert sutures or

conduct research projects.

The GPs estimated that at all or most nurses would be competent to undertake

venipuncture, assist with cardiac stress testing, apply ultrasound to muscle injuries,

perform a health risk appraisal, assess the elderly at home and undertake quality

assurance audits. However, one third or more perceived that no nurses would be

competent to perform stethoscopic examination of the heart or lungs, take a cervical

smear or insert sutures. Interestingly, the largest proportion of GPs believed that only

some nurses would be competent to perform all these activities, except for health risk

appraisal. Table 5.22 displays all the data relating to the GPs� and PNs� estimations of

PN competence in extended role activities.
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Table 5.22: Estimation of PN Competence in Extended Role Activities

PNs� Estimation of Own
Competence (n = 37)

Frequency (%)

GPs� Estimation of PN
Competence (n = 79)

Frequency (%)

Activity

Extre-
mely

Moder-
ately

Some
what

Not at
all

All
PNS

Most
PNs

Some
PNs

No
PNs

Undertake ante natal
checks

21 (57) 7 (19) 5 (14) 4 (11) 10 (13) 23 (29) 38 (48) 8 (10)

Undertake
venipuncture

21 (57) 7 (19) 4 (11) 5 (14) 19 (24) 25 (32) 31 (39) 4 (5)

Give abnormal
results to patients

16 (43) 7 (19) 1 (3) 12 (32) 18 (23) 17 (22) 19 (24) 25 (32)

Perform health risk
appraisal

10 (27) 17 (46) 8 (22) 1 (3) 23 (29) 31 (39) 20 (25) 6 (8)

Assess infant
development

10 (27) 12 (32) 9 (24) 6 (16) 8 (10) 22 (28) 44 (56) 5 (6)

Apply ultrasound to
muscle injuries

10 (27) 8 (22) 3 (8) 16 (43) 24 (30) 22 (28) 26 (33) 7 (9)

Undertake quality
assurance audits

10 (27) 10 (27) 9 (24) 8 (22) 22 (28) 24 (30) 25 (32) 8 (10)

Home visit to
elderly

9 (24) 12 (32) 7 (19) 9 (24) 15 (19) 26 (33) 34 (43) 4 (5)

Home visit to
mother and new
baby

8 (22) 8 (22) 7 (19) 13 (35) 13 (16) 25 (32) 38 (48) 3 (4)

Home visit for
palliative care

8 (22) 8 (22) 6 (16) 12 (32) 13 (16) 23 (29) 41 (52) 2(3)

Assist with cardiac
stress testing

7 (19) 8 (22) 3 (8) 19 (51) 28 (35) 21 (27) 28 (35) 3 (4)

Perform
stethoscopic
examination

6 (16) 10 (27) 7 (19) 14 (38) 7 (9) 12 (15) 31 (39) 29 (37)

Apply laser
treatment to wounds

5 (14) 2 (5) 4 (11) 26 (70) 17 (22) 12 (15) 31 (39) 19 (24)

Conduct research
projects

4 (11) 9 (24) 7 (19) 16 (43) 16 (20) 21 (27) 35 (44) 7 (9)

Take cervical smear 3 (8) 5 (14) 6 (16) 60 5 (6) 8 (10) 39 (50) 27 (34)

Insert sutures 3 (8) 8 (22) 9 (24) 16 (43) 3 (4) 8 (10) 39 (49) 29 (37)

Assess mental health 3 (8) 7 (19) 18 (49) 9 (24) 9 (11) 14 (18) 42 (53) 14 (18)

Perform breast
examination

3 (8) 11 (30) 13 (35) 10 (27) 8 (10) 8 (10) 41 (52) 22 (28)
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Role Expansion Factors

When asked how agreeable they would be to expanding the role of the practice nurse(s)

in their employment, 82% of the GPs indicated that they would be. Ninety-four percent

of the PNs indicated that they would be agreeable to expanding the scope of their

functions. Both groups were then asked to indicate those factors that they believed were

barriers in the way of expanding the role. Table 5.23 displays those factors and the

affirmative responses to each. A chi-square test was used to compare the two groups�

responses after cross tabulation. As is shown, significantly more nurses than doctors

considered five of the fourteen factors to be barriers. Only three of the factors were

considered barriers by the majority of GPs whereas the majority of PNs considered nine

to be.

Table 5.23: Perceived Barriers to Expanding the Role of PNs (Column Percentages)

Barriers

GPs�
Affirmative
Response
(*n = 29)

PNs�
Affirmative
Response
(*n =37) Chi-square p

Current Medicare reimbursement
arrangements

19 (66) 24 (65) 0.02 .891

Financial constraints of the
practice

18 (62) 30 (81) 2.74 .098

Lack of special interest groups
for PNs

17 (59) 28 (76) 1.97 .160

Lack of opportunities for further
education

13 (45) 31 (84) 10.64 .001°

Nurses� lack of time 11 (38) 27 (73) 7.70 .006°

GPs� reluctance to relinquish
control

11 (38) 23 (62) 3.45 .063

Lack of space in premises 10 (35) 20 (54) 2.18 .140

Views of medical associations 10 (35) 23 (62) 4.76 .029

Confusion over role delineation
of GP and PN

9 (31) 22 (59) 4.82 .028°

PNs� reluctance to assume more
responsibility

9 (31) 12 (32) 0.00 .967

Patients� attitudes 9 (31) 5 (140 2.79 .095

Lack of clear job definition 8 (28) 19 (51) 3.74 .053°

PNs� lack of confidence 8 (28) 12 (32) 0.11 .738

PNs� lack of desire 4 (14) 6 (16) 0.14 .713

* Numbers vary slightly due to missing values ° Significant p value
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The General Practitioner � Practice Nurse Relationship

Ten items in the GPs� survey and nine items in the PNs� survey were used to assess the

degree of self-reported collaborative behaviour towards the other discipline. All items

were measured on a 6-point response scale ranging from �never� to �always� allowing for

a possible score of 60 for the doctors and 54 for the nurses. Higher scores imply greater

use of collaborative practice by the doctor or nurse. The mean score for the GPs� (n =

28) collaborative practice scale (CPS) was 33 (SD 9.5), with a range of 14 to 53, and the

mean score for the PNs� (n = 37) CPS was 27 (SD 9.9), with a range of 10 to 54. In

order to compare the doctors� and nurses� reported collaborative behaviour, mean scores

were calculated for each respondent giving a possible range of 0 to 6. The average of the

doctors� mean scores was then calculated giving a score of 3.30 (SD 0.95) and similarly

the average of the nurses� mean scores was calculated giving a score of 2.98 (SD 1.10).

An independent samples t-test revealed no significant difference (t = 1.23; df = 62; p =

.224) between the GPs� and PNs� reported degree of collaborative behaviour towards

each other. Tables 5.24 and 5.25 list the items in the CPSs for the GPs and the PNs

respectively and give the mean scores for each item.

As reported in Chapter 4, each of the CPSs consists of two factors. In the GPs� scale,

factor one consisted of five items (questions 246-249 and 255), which measured

acknowledgment of the nurse�s contribution to patient care. The Cronbach�s alpha was

.83, which suggested it was internally consistent. The mean score for this factor was

16.61 (SD 4.48) with a range of 9 � 27. The possible range was 5 � 30. The second

factor, which also consisted of five items (questions 250-254) measured consensus

development with nurses. The Cronbach�s alpha was .90, which suggested it also was

internally consistent. The mean score for this factor was 16.46 (SD 5.29) with a range of

5 � 28. The possible range was 5 � 30.

Factor one in the nurses� scale consisted of four items (questions 233, 235, 237 and 238)

that measured direct assertion of professional expertise/opinion and factor two consisted

of five items (questions 231, 232, 234, 236 and 239) that measured active clarification of

shared responsibilities. The Cronbach�s alphas for these two factors were .87 and .90

respectively suggesting that they were both internally consistent. The mean score for the

first factor was 12.66 (SD 4.51) with a range of 5 � 24. The possible range was 4 � 24.
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The mean score for the second factor was 14 (SD 5.97) with a range of 5 � 30. The

possible range was 5 � 30.

Table 5.24: GPs� Reported Collaborative Behaviour

Quest
No Factor 1: Acknowledgment of Nurses' Contribution to

patient Care

Mean Score (SD)
n = 28
α = .83

246 I reinforce the value of nursing care when talking to the
patient

3.61 (0.88)

247 I ask for the nurse�s assessment of what may be needed to
strengthen the patient�s support system

3.39 (1.23)

249 I consider nurses� opinions when developing a treatment
plan

3.39 (1.03)

255 I clarify whether the nurse or I will have the
responsibility for discussing different kinds of
information with patients

3.39 (1.45)

248 I discuss with nurses the similarities and differences in
medical and nursing approaches to care

2.82 (1.12)

Factor 2: Consensus Development with Nurses α = .90

254 I acknowledge to nurses those aspects of health care
where they have more expertise than I do

4.00 (1.54)

252 I work toward consensus with nurses regarding the best
approach in caring for a patient

3.46 (1.35)

250 I discuss areas of agreement and disagreement with
nurses in an effort to develop mutually agreeable health
goals

3.07 (1.05)

253 I discuss with nurses their expectations regarding the
degree of their involvement in the health care decision
process

3.04 (1.14)

251 I discuss with nurses the degree to which I think they
should be involved in planning and implementing patient
care

2.89 (1.13)

Rating Scale: never = 1, rarely = 2, sometimes = 3, frequently = 4, mostly = 5,
always = 6
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Table 5.25: PNs� Reported Collaborative Behaviour

Quest
No Factor 1: Assertion of professional Expertise/Opinion

Mean Score (SD)
n = 37
α = .87

238 I tell doctors of any difficulties I foresee in the patient�s
ability to deal with treatment options and their
consequences

3.46 (1.14)

233 I clarify the scope of my professional expertise when it is
greater than the doctor thinks it is

3.32 (1.63)

235 I suggest to doctors patient care approaches that I think
would be useful

3.22 (1.20)

237 I tell doctors when, in my judgement, their orders seem
inappropriate

2.47 (1.38)

Factor 2: Active Clarification of Shared responsibilities α = .90

232 I negotiate with the doctor to establish our responsibilities
for discussing different kinds of information with patients

3.19 (1.31)

231 I ask doctors about their expectations regarding the
degree of my involvement in health care decisions

3.00 (1.49)

239 I inform doctors about areas of practice that are unique to
nursing

2.75 (1.38)

234 I discuss with doctors the degree to which I want to be
involved in planning aspects of patient care

2.70 (1.63)

236 I discuss with doctors areas of practice that reside more
within the realm of medicine than nursing

2.68 (1.45)

Rating Scale: never = 1, rarely = 2, sometimes = 3, frequently = 4, mostly = 5,
always = 6
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The Role of Medical Receptionists

A global item (question 213) elicited GPs� views on whether receptionists could be

trained to perform any �nursing� tasks required. In response, 17 (36%) of the GPs

without nurses (n = 48) agreed, 28 (58%) disagreed and 3 (6%) were unsure. Of the GPs

who employed nurses (n = 33), only 7 (21%) agreed, 23 (70%) disagreed and 3 (9%)

were unsure. Thirty-three items on the GPs� questionnaire (109-141) asked them to

estimate the proportion of receptionists that they thought were competent to undertake

specified tasks. A 4-point response scale, ranging from �none� to �all�, was used and

frequencies for each item were calculated. Comparisons, using chi-square tests of

independence, were made between the responses of those GPs who employed nurses

and those who did not for the estimated competency of receptionists. For these analyses,

the frequencies of �all� and �most� were aggregated, as were those of �some� and �none�.

The GPs were also asked to calculate how often their receptionist undertook these

activities (questions 23-55). A 5-point response scale, ranging from �never� to �daily�,

was used. Frequencies for each item were calculated. Chi-square tests of independence

were used to compare the frequency distributions of responses of the two groups of

GPs. For these analyses, the frequencies for �daily�, �at least once a week� and �at least

once a month� were aggregated, as were the frequencies for �at least once a year� and

�never�.
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The majority of both groups of GPs estimated that only some or no receptionists would

be competent to undertake tasks involving assessment of patients� health status.

Nevertheless, it must be noted that some 20% or more of the doctors without nurses

believed that all or most receptionists would be competent to undertake many of these

tasks. The only significant difference in the distribution of frequencies between the two

groups was in relation to undertaking spirometry. Significantly more GPs without

nurses than those with nurses believed that all or most receptionists would be competent

to do this. Table 5.26 displays these data.

Table 5.26: GPs' estimation of Receptionists� Competence to Assess Patients� Health

Status (Column Percentages)

Task

GPs without
nurse

(*n = 49)

GPs with
nurse

(*n = 31) Chi-square p
Conduct triage activities
  All/Most
  Some/None

35
65

32
68 0.08 .773

Take ECG recording
  All/Most
  Some/None

37
63

23
77 1.77 .183

Initiate first aid measures
  All/Most
  Some/None

29
71

29
71 0.00 .965

Undertake spirometry
  All/Most
  Some/None

33
67

13
87 3.95 .047°

Provide phone assessment
  All/Most
  Some/None

20
80

13
87 0.74 .389

Take vital signs
  All/Most
  Some/None

20
80

16
84 0.23 .633

Monitor patients
  All/Most
  Some/None

14
86

3
97 2.58a .108

Assist with cardiac stress testing
  All/Most
  Some/None

17
83

7
93 1.78 .182

* Numbers vary slightly due to missing values ° Significant p value
a 50% of cells have expected count less than 5
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Among tasks requiring infection control measures, sterilising equipment and testing

urine were the only tasks, perceived by the majority of both groups of GPs, to be within

the competence of most or all receptionists. However, again more than 35% of the GPs

without nurses estimated that all or most receptionists would be competent to undertake

most of the other listed activities (see Table 5.27).  Significant differences in the

distribution of frequencies were found for three of the items, sterilising and preparing

clinical equipment and assisting with minor surgery. Again, GPs without nurses were

more confident of receptionists' competence than were there colleagues who employed

nurses.

Table 5.27: GPs' Estimation of Receptionists� Competence to Undertake Tasks
Involving Infection Control (Column Percentages)

Task

GPs without
nurse

(*n = 49)

GPs with
nurse

(*n = 31) Chi-square p
Sterilise equipment
  All/Most
  Some/None

78
22

42
58 10.42 .001°

Test urine
  All/Most
  Some/None

71
29

52
48 3.23 .072

Prepare clinical equipment
  All/Most
  Some/None

49
51

26
74 4.25 .039°

Assist with minor surgery
  All/Most
  Some/None

37
63

13
87 5.41 .020°

Measure blood glucose level
  All/Most
  Some/None

41
59

23
77 2.82 .093

Apply wound dressings
  All/Most
  Some/None

35
65

16
84 3.28 .070

Remove sutures
  All/Most
  Some/None

18
82

10
90 1.13 .289

Undertake venipuncture
  All/Most
  Some/None

2
98

0
100 0.64a .423

* Numbers vary slightly due to missing values ° Significant p value
a 50% of cells have expected count less than 5
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The majority of both groups of GPs thought tasks involving therapeutic interventions

would be beyond the competence of all but a few receptionists. Nevertheless, 33% of

the GPs without nurses estimated that all or most receptionists would be competent to

administer oral medications. Interestingly, one GP with a nurse and one GP without a

nurse estimated that all or most receptionists would be competent to administer

medications by injection. As shown in Table 5.28 there were no significant differences

in the responses of the two subgroups of GPs.

Table 5.28: GPs� Estimation of Receptionists� Competence to Undertake Therapeutic
Interventions (Column Percentages)

Task

GPs without
nurse

(n = *49)

GPs with
nurse

(n = *31) Chi-square p
Administer oxygen and/or
nebuliser therapy
  All/Most
  Some/None

37
63

26
74 1.03 .309

Give oral medications
  All/Most
  Some/None

33
67

23
77 0.94 .332

Apply ultrasound to muscle
injuries
  All/Most
  Some/None

25
75

16
84 0.88 .349

Apply laser treatment to wounds
  All/Most
  Some/None

13
87

3
97 1.89a .168

Remove plaster cast
  All/Most
  Some/None

2
98

6
94 1.02a .312

Syringe ears
  All/Most
  Some/None

2
98

0
100 0.64a .423

Give medications by injection
  All/Most
  Some/None

2
98

3
97 0.11a .741

* Numbers vary slightly due to missing values
a 50% of cells have expected count less than 5

L. 
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Despite their acknowledgment of the possible limited clinical competence of medical

receptionists, more than 70% of the GPs with nurses and those without estimated that

their receptionists were conducting triage activities at least once a month. Fifty percent

of GPs without nurses calculated that their receptionists were doing this daily. Just less

than a third of both groups of GPs estimated that they provided phone assessment or

advice daily. More than half the GPs without nurses reported their receptionists

initiating first aid at least once a month and approximately one third reported them

monitoring patients at the same frequency. Table 5.29 details the GPs� percent

frequency responses for these receptionist activities. As shown the only significant

difference in the distribution of responses between the two groups of GPs was in

relation to monitoring patients following medical intervention. In practices without

nurses, the receptionists were reportedly doing this more frequently.

Table 5.29: Receptionists� Frequency of Undertaking Assessment of Patients� Health
Status (Column Percentages)

Task

GPs without
nurse

(*n = 49)

GPs with
nurse

(*n = 32) Chi-square p
Conduct triage activities
  Daily-At least once a month
  At least once a year-Never

75
25

71
29 0.20 .653

Provide telephone assessment/advice
  Daily-At least once a month
  At least once a year-Never

54
46

53
47 0.01 .927

Initiate first aid measures
  Daily-At least once a month
  At least once a year-Never

54
46

40
60 1.41 .235

Take ECG recording
  Daily-At least once a month
  At least once a year-Never

48
52

41
59 0.55 .461

Monitor patients
  Daily-At least once a month
  At least once a year-Never

40
60

12
88 7.44 .006°

Undertake spirometry
  Daily-At least once a month
  At least once a year-Never

22
78

25
75 0.07 .791

Take vital signs
  Daily-At least once a month
  At least once a year-Never

6
94

9
91 0.29a .585

Assist with cardiac stress testing
  Daily-At least once a month
  At least once a year-Never

2
98

3
97 0.09 .759

* Numbers vary slightly due to missing values ° Significant p value
a 50% of cells have expected count less than 5
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In relation to activities involving infection control measures, 86% of receptionists in

practices without nurses were sterilising equipment at least weekly and between 40%

and 50% were undertaking wound dressings, assisting with minor surgery, undertaking

urinalyses and preparing clinical equipment just as often. Approximately 20% were

undertaking blood glucose levels and removing sutures at least monthly, while 7% were

undertaking venipuncture at least weekly. Table 5.30 displays the responses of the GPs

to the estimated frequency of receptionists undertaking tasks that involve infection

control measures. Significant differences in responses between the two groups of GPs

were found for the frequencies at which receptionists were preparing and sterilising

clinical equipment.

Table 5.30: Receptionists� Frequency of Undertaking Tasks Involving Infection Control
(Column Percentages)

Task

GPs without
nurse

(*n = 49)

GPs with
nurse

(*n = 32) Chi-square p
Sterilise equipment
  Daily-At least once a month
  At least once a year-Never

86
14

53
47 10.4 .001°

Prepare clinical equipment
  Daily-At least once a month
  At least once a year-Never

75
25

47
53 6.6 .010°

Assist with minor surgery
  Daily-At least once a month
  At least once a year-Never

52
48

43
57 0.53 .465

Test urine
  Daily-At least once a month
  At least once a year-Never

47
53

50
50 0.07 .787

Apply and/or change wound
dressings
  Daily-At least once a month
  At least once a year-Never

42
58

25
75 2.7 .101

Measure blood glucose level
  Daily-At least once a month
  At least once a year-Never

20
80

16
84 0.29 .588

Remove sutures
  Daily-At least once a month
  At least once a year-Never

22
78

12
88 1.3 .260

Undertake venipuncture
  Daily-At least once a month
  At least once a year-Never

8
92

6
94 0.10a .748

* Numbers vary slightly due to missing values ° Significant p value
a 50% of cells have expected count less than 5



112

The estimated frequencies that receptionists were undertaking therapeutic interventions

were generally less than those relating to assessment of patients� health status or those

relating to tasks involving infection control measures. However, approximately one

quarter of all GPs reported administration of oxygen or inhaled medications by their

receptionists monthly or more often and approximately 20% were giving oral

medications. There were no significant differences in responses between GPs who

employed nurses and those who did not. Table 5.31 illustrates the responses of the two

groups of GPs in relation to how often their receptionists undertook therapeutic

interventions

Table 5.31: Receptionists� Frequency of Undertaking Therapeutic Interventions
(Column Percentages)

Task

GPs without

nurse

(*n = 49)

GPs with
nurse

(*n = 32) Chi-square p

Administer oxygen and/or
nebuliser therapy
 Daily-At least once a month
 At least once a year-Never

28
72

25
75 0.13 .724

Apply ultrasound to muscle
injuries
  Daily-At least once a month
  At least once a year-Never

20
80

25
75 0.24 .627

Give oral medications
  Daily-At least once a month
  At least once a year-Never

14
86

15
85 0.03 .868

Apply laser treatment to wounds
  Daily-At least once a month
  At least once a year-Never

14
86

3
97 2.7a .100

Remove plaster cast
  Daily-At least once a month
  At least once a year-Never

10
90

6
94 0.38a .536

Give medications by injection
  Daily-At least once a month
  At least once a year-Never

0
100

3
97 1.6a .213

Syringe ears
  Daily-At least once a month
  At least once a year-Never

0
100

3
97 1.6a .213

*Numbers vary slightly due to missing values
a 50% of cells have expected count less than 5
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Summary

Eighty-four (51%) GPs responded to the survey of whom 88% were male. Their average

age was 47 and they had spent, on average, 20 years in general practice. Most (75%)

had undertaken their initial medical training in Australia. Only 21% were members of

the RACGP.

Most (60%) of the GPs did not employ a nurse in their practice; financial constraints

and lack of identified need being the most frequently identified barriers, while practice

grants, employment subsidies or fee-for-nursing service were the most frequently

identified possible incentives. Twenty-one percent of the GPs who employed nurses,

and 36% of those who did not, believed that medical receptionists could be trained to

undertake any required �nursing� activities in the practice. Close to half of all the

respondents reported receptionists undertaking many clinical activities involving some

form of patient assessment or requiring infection control measures. However, the

majority estimated that only some or no receptionists would be competent to undertake

most of the activities. The survey did not elicit information relating to the receptionists�

past educational or clinical experiences.

In relation to nurses employed in a general practice setting, the majority of GPs

estimated that all or most RNs would be competent to undertake administrative

activities, educate about illness prevention measures and undertake treatment room

activities including triage, basic health assessment, first aid, venipuncture, assisting the

doctor with procedures and medically prescribed interventions. However, the majority

believed that only some or none would be competent to undertake extended health

assessment (for example cervical smear, breast examination, infant development, mental

health assessment or stethoscopic examination), educate about chronic illness or mental

health or undertake research.

Less than half (49%) of the GPs thought that RN training was essential for the role of

PN and 34% believed that EN training was sufficient. The majority indicated that the

continuing education of PNs should be a collaborative (medical/nursing) responsibility,

as should defining the role of the PN.
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A large proportion (82%) said they would be agreeable to expanding the role of their

nurse(s) but most were opposed to any independent functioning. Financial factors and a

lack of special interest groups for PNs were identified, by the majority, as barriers to

expansion of the PN role. The GPs acknowledged the value of nursing services in

general practice and most sanctioned the employment of more nurses especially for the

purpose of preventive care. Measurements of the collaborative practice scale indicated a

moderate level of self reported collaborative behaviour towards the nurses in their

employment.

Thirty-seven (55%) of the PNs responded to the survey of whom all but one were

female. Most  (89%) were RNs and of these 39% had midwifery endorsement and one

psychiatric endorsement. The PNs had, on average, 20 years post registration/enrolment

experience. Most (76%) of the respondents undertook their basic nursing training in the

hospital system. Only three had a nursing degree. At the time of the survey a further

three nurses were enrolled in a post registration nursing degree program. The most

frequently reported (38%) completed post basic course was midwifery. The vast

majority of PNs had previously worked in general hospital wards, and about half had

worked in operating theatres, aged care, specialty hospital areas and midwifery.

Only 59% of the PNs worked full-time, the rest worked part-time or on a casual basis.

The most frequently cited factors influencing the PNs to seek employment in a general

medical practice were the hours of work or flexibility of hours (92%) and the type of

work or type of patients (81%).

This sample of nurses spent most of their time undertaking traditional nursing tasks.

These included triage activities, the initiation of first aid, assisting with, and monitoring

after, medical interventions, undertaking basic health assessment, carrying out

medically prescribed treatments or interventions and undertaking administrative or

clerical tasks. Nearly all respondents perceived that they were at least moderately

competent to undertake these activities. The majority reported that they frequently

engaged in educational and counselling activities in relation to illness prevention

measures and other health services available in the community, less so about the

management of chronic illness, and rarely about mental health issues. Only 31% felt at

least moderately competent to undertake education and counselling about mental health

issues. Activities that have been described in the literature as expanding the role of the
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practice nurse beyond undertaking traditional nursing tasks (for example, extended

assessment and home visiting) were reputedly rarely, if ever, undertaken.

Over 90% of the PNs estimated that they required knowledge and used skills not taught

in initial nurse education at least some of the time but only one (an EN) acknowledged

that she undertook activities beyond her capabilities most of the time. Eighty percent

thought that RN training was essential for their role and, like the GPs, believed that both

the definition of the PN role and continuing education for PNs should be a collaborative

responsibility between the nursing and medical professions.

The nurses responded significantly more positively to nearly all the statements put to

them about nursing�s current and potential contribution to general practice, especially in

relation to their autonomous functioning. The majority of PNs agreed that nurses should

have an autonomous role while the majority of GPs were opposed. Despite this, almost

all the PNs felt valued and respected most of the time. Ninety-four percent indicated

that they would be agreeable to expanding their role. The majority thought that factors

external to themselves (except patients� attitudes) would be barriers to their role

expansion whereas only approximately one third considered their own inadequacies to

be so. Like the GPs, the PNs measured only a moderate degree of self-reported

collaborative behaviour.

The following chapter presents the findings that resulted from the in-depth interviews of

PNs, GPs and medical receptionists, the examination of documents and from the

observations that were made during visits to general medical practices. These findings

help to contextualise the results presented in this chapter.
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Chapter 6

STAGE TWO FINDINGS

This chapter presents the findings from the second stage of the case study. These

findings clarify and extend the survey results reported in the previous chapter, thereby

helping to situate them within specific contexts. The first section of the chapter presents

the characteristics of the sample of PNs, GPs and medical receptionists (MRs) who

participated in this stage of the study and of the practices in which they were employed.

The next section provides data relating to the scope of practice of PNs. This is followed

by the findings related to the ways in which health promotion is incorporated into the

PN role. Finally, evidence of factors that were perceived to influence the development

of the PN role is presented. In order to maintain the anonymity of participants in this

stage of the study, each is referenced by an abbreviation of their work role (PN, GP or

MR) and a number, except for the participants of the PN group interview who are not

referenced individually. A quote from a group participant is referenced as PN-grp.

Characteristics of the Sample and Practice Settings

As described in Chapter 4, the second stage of the case study included a group interview

with ten PNs following a presentation of the results from the first stage and separate

interviews with five other PNs, five GPs and seven MRs. Summary data about the

demographics of each group of interviewees and their represented general practices are

presented in this section of the chapter. Specific information about each of the

interviewees is attached as Appendix K.

Practice Nurses

The demographics of the nurses who attended the group interview were very similar to

those of the larger group of survey respondents. Their average age was 43 years; they

had an average of 22 years nursing experience and an average of 10 years experience

working in general practice. They represented a variety of medical practices: two

worked in solo medical practitioner practices, four were employed in small group

practices (2 � 4 GPs), and the remaining four in large group practices (5 or more GPs).
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Two of the large group practices and one of the small group practices employed more

than one nurse. Only three of the ten nurses were employed part-time. Six of the

participants had a dual role, that of nurse/receptionist or nurse/practice manager.

Similarly all the nurses interviewed individually were female RNs whose average age

was 44 years. They had an average of 20 years nursing experience with an average

seven of these years in general practice. These five PNs also represented variety in

relation to the type of general practice they were employed in: two were from large

group practices, one from a small group practice, one from a solo practitioner practice

and one from a practice with three GPs who each worked at separate times. Two of the

five nurses worked in a situation where there was usually another nurse present while

the other three worked in isolation from other nurses. In two of the latter three settings

there was only ever one GP on site at a time. The represented general practices included

two that served particular population groups (one predominantly Aboriginal people and

the other tertiary students and staff) and three that served a variety of people from the

general population. In the former two practices, the nurse�s positions were not funded

out of the GPs� incomes. Four of the five practices incorporated paramedical services

and their name reflected this (�Health Centre/Clinic�) whereas the other was called

�Doctors� Surgery�.  Only one practice advertised the availability of nursing services in

its promotional material.

General Practitioners

The five GPs comprised two females and three males, ranging in age from mid twenties

to 58 years. They had from three to 34 years experience in general practice. Three of the

GPs were co-principals of large group practices; two of which employed three RNs each

and the other employed two ENs. One GP worked as a solo practitioner in a tertiary

education institution health clinic that employed a RN who was also a qualified

naturopath. The other GP was a solo practitioner who did not have a PN. Two of the

five GPs had only recent experience working with nurses in general practice, two had

many years experience and one only had past experience. Only one of the practices

advertised the availability of nursing services in its promotional material.

Medical Receptionists

Seven medical receptionists were interviewed. All were female and the number of years

they had been employed in general medical practice ranged from two to eighteen. Six of
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the seven had worked with the same GP throughout their general practice employment

and of these, four had moved from one practice to another with this particular doctor.

Only one worked with a solo practitioner, three were employed in small group practices

and three were employed in large group practices. Only one was employed in a practice

that also employed nurses. Two were employed part-time and the other five were

employed full-time. Five of the seven were employed in a dual role, that of practice

manager/receptionist. None of the receptionists had any prior nursing experience and

only two had completed a certified medical receptionist training course. Two

receptionists had entered the field directly from school and the others had come from a

variety of work experiences.

Practice Nurse Activities and Functions

The scope of practice of nurses employed within the Division was further exemplified

through the interviews with both PNs and GPs, and by examining documents from five

different general practices, entitled �Practice Nurse Position/Role Description�. The data

generated from these activities have been organised into four main role domains that are

further subdivided into categories. This is illustrated in Figure 6.1.

Figure 6.1: Practice Nurse Role Domains and Categories

ROLE

Clinician Educator Administrator Supporter

 Dependent  Patients  Resources Doctor

 Interdependent  Other staff  Records Practice

Independent  Regulations

 Quality assurance

The interview data revealed that PNs were functioning in each of these role domains to

a greater or lesser extent, depending on a number of factors that will be presented later
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in this chapter. Although each role domain is presented separately, the interview data

suggests that they are interrelated and often not easily separated. For example, during

the group interview of PNs, none of the dual role participants (nurse/receptionist or

nurse/practice manager) believed they could estimate the percentage of time spent in

each role because the boundaries were blurred, as indicated by the following two

comments.

My husband is the doctor and it is a business that we are running. When
I�m ordering stock or thinking about ways to improve the efficiency of
our family business, I�m also thinking about the best way we can care
for our patients. Isn�t that nursing ? (PN-grp)

I am the only other person in the practice apart from the doctor and
when I�m making appointments I�m mentally prioritising according to
their medical condition because I understand what it is. Also when
pathology reports come in I pick out the ones I think the doctor should
see straight away and not leave them till the end of the day when he
usually looks at them all. (PN-grp)

Only one of the position description documents divided the nurse�s responsibilities into

defined domains; which were nursing, information management, patient liaison,

productivity and internal relationships. The other documents provided lists of �duties�

and one divided these duties into �daily�, �weekly�, �fortnightly�, �monthly� and

�general� categories. When each of the lists was examined, the majority of duties were

related to activities that could be categorised in the role domain of administrator. Data

illustrating each role domain are presented below.

Clinician

In the role of clinician, the PN engages directly with the patient in activities related to

assessing their health status, prioritising their need for medical and/or nursing attention,

planning their health care, undertaking therapeutic procedures, and evaluating the

effectiveness of interventions.  The participants in the group interview described their

clinical role as very broad compared to most other nurses. They likened this aspect of

their role to that of a nurse in the Accident and Emergency Department or an

Outpatients Department, in that they were required to deal with both acute and chronic

conditions across all the lifespan. The data also revealed that, in this role, PNs are

largely dependent on medical delegation or direction. However, there were examples

given by both PNs and GPs that indicated interdependent action between the PN and GP

and instances of independent clinical action on the part of the PN. The interview data
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also revealed a relationship between the degree of dependence and the focus of the

nursing activity. When describing delegated or directed clinical activities that the nurses

undertook, both the PNs and the GPs described a task-oriented focus. Interdependent

activities tended to be described in a condition/illness-focussed way and independent

activities in a patient-focussed way. The following data are presented as examples of

dependent, interdependent and independent clinical activities undertaken by PNs and

clearly illustrate their relationship to the focus of activity.

Dependent.

One nurse summed up the delegated or directed clinical nursing activities when

describing the patient contact she had.

After they see the doctor they come and see us for specific things.  We do
spirometry, lung capacity testing. We take all the blood, if they need any
blood work done.  We do all the injections and the ear syringing.  We do
the basic pre-natal care for the pregnant mothers like blood pressure,
weight and urinalysis. After the babies are born we do the baby weighs
and immunisations.  We do all the ECGs for the doctors and we do a lot
of blood pressure monitoring, where they put a 24 hour monitor on a
patient and they just have to come in and we read it through the
computer every day.    (PN-3)

This task-oriented description was characteristic of the nurses� description of a typical

day as illustrated by this nurse�s account.

Well the doctors usually work in the mornings and they start between
8.30 and 9.30 and we just go, go, go. I do all the injections, take the
blood, do the vaccinations and chase up results. So when the doctors are
here it�s primarily just doing things for them.  (PN-5)

The doctors described this role category in a similar fashion.

I probably use her like you use the nurses in an emergency department
for things that may need to be done, like collecting blood and urine
specimens, and some testing, like ECGs and spirometry, those sorts of
things, and giving vaccinations.  (GP-1)

 A nurse helps to get the patients through more quickly because she can
do the ECG and spirometry and give the injections for me.  (GP-2)

When the nurses were describing the different activities that they were involved with,

they would often start by relating a delegated task in a task-focused way but as they

talked about their increasing involvement in decision making with the doctor, the focus

changed to the condition or illness being treated.
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Interdependent.

The most frequently described interdependent clinical activity was wound care. The

interviewees initially identified one of their tasks as �doing dressings� but after being

asked what the extent of their involvement was, the description changed to �being

involved in treating leg ulcers�. The participants in the group interview all agreed that

the doctors sought their input into wound care. Many of these participants stated that the

doctors openly acknowledged their expertise in this area and essentially left the choice

of dressing materials to them. However, they also expressed their resentment at the fact

that the patient had to be seen by the doctor, either before or during a dressing change,

in order for the fee charged to attract a Medicare rebate. In addition, they asserted that

patients frequently questioned this seemingly unwarranted supervision.

One nurse, who was a member of the Queensland Wound Care Association, said that

the doctors valued her input into the management of leg ulcers.

A lot of the ones (leg ulcers), the regular ones, you know your eight, ten
months ones, I know when they are infected and you know, you even get
to know what they are infected with, just by the smell and the look.  So I
always know when to do a swab, when it has to be sent away, when to
change the type of dressing and things like that. Yeah, I feel confident
making those decisions and the doctors usually agree. (PN-4)

The other PN interviewees made similar comments about the collaborative way that

wound care was managed in their practice. GPs� comments also confirmed this

interdependent role of the PN.

Certainly they should be involved in the initial plan (for wound
management) but again, it�s still collaborative. I guess if you had a nurse
who had all the experience and you didn't, you would definitely want to
use their experience and knowledge. (GP-1)

Nurses who have expertise in this area know more about wound care
than I�ll ever know; I value and expect their input. (GP-2)

Nursing staff are very useful in the practice because they actually have a
lot of skills which doctors don't have when it comes to wound care. And I
think in general practice nurses work very well with GPs because they
draw our attention to things that we don't know and also we can draw
their attention to things they don't know. (GP-3)

There is quite a lot of activity now in relation to the newer products for
wound management and things like that and our nurses attend all the
seminars. They are invaluable for their expertise in this area.  (GP-4)
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Although wound care was the most frequently discussed area of interdependent practice,

other examples of collaborative practice were also given.  One nurse was a qualified

diabetes educator, and one of her special functions was to set up and run a clinic for

patients with diabetes wherein she would monitor their blood glucose levels as well as

their general health status. She claimed to make recommendations to the GP to change

insulin doses and said that he usually acted on her suggestion. She felt that he also

respected the knowledge and skills that she and the Aboriginal health workers had in

relation to culturally based health issues, and frequently asked for their assessment of a

patient�s problem.

One of the group interview participants said that she had been employed primarily to

assist the doctors with both ante- and post-natal care of patients. She said that, in this

capacity, she viewed her practice as collaborative because she contributed her particular

expertise to both the assessment and management of these patients. She explained that

sometimes she saw the patients in the surgery or in their homes independently of the

doctor and sometimes they both attended the patient.

One PN who had been in her position for two years said that as the doctors in the

practice got to know her better they took more notice of her observations about patients.

This increased her confidence in voicing her opinions. She provided the following

example of this.

We had one baby in here, and I guess she was six months old, and I just
noticed she didn't look normal.  The doctor had already seen her and
done the six monthly check and then sent her back to me for
immunisations and weight and head circumference and length. I did all
that but I just noticed that she didn't look normal and she wasn't
responding like a normal baby would respond so I went into the doctor�s
office and I said �would you mind coming and having a look at this child,
it just doesn't look right to me�. Anyway he said, �what do you think is
wrong?�  Now they would never have asked me that when I first started
working here. He came in, examined again, and then referred them to a
paediatrician and said, �I think you are right, and thanks very much for
getting that�. You just have to give them time to get used to you and you
have to respect them.  (PN-3)

Two of the GPs described the interdependent or collaborative role that PNs played in

responding to emergency or crisis situations.

I mean say you are on your own on a Sunday and a drunk comes in or a
drug addict.  If you've got a nurse with the right clinical skills (one of our
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nurses in particular has this experience) it saves an hour's time and a lot
of disruption for the rest of the patients waiting because the nurse has
taken them away somewhere quiet, settled them, assessed the situation
and taken control.  That�s invaluable and for, you know, the odd real or
genuine emergency where somebody collapses it�s fantastic to have
someone who knows where the drugs are, and has the equipment ready to
help you.  (GP-2)

A butcher struggled across from the other side to here and arrested in the
ECG room.  He was resuscitated and still comes to see us. I don�t think
he would have survived without a nurse to help us.  There were two
doctors and the nurse working on him.  We have had all sorts of other
things too.  I have had an anaphylactic reaction; this guy stopped
breathing and we had to give him adrenalin. I just always feel secure
when there is a crisis and there is a nurse around.  (GP-4)

The independent clinical role of the PN was far less consistently acknowledged,

identified or described by the interviewees than were the dependent or interdependent

roles.

Independent.

Two PNs described components of their clinical role that were entirely independent of

medical authority or delegation. Both of these nurses were employed in health centres

where patients could choose to consult either them or the doctor. One of these nurses

estimated that she saw between five and fifteen patients a day when the doctor was not

present and described her role as follows.

It�s sort of triage I suppose.  They present, I have to then decide whether
they need to be referred to another service or whether they can come
back for a doctor's appointment or whether in fact I can handle the
situation�you know things like minor cuts and abrasions, upper
respiratory tract infections, allergies, dressings, monitoring of blood
pressure and anxiety.  (PN-5)

She said that she combined both her nursing and naturopathy skills when assessing and

treating these patients. The patients were not charged a fee for these consultations.

As described previously, one nurse ran a diabetes clinic and the majority of these

patients were monitored independently of the doctor. She referred them to the doctor

when she assessed that it was necessary. They could, however, make an appointment to

consult the doctor any time they wished. Apart from diabetic patients, some women

made appointments to consult her about �women�s health issues�. However she

explained that she had not bothered undertaking the course to certify her to take pap
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smears because the Family Planning Association visited weekly and provided that

service. She said that there was also a small community nursing brief within her position

that involved occasionally (about three times a month) visiting elderly patients at home

as �a courtesy visit rather than a domiciliary nursing visit�. This was to see if there were

any other services she could link them up with. She also visited terminal patients to

assess if they needed a domiciliary nursing service. Patients were not charged a fee for

these nursing consultations.

Some of the other PNs identified that they had an independent role in �counselling�,

�reassuring� or �supporting� patients. However, in describing this role, it became

evident that this was not a formal arrangement but often incidental to a delegated

activity or in response to a patient�s expressed concern. The following data illustrate

this.

We get a lot of elderly folk with diabetes and they will tell you what their
problems are or even difficulties they have using equipment but they
won't talk to the doctor about it.  And while you are doing their dressing
they're talking about their other problems, so I guess we do a lot of
counselling. (PN-1)

I have patients now that just call to speak to me.  People that have come
here for years and they know me because I have been here a long while.
And they know the doctor is not there so they will ask for me and just
want advice on something or other, like if there is an emergency at home,
somebody is sick, somebody has gotten hurt, somebody has gotten bitten
by a dog or something.  They just call and ask for advice �what shall I
do?�. They (the doctors) give me full autonomy on that.  They trust me to
speak to them.  (PN-3)

I probably do a lot of counselling. There's a fair bit of that goes on. If
there is a spare room and someone wants to talk or something, I'll
always bring them in here and sit down and talk to them. People are
dying with cancer and on chemotherapy and they�re sick and all sorts of
things.  They need someone to talk to.  You know, the doctors haven't got
the time to spend with them and I think it is important.  It�s a big part of
their care; the same as taking their tablets.  (PN-4)

The nurses who took part in the group discussion also talked about this aspect of their

role. They said that patients often expressed feelings of comfort and acceptance to them

and said that they felt less intimidated when asking questions of them than if they asked

the doctor. The participants recalled many examples when a patient had spoken to them,

either in person or on the phone, following their consultation with the doctor to clarify

instructions given to them or to ask questions they had felt afraid to ask the doctor.

Other examples given were of patients phoning them, prior to making an appointment
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with the doctor, to ask if their problem was �too trivial to bother the doctor with� or to

seek advice on managing a complaint themselves. The nurses perceived that they had a

different relationship with patients than did their nursing colleagues in hospitals. They

thought they were more trusted because they got to know the patients personally over an

extended period of time, often years. Interestingly though, when one participant made

the comment, �oh I never give advice without clarifying with the doctor first if it is OK

to do so� many of the others then agreed with her.

The only other example given, during the group interview, of independent action was

described by one nurse who said she often called in to see elderly patients on her way

home from work just to see if they were all right. She said, �some of them are like

family, they don�t have any of their own so I just pop in to say �hi� and to check how

they�re going�. She explained that this was not officially part of her job because no one

had asked her to do it and it was done out of work hours.

Only one of the GPs described autonomous nursing activities. He said,

There are a lot of diabetics for instance, who will just come in here to
have their blood sugars checked and it will be up around 20 and the
nurse will interview them and find out what they have been eating and
what they have been doing and why it is like this.  These are not even
consultations; they are just ancillary services.  The nurse undertakes all
of that. There is an enormous amount of activity that goes on that the
doctors aren�t even aware of; where it�s left to the nurse to follow it up.
(GP-4)

He also described the �Well Baby Clinic� that the nurses ran. This was conducted at a

set time each week and new parents were encouraged to bring their babies to be checked

by the nurses. He said it also provided an opportunity for parents to discuss concerns

with each other while a nurse was present to offer advice. This clinic was free to the

participants. Another autonomous function that the nurses in his practice had was to

phone patients who had recently been in hospital to see how they were and to ascertain

if they required a home visit from one of the GPs. These nursing activities were

promoted in the practice newsletter.
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Educator

The interview data illustrates that PNs educate patients, other nurses, doctors and
receptionists.

Patients.

The group interview participants initially identified that the main purpose of nurses

employed in general practice was �to assist the doctor� or �ease the doctor�s workload�.

However, after one participant suggested that the main purpose was to �educate the

patient and round off the consultation� the others then changed their perspective, and

stated that, upon deeper reflection, they agreed with this. However, the data reveal that

patient education is largely opportunistic in nature rather than a planned activity as

illustrated by this nurse�s comment.

I guess we do a lot of educating while we�re doing other things. It�s no
different from in the hospital really, it�s when you�re doing the menial
tasks and stuff that you�re finding out what the patient does and doesn�t
know about their illness or care and so you teach them while you chat
and work.  (PN-1)

Another nurse also described this trend when she said,

A lot of people come in who are generally unfit and you educate them on
how to keep fit, correct diets you know and exercise, that sort of thing.
Of course with the antenatal mums it�s dieting and care of the foetus.
After the babies are born we educate on feeding and immunisations. We
do a lot of blood pressure monitoring so that�s often when we advise
about stress and diet and exercise and that sort of stuff.  (PN-3)

Similarly another nurse said that the majority of her patient education was conducted in

response to a particular situation like a patient requesting a test for a sexually

transmitted disease (STD). She said that the lack of general knowledge about STDs

among her student clientele was widespread. In addition to this, she said that many of

the students came to see her after a consultation with one of the doctors to explain what

a particular condition was and how to access more information about it.

When asked about the nurses� involvement in patient education, one GP responded

with,

We like our nurses to be autonomous to a certain extent, or perhaps I
should say to use initiative and we would be keen, if they have the time,
to initiate things or make suggestions to us. For example, if they said �I
saw Mrs So and So in the treatment room and I found out that she didn't
know much about her asthma medication.  Do you want me to give her a
session?� I would be happy for them to do that.  (GP-2)
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He then added that it wasn�t really much different to the doctors� manner of educating.

�You just do it when the need presents itself and if you have the time and the patient

seems open to listen� (GP-2).

Most of the practices where the interviews were conducted had information pamphlets

about a range of health problems available to patients in the waiting area. Practices that

had a separate treatment room also had a store of pamphlets and leaflets kept in there.

Most of the interviewees said that, often after a consultation, the doctor would send a

patient to the nurse to collect this information and if the nurse had time would then offer

some explanation or additional information. It was the nurses� responsibility to obtain

and replenish this printed material. One of the nurses said that she had also compiled

some resource folders that patients could access about specific illnesses or disabilities

and available community services and self-help groups.

The more formalised or planned aspects of patient education were described in relation

to the more autonomous activities of the nurses like the running of the diabetes clinic

and the well baby clinic. Education sessions were given to individual patients as well as

to small groups.

Other staff.

Only one of the practices where the interviews took place employed student nurses. A

nurse in this practice said that one of the principals of her practice also owned two other

practices and there were student nurses working there as well. Part of her role, as the

�senior� nurse was to teach and supervise students as well as the other nurses. She

explained that in the early days of these three practices being established, she would

conduct training sessions for nursing staff across all three but she now only did that in

the practice in which she was employed. Similarly, other interviewees from practices

with more than one nurse said that one of these nurses would be designated �in charge�

of the others and have a supervisory or teaching role. A few of the interviewees

mentioned that  student nurses had been placed with them for clinical experience just for

a short period of time and that required a nurse in the practice to teach and supervise

them.
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In six of the nine practices in which interviews took place, the nurses belonged to the

Queensland Wound Care Association and both the nurses and the doctors acknowledged

that these nurses educated the doctors in relation to the latest products and �best

practice� in wound management. For example one of these nurses said,

One thing I suggested here recently was that they get this Epiglue, this
new thing for kids, instead of sutures, it�s a super glue comes in a
sterilised container and you just open one every time you need it.  And
instead of giving children stitches you use the glue.  Much easier and a
lot less trauma and it�s actually cheaper than doing sutures.  And I
suggested that to him and the next week he got it.  (PN-3)

When describing all the ways a nurse contributed to a general practice, one GP said,

The nurse can keep us up to date and, you know, on our toes about various
things, which otherwise we might get a bit rusty.  (GP-2).

When asked to identify what �things� the nurses kept the doctors up to date on, he

mentioned wound care and sterilisation procedures. He explained that the nurses liaised

with various bodies and attended meetings and workshops from which they

disseminated information back to the doctors who were usually too busy to attend

themselves.

All three nurses in one GP�s practice were employed part-time and also worked in other

settings. Two of them belonged to a nursing agency and worked in a variety of hospitals

and other medical centres. This GP said,

They are full of knowledge and ideas about different ways of doing things
and we are very grateful for this knowledge�it saves us a lot of time
educating ourselves about some of these things.  (GP-4)

One of the position description statements included the duty of �acquainting reception

staff with clinical procedures�. Three of the PN interviewees described this role. One of

them explained that in one of her previous positions as a PN she had taught the

receptionists to perform some clinical tasks so that they could help �when all hell broke

loose� (PN-1). She said that at that time she had often been the only nurse in the

practice so she had taught the receptionists to take an ECG, remove sutures and perform

a simple wound dressing. She explained that this had been a necessary action to keep

the practice running efficiently when she was tied up with an emergency or when she

was not on duty. She also added that by teaching the receptionists herself she had some

confidence in their ability to undertake these tasks competently and �not panic about it�.
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Another nurse said that the nurses used to triage all �walk-ins� (patients without an

appointment) but that took too much time so they wrote a little booklet to educate the

receptionists on how to do it. She said,

So we sort of educated the receptionists and gave them a little bit of
knowledge and they are very good at it now. They can pick things that
are going on and if it�s chest pain or someone is bleeding they bring
them straight around to us.  (PN-3)

In talking about the ways she contributed to the practice, another nurse mentioned how

she saved the practice money. She said she taught the receptionists �the basics� about

wound dressings for when she was not there to do them herself and commented, �It�s

cheap for them (the doctors): they don�t have to employ another registered nurse then�

(PN-4).

Administrator

In this role PNs, in varying degrees, organise, direct and control available financial,

material and human resources. In addition to these functions, the data identifies that

they have a role in maintaining records and keeping abreast of regulations governing

Medicare and other insurances, Veterans� Affairs entitlements, and Workers

Compensation claims. Complying with standards related to sterilisation, drug storage

and immunisations and assuming responsibility for aspects of quality assurance also fit

within this role.

The interview data reveals how these expected responsibilities and duties are enacted by

PNs.  One GP explained that when his practice first employed a registered nurse, her

initial responsibility was to set up a new treatment/emergency room. The practice was

originally arranged so that each doctor had two adjoining rooms, one for consulting and

one for conducting examinations and medical procedures. There were also two small

procedure rooms for undertaking minor surgical procedures.  An internal renovation of

the building resulted in each doctor having a single room and the two procedure rooms

being converted into one big treatment room. In describing the role of this first practice

nurse, he said,

She pushed through that project, planned the treatment room in
consultation with us and got it organised and set up with standards and
that sort of thing and she was excellent.  (GP-2)

Another GP talked about the most useful aspects of a nurse�s contribution to a general

practice and made the following comment.
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Controlling the stock of consumables is an extremely valuable asset
because they work out which dressings and which plasters are the most
economical in certain situations and still accommodate individual
doctor�s tastes�now if I or any of the other eight doctors go to the
cupboard to use a dressing or to give out a handful to see somebody
over the weekend, we can see how much it costs.  (GP-3)

In describing how nursing work was organised in a practice with more than one nurse, a

PN explained that each nurse had her own particular responsibilities.

Probably my main responsibilities are to deal with stock control, and to
make sure that information, like immunisations, is sent through to the
Department of Health.  There is another nurse who takes care of doing
Pap recall. She is also responsible for making sure that the autoclave is
cleaned on a weekly basis and the biological test is done. The other
registered nurse is really in charge of doing the doctors� bags and books.
She is also responsible for keeping the pathology results and recalls up
to date.  We are all responsible to keep the doctors� rooms tidy and
stocked.  (PN-1)

Another PN said that she was responsible �for just about everything except doctoring�

(PN-4). She said she had to manage all the consumables within a set budget, maintain

the equipment and manage the reception staff and then added,

If there is any trouble in meetings, it�s me that cops the blame, never
mind if I've done it or not� anything.  Or if the girls (the receptionists)
have done anything wrong, you know, I still cop it.  (PN-4)

Being the only person staffing the health clinic when the doctor was not on site, one PN

said that a large component of her role was administrative. For her this included

answering the phones, making appointments, filing records, chasing up results, ordering

the stock, sterilising equipment, typing medical reports for the doctors and surveying the

client population about ways to improve the service.

Supporter

Within this role domain two main categories were revealed in the data: one, quite

specific and related to supporting the doctor(s) and the other, more general and related

to supporting or promoting the practice as a whole.

Doctor.

As stated previously, the nurses in the group interview initially identified that their main

function in general practice was �to assist the doctor� or �ease the doctor�s workload�.
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This function was also described many times during the individual interviews,

sometimes explicitly as it was in the group interview and sometimes indirectly.

The doctors articulated this role in the following ways. One GP said, �being a sort of a

solo practitioner here it�s nice to have the back up of a registered nurse� and �I haven't

actually thought of a practice nurse acting autonomously but rather together with the

doctor as a helper or assistant� (GP-1).  Similarly another said, �a nurse helps you to

get the patients through more quickly� (GP-2) and again another expressed it this way:

�I just felt the practice would run better with a trained nurse, sort of to assist in a lot of

the things that practitioners do� (GP-4). When describing the contribution of nurses to

general practice, this GP said: �It�s basically a four man practice at any one time and

each of us has a set day for operating so they assist us with that�.

Likewise the nurses described the ways in which they supported doctors in their role.

One PN explained that when her current practice was set up doctors were recruited from

other practices, which required her to have to �accommodate their individual needs and

wants� (PN-1). Another described how the nurses in her practice assisted the doctors.

�Usually you have got everything set up and ready and you�ve probably already done a

few things depending on what has happened so it saves them a lot of time and energy�

(PN-3).  When asked to describe her relationship with the doctors in the practice,

another said that one of the doctors called her �the handmaiden� (PN-4). When this

point was pursued, she clarified that this was said in jest, however, she believed that was

essentially what her role was. Another PN said several times that her main function was

�facilitating the doctors� clinics� (PN-5). Although she had the capacity to practice

autonomously she consistently described her main role as supportive of the doctors.

Practice.

Supporting or promoting the practice was mentioned by most of the nurses as either one

of their initial primary functions or as an ongoing commitment.  The position

description statements also identified this role as one of the �Objectives of the Position�.

Throughout the group interview, the nurses talked about how important the public

relations aspect of their role was. They spoke about being �the face and voice of the

practice� whose job it was to present the practice in the best possible light. Many of

them described the practice as a �family business� and those that had been in their

position since the inception of the practice talked about being �part of the family� or �an
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extended family member� who always presented the family/business favourably. They

also talked about how a lot of people �doctor shop� these days making medical centres

competitive so they had to find ways of attracting and keeping patients.

Similarly one of the nurses who was separately interviewed said,

It�s a front line out there, you could make or break their business. When I
started here, Dr X had hardly any patients at all and I built it up from
nothing. And he showed that I did it; he used to give me a bonus every
month, for X amount of new patients I used to get so much cash in the
hand.  (PN-4)

Another PN said that she advertised the services of the clinic regularly by sending e-

mail messages to the campus population and by putting up posters on campus

noticeboards.  One GP also explicitly acknowledged the public relations function of

PNs when he said,

If you�re running a private medical practice you have got to make sure
that you are actually providing a quality service and I think part of that
quality is having a trained nurse� I think there is a critically important
public relations perception, I think the public likes to have a trained
nurse in attendance�they feel very reassured when they see someone in
uniform who is obviously a nurse, or wearing a nurse�s badge. I just
think it�s reassuring.  (GP-4)

In reviewing this data related to the activities and functions of PNs, they suggest that

overall the scope of practice of these nurses as a group is broad in that they deal with

patients across the lifespan, both acute and chronic conditions and preventive,

restorative and rehabilitative nursing interventions. Also their role encompasses clinical,

educative, administrative and supportive components. In their clinical role, they are

predominantly dependent on medical delegation or direction. Their educative function is

planned or expected when directed towards other staff but largely opportunistic when

directed towards patients. As administrators, they are involved in managing financial,

material and human resources as well as maintaining records and complying with

regulations and standards. Supporting and promoting the doctor(s) and the practice were

functions explicitly identified in the data as being of primary importance to the PN role.

The data also revealed that there was diversity between the PNs in the extent to which

they engaged in each of these role categories. For example, one nurse employed in a

large medical centre with a six bed treatment/minor surgery room and resuscitation bay

described her role as largely clinical and akin to an accident and emergency nurse in a
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hospital. Another said she spent the majority of her time undertaking administrative

activities while yet another said she spent about half her time doing delegated clinical

tasks and the other doing reception/administrative activities. Only two PNs specifically

mentioned the term �primary health care� when describing their role. This aspect of the

PN�s role is elaborated in the section to follow.

The Role of the Practice Nurse in Health Promotion

As described in Chapter 1, as well as being the first level of contact of individuals with

the national health system, primary health care is geared towards the community, where

the emphasis is typically on the preventive, rather than the curative end of the health

care continuum. It is holistic health care, encompassing the physical, mental and social

wellbeing of people, and it aims to enable and empower people to take greater control

over their own health. With these points in mind, the data were analysed to identify the

ways in which PNs incorporated PHC into their role.

Two of the PNs actually described themselves as primary health care nurses rather than

as practice nurses. Both of these nurses were employed in health centres that

incorporated other health services as well as general medical services and catered for

specific population groups. One health centre was set up for the staff and students of a

tertiary education institution and the other for Aboriginal people. In both, individuals

could choose to consult the nurse and/or the doctor and the nurses directed health

promotion activities to the client population as a whole, as well as to individuals.

In the first of these health centres, the nurse�s position statement included the function

�provide primary health care for students and staff�. The nurse employed explained that

this meant providing treatment (that was within her training and competence) for illness

and injury and health teaching for individuals. She also said,

I do a reasonable amount of health promotion on the campus. I try and
highlight two to three issues a semester, like breast cancer day or
smokefree day. I get a calendar from Queensland Health and I highlight
what I'm going to do each semester.  It may not be huge but I'll just
maybe put a poster up on a board down in the cafeteria and maybe run a
skin cancer day where we'll get someone, a different GP, who'll just
check skin complaints and things like that. I also write articles about
topical health issues for [the student newspaper] each time it comes out.
(PN-5)
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The nurse employed in the Aboriginal health centre described herself as �very much a

primary health care nurse� because she did everything from �a top to toe health

assessment to making sure someone�s kids have got a proper lunch for school� (PN-2).

When asked what she thought her most important function was, she said: �Getting to

know people, families, really well; making a real difference to their overall wellbeing.�

As previously mentioned, this nurse had a particular interest in diabetes and, as well as

running a clinic for diagnosed diabetics, she conducted diabetes awareness and

prevention campaigns for the rest of the health centre�s clientele. She also made home

visits to check on the general wellbeing of elderly patients.

The other PNs who were individually interviewed were asked about their involvement

in health promotion. One said that she had requested that a notice board be put up in the

waiting area and each week she promoted a different health topic. For example one

week might be about mosquito eradication and the next might be about asthma

awareness. She said that she tried to coincide her promotions with national �awareness�

days or with current media health issues.

Another nurse said,

I think you do a lot more health promotion and counselling here than just
looking after patients like in a hospital. It seems like I have to think a lot
more about their whole life and how things affect their families. In the
hospital you just sort of do the same thing every day and it�s more
mechanical, you know �fix them up, get them out� type mentality. Here,
you�re thinking, how can I make their lives healthier and happier or what
other services in the community could help this person?   (PN-3)

One other said if health promotion meant educating and counselling patients about their

illnesses and ways to prevent exacerbations, then she did that daily. However, she

added, �I probably wouldn�t have a lot of time to do any other health promotion stuff, it

is really quite a busy practice here� (PN-4).

During the group interview, the nurses spoke about their participation in screening

activities. Those who were involved with ante or post natal care talked about the

emphasis they placed on the family�s wellbeing rather than just the mother�s and baby�s.

Most of them agreed that practice nursing was more concerned with family health than

was hospital nursing, where nurses tended to come into contact with individuals for

short episodes of care. They explained that they built up a strong relationship with
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people who had been coming to the practice for a long time and knew all about their

family and work issues. One said, �I�ve looked after some kids from when I immunised

them to when they�ve come about their acne� and another said, �I�ve seen some women

through childbirth to menopause�.

The GPs were not asked specifically about their nurses� roles in health promotion.

However two of them raised this aspect of the role themselves. One of them said,

Our nurses are particularly good at promoting health, probably far
better than us. I�ve heard them advising people when they�ve been giving
them vaccinations for their overseas trips, you know about how to avoid
diseases and how to stay safe. They�re also really good with the new
mums and dads in the baby clinic, not just with the clinical things but the
common sense stuff that makes life easier.  (GP-4)

The other talked about the practice�s plans to extend the nurses� role and said,

We�d like them to help us get some health promotion clinics up and
running. A lot of our patients could benefit from a group program about
weight control or stress management. I think they�d come to something
local, a place and people they know.  (GP-2)

The data presented in this and the previous sections have suggested that PNs are

involved in first level or primary care of individuals (most to a very limited extent) and

engage in some form of preventive health care. A few PNs have a family/community

focus in addition to their individual focus of care. The information also reveals that PNs

believe that they provide holistic care to a greater extent than do their hospital

colleagues. The next section of this chapter puts forward data that gives some insight

into the factors that have led to these findings.

Influences on the Nurse�s Role in General Practice

An earlier section of this chapter presented data that indicated that there was some

diversity in the extent to which, and the ways in which, individual PNs engaged in

clinical, educative, administrative and supportive activities within their practice setting.

This section of the chapter presents data that identifies some of the factors that may

have led to these findings. It also provides explanatory findings related to the reasons

why GPs may not employ nurses in their practice. This section therefore illustrates

possible influences on the development of the nurse�s role in general practice. These

factors are divided according to two levels: global and local, as illustrated in Figure 6.2.
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Figure 6.2: Factors Influencing the Role of the Practice Nurse

Factors

Global      Local

Funding arrangements    Traits of the PN

Professional development opportunities    Traits of the GP

Professional/service linkages    Characteristics of the practice

   Role of medical receptionist

Global

Global factors include those that have an influence on all the general practices within

the Division and/or all the PNs employed in these practices. Three global factors were

identified from the data: funding arrangements for the employment of nurses in general

practice, professional development opportunities for PNs and professional and service

linkages within the local area serviced by the Division.

Funding arrangements.

The cost of employing a nurse and the source of funding to meet this expense were

identified by many of the interviewees as major inhibiting factors in the employment of

PNs. One of the GPs who was a solo practitioner said,

I haven't really dreamed about having a nurse in my practice for such a
long time, it became an impossible cost to factor into my operations a
long time ago. I suppose because I've become so resourceful I've sort of
managed to struggle along day by day without the valued back up of a
nurse.  (GP-5)

Several times during the interview this GP used the term "the luxury of having a nurse".

When asked what he meant by this, he explained that paying a nurse's wages was

beyond his means. He went on to say that he bulk-billed his patients to Medicare, which



137

did not provide sufficient income to employ both a receptionist and a nurse, so he only

employed a receptionist.

Another GP articulated a similar view when she was giving a summary of her

experiences of nurses in general practice. She said,

I have worked in four different general practices.  The first one was in a
large bulk billing centre with between six and eight GPs.  They had a
nurse. There was lots of work for her to do and probably in retrospect
they could have actually afforded two. Number two was a small one-man
practice, which didn�t have a nurse at all. I was a locum for him. It
would have been impossible to see how that GP could have afforded to
pay the wages of a nurse because a nurse is an expensive overhead
compared with say a receptionist. Also the nature of the work with a one-
man practice is such that the random nature of presenting ulcers or
presenting chest pains or presenting respiratory stuff, is such that it
probably wouldn't be economic to employ somebody over the period of
time those things come in.  It was much more economical for the GP to
do those things himself, while he spoke to the patient. The third practice
that I worked in for eight years was actually owned by me and I was a
partner with a husband and wife team.  We had one nurse part-time for a
short period of time but my partner objected to paying the wages for a
nurse and, in fact, his view was that the secretarial/receptionist staff
could be trained up to do dressings. Now I'm here and we employ two
nurses, because with eight of us we generate enough income to afford it.
(GP-3)

And another of the GPs said,

It is quite an unusual situation here because I don�t pay for the nurse; the
situation is artificial.  In terms of personnel, the doctor/nurse thing, and
the equipment, it�s the best I have ever worked in.  (GP-1)

She also said it was a "luxury" having a nurse because in previous practices that she had

been in they couldn't afford to employ one.

Another of the GPs who currently employed nurses talked about a time in the past when

he didn�t and again identified the cost as the reason.

I was in a group practice that had a nurse and then I went off on my own
and I started trying to do without a nurse, because of costs and things like
that. That practice that I started grew into a group practice and as soon as
we could afford it we employed a nurse and then gradually more nurses
and now we have three. (GP-4)

This GP explained that they charged their patients a fee considerably more than the

Medicare rebate and that this enabled them to employ nurses for all their opening hours.

He justified this by saying,
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Our patients pay for a quality service and that quality is dependent on
having nurses who provide additional services to them. They expect it and
they are willing to pay for it� How people bulk bill and survive these
days, I don�t know.  The only way they can do it is by churning through
patients at a rate of knots and I think that in that sort of medical practice
maybe you don�t need a nurse because basically, you�re not really
practicing good medicine anyway. (GP-4)

Others in bulk-billing practices explained that nurses were only employed in their

practices during the week up till 5:00 PM because the penalty rates outside these times

added too great a financial burden. One of these GPs then went on to say how this had

hindered his practice's plans to initiate nurse-run health promotion clinics in the

evenings and on weekends.

This last point also highlights the influence that funding arrangements have on the role

that the PN plays in general practice. The same GP commented on the fact that the

current Medicare regulations did not allow for any reimbursement of fees charged for

nursing activities so that really curtailed nurses� autonomy.

That�s the problem with the market place, if you try and offer a higher
quality service, you will inevitably end up getting either far fewer patients
if you are charging privately or a much lower profit level if you are bulk
billing because you can't charge for anything else like nursing. (GP-2)

Another of the GPs articulated this view of independent nursing activity being related to

economics when she said,

That�s fine (independent activity) if they are working in a clinic like a
hospital outpatients where the salary comes from the central exchequer
but it is certainly not fine if they want to continue to get their wages
because unless the doctor sees the patient there is no income to pay their
salary.  (GP-3)

When asked if she thought Medicare reimbursement for nursing services would change

this she answered,

I think it would be a great idea.  It would actually encourage GPs,
particularly in smaller practices who felt they couldn�t afford it, to have
nurses. (GP-3)

The other GPs were also asked for their opinions about nursing services being covered

under Medicare. One said,

I don't think it would probably ever happen.  Doctors are having a hard
enough time getting money for their services.  (GP-1)

However after a few moments of quiet reflection she added,
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Well in a sense, I mean, if a nurse is going to do a wound dressing, there is
probably no reason why the rebate goes to the doctor as opposed to the
nurse.  Except for the politics. (GP-1)

Another said,

A lot of GPs carry on about nurses getting provider numbers because they
feel threatened by them. I don�t see nurses as a threat. I don�t really think
the nurses are seeking to take over the role of doctors, I think they see
themselves as complementary and part of the team. (GP-4)

The GP who did not employ a nurse commented on the possibility of more nurses being

employed in practices that took advantage of the new Medicare item numbers covering

annual health checks for people over 75 years of age. He said,

An assessment like that takes time, time that most GPs don�t have
especially if they have a predominantly aged clientele. Nurses could very
effectively carry out most of those assessments and they�d be good at it.
(GP-5)

In one of the practices both the GP�s and the PN�s positions were government funded

and the Medicare generated income was used to subsidise other services (dental and

nursing) that were free to the patients. The PN in this practice expressed the view that

this arrangement facilitated a non-competitive relationship between her and the GP and

enabled patients to choose which practitioner they preferred to see. Similarly, the other

PN who was funded independently of the GPs identified this as an important factor

influencing her degree of autonomy.

One PN said she thought that there would be more PNs as smaller practices

amalgamated and offered more services like Accident and Emergency or cosmetic laser

treatment. She talked about how nurses can do a lot of the work and create a lot of

income for the practice.

I know where I am working they are doing something different every week,
like they just recently got the laser facility going and they are totally
booked for the next month and all that is private cash, it�s not Medicare
money because they won�t pay for any of that. They couldn�t do it without
us so they (the owners of the practice) see that as good business.  (PN-3)

Another PN highlighted the cost factor in both her initial employment and then her

subsequent role. She explained how she had originally worked in a pathology collection

service for two years. At that time there was only one GP in the adjacent medical

practice. When his receptionist left he asked her to come and work for him as a

receptionist/nurse. She initially mainly did reception work with a few additional nursing
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duties like giving injections and taking blood. At that time she was paid as a

receptionist. This then changed to half RN pay and half receptionist pay when another

GP joined and they employed a part-time receptionist. Over the next few years two

more GPs joined the practice and her pay changed to full RN as she assumed more and

more nursing duties and additional reception staff were employed.

During the group interview the nurses were asked if they saw the function of practice

nursing changing in any way in the future. Their initial responses were negatively

expressed and most started with "not if...". One of these responses was,

Not if Medicare stays the same. The way it is, nursing is simply not there
so unless it changes we'll always be invisible, just the assistants behind the
scene. (PN-grp)

Only one of the MRs interviewed was employed in a practice that also employed nurses.

The others were asked if they knew why their employers did not employ nurses. Cost

was perceived by some to be the major obstacle.

Dr X and I are moving to another practice in a few months which is much
bigger, about 10 doctors altogether. They have nurses there and students.
We couldn't afford to have one here and besides there's not really enough
room. (MR-2)

A couple of the doctors� wives are nurses, and they�ve thought about it but
the reason why I think they haven�t employed nurses, to be honest, I think
it�s the pay.  They�ve put off putting on a professional qualified nurse for
the pay and also they like to do a lot of their own work.  (MR-3)

This clinic is run as a family business (MR is principal GP's sister-in-law),
so my heart and soul goes into it. I will do anything to save X money; he
teaches me what a nurse would do because it's so expensive to employ
nurses especially with penalty rates and all.  (MR-6)

As indicated by the data just presented, the funding arrangements for nurses in general

practice was a factor identified by most of the interviewees as a major influence on the

GP's capacity to employ a nurse and on the role that nurses play.

Professional development opportunities.

Included in this section are data that identify the opportunities that are available to, and

taken up by, PNs to enhance their nursing knowledge and skills particularly in relation

to the general practice context. Of the fifteen PNs who were interviewed, only one had

an undergraduate degree in nursing and of the other fourteen only one was currently
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undertaking a formal course of study in nursing. This was a post-registration degree

course. None of the others had any plans to upgrade their qualifications to degree level.

The issue of accredited educational programs for practice nursing was raised in the

group interview. Some saw the need for this in promotion of the role as a unique and

specialist area of nursing and essential for the role to expand to include autonomous

functioning. Others made the comment that undertaking the currently offered post-

registration degree program in nursing would greatly expand their existing knowledge

base and equip them with the necessary skills to expand their role. This then led into a

general discussion about contemporary nursing education and their professional

responsibility to keep abreast of current knowledge and trends in health care. One

participant commented �I would love to go to conferences and do other courses but we

are too busy� and another said, �we sometimes have training sessions at our practice

from drug reps and others and I think that�s enough�.

Another nurse also expressed frustration at her lack of professional development

opportunities.

I'm 43 been in the job 11 years, that scares me that I don't know what is
going on out in the world any more in nursing and all that.  I just don't� if
you're in a hospital, you get your ongoing training and that but we're on
our own.  (PN-4)

She expressed resentment at the doctors� lack of commitment or contribution to her

ongoing professional development.

Some of the stuff is on in work time, I wouldn't even mind paying to do
things myself as long as you've still got your pay, but like I don't, if I want
to go then I have to take time off without pay. (PN-4)

However quite a different perspective was offered by another PN.

I think going through a degree program gives you that desire to keep
learning and keep abreast of things and I think as a professional that is
largely my responsibility. I read journals, medical and nursing, and I go to
whatever I can even if it�s in my own time. The owners here are pretty
good, they have organised a monthly education series where someone
presents a case of interest and that can be a nurse or a doctor.  (PN-3)

Two of the GPs mentioned the professional development activities that their nurses

were involved in and how they supported them.

We�ve sponsored them to do different programs. There is quite a lot of
activity now in relation to the newer products for wound management and
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things like that.  Quite often there is a fee to be paid, and we see ourselves
as encouraging that and paying the fees for them.  (GP-4)

We encourage our nurses to attend anything that the Division puts on in
the way of education sessions and we have paid for them to go to a couple
of local conferences that they were interested in.  (GP-2)

Another GP, who only employed ENs, also spoke about the nurses attending wound

care seminars but added, �We do all the training up that is needed for the tasks we want

them to do� (GP-3).

When asked what professional development activities they were involved in, some of

the PNs mentioned their membership in the Queensland Wound Care Association that

involved them in attending bi-monthly meetings and educational presentations. It also

entitled them to receive regular editions of the Association's newsletter and the

Australian Wound Management Association's quarterly journal. These PNs expressed a

belief that wound care was an area in which they could demonstrate expertise and

provide a major contribution to general practice. These beliefs are reflected by the

following PN group participants' comments.

Wound care is a specialty area now and those of us who belong to the
Association know far more about treating ulcers than most of the doctors.
A good part of our day is taken up with those sort of dressings and you
have to know what you're doing; in fact the doctors rely on us to keep them
up to date. (PN-grp)

"Going to the Wound Care Association meetings is really worthwhile
because you learn something new each time which is really relevant to
your job. You feel like you've got something worthwhile to give, you know,
like hey listen you guys I know what's going on here.  (PN-grp)

During the group interview, many of the participants identified that the PN role was

generally unrecognised and/or undervalued because there was no career path for PNs

and no professional association or interest group to provide a voice for their issues, to

share information, to provide education or to give them a professional identity.

However, most of the participants expressed some doubt about sufficient numbers of

nurses �out there� who would be willing to initiate such a body. They explained that

there was an association for medical receptionists already in existence that most of them

belonged to because there wasn�t anything specifically for PNs. This association, they

asserted, provided information sessions about such things as legal issues, dealing with

difficult patients, and practice management and accreditation issues. Some participants
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expressed the view that perhaps this association was sufficient for their needs and that

there was no need to �be divisive� because they all worked together.

This view was reiterated by one of the PNs who was individually interviewed.

The only association is for the medical receptionists and I have been to
meetings with them and they do a good job at arranging things for both
nurses and receptionists.  (PN-1)

She went on to say that she believed this association together with her membership with

the Queensland Wound Care Association was sufficient to meet her needs.

The data revealed that the PNs in this Division do not have access to professional

development opportunities specific to practice nursing. That is, there were no identified

courses that the nurses could undertake to prepare them for their role or special interest

groups/professional associations to advance the cause of practice nursing. However two

bodies, the Association of Medical Receptionists and the Queensland Wound Care

Association, were acknowledged as important facilitators of knowledge and skill

development and provided the opportunity for networking with each other. Other

opportunities for professional development appeared to be more locally determined, that

is, dependent on employer provision or sanction.

Professional/service linkages.

Data are presented in this section that give some insight into how the roles of other

health workers and/or organisations are perceived to influence the role of the PN.

During the group interview the nurses were asked about how they liaised with other

health services or professionals about a patient�s care or ongoing support. The nurses in

the group interview centred their discussion on the lack of communication from other

agencies to them especially with regard to patients being discharged from hospital.

Some of the nurses talked about the increasing numbers of patients coming to see the

GP with complications arising from what they believed to be ignorance related to self-

care. They claimed that these patients �didn�t know�, or �didn�t want to approach the

surgeon�. One nurse said,

This just highlights the general lack of communication between health
services. We only hear about things when they go wrong. Don�t you think
the hospital could ring up when someone is going home and say �just
letting you know Mrs So and So is going home today after her chole
(cholecystectomy)�. Then we�d all know what�s going on. (PN-grp)
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Many of the nurses agreed that they would like to see part of the PN�s role as visiting

recently discharged patients to check if they understood how to look after themselves or

how to recognise early signs of complications. When asked if this would overlap a

domiciliary nurse�s role, one nurse commented: �Domiciliary nurses are far too busy

providing acute care to be able to provide preventive care� (PN-grp).  The others

agreed with her.

One of the PNs individually interviewed said she saw other nurses at education

programs that she attended but had little contact with them about particular patients. She

said that they all had their own responsibilities to get on with and that it was the doctors

who liaised with the domiciliary nurses about patients, not the PNs. However, the PN

from the Aboriginal health centre said that she was constantly in touch with other health

and community agencies about patients and said,

You can�t expect to be all things to all people; we all need to work
together for these people, you know combine our particular skills and
strengths.  (PN-2)

One of the GPs talked about how the PN�s role was limited by other community health

workers� roles.

Generally those things (PNs making home visits) have been taken out of
our hands by the system, you know�palliative care nurses are now
looking after our dying patients at home�and carers funded by CAPS
[Community Assistance Packages] look after people from hostels but they
never report back to us�using our nurses as a primary source would be
very, very significant. (GP-4)

When asked about her views on the PN�s role in health education, another GP made a

similar comment.

It�s far more economical to educate people in a group setting and
organisations like the Heart Foundation and Community Health Centres
are better placed to do that. That�s what they�re there for.  (GP-3)

When asked if she would feel competent to undertake education of patients about the

management of chronic conditions like diabetes or asthma, one PN replied that the

doctors referred these patients to specialist educators at the local public hospital.

Being isolated from other nurses was a factor, mentioned by one PN, as having an

influence on her role.
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I'd love someone else to talk to, to bounce something off them.  When I first
started here I used to ring (the clinic nurse on another campus) a lot and
say, �What do you do in this situation?� because I'd never worked in a
primary care area like this. I was, you know, a little bit unsure legally
where I stood as far as giving vaccinations with nobody (a doctor) being
here.  (PN-5)

Later in the interview she raised this issue again.

The worst aspect is definitely working alone, for me, I don't enjoy that.  I
really would like some one to bounce things off.  I have a lot of support
from Student Services but they are not nurses and they are not medical and
I can't really say, �what about this?� or �what do you think about that?�
because they don't know, they don't work in the area.  When you are doing
health promotion, someone to sort of, say �oh let's do this, let's do that�.
It�s far easier to be inspired when you are with someone, rather than on
your own trying to sort of slog away and you get no response.  I don't like
being alone.  (PN-5)

Interestingly though, when asked what the best part of her job was, she answered,

The best part is you're autonomous. I can run it (the clinic) how I like, you
know.  (PN-5)

These data provide a picture of PNs who largely practice in isolation from other nurses

and health professionals outside their own practice setting. The data also suggest that

the PN role is constrained by this lack of networking and by the perception that others

are better equipped to undertake particular functions.

Local

Local factors influencing the development of practice nursing include those that may

vary from one practice to another and hence have the potential to shape and direct the

role of each PN in a unique way. Local factors identified from the data have been

grouped into four categories: the traits of the PN, the traits of the GP, the characteristics

of the practice, and the role played by medical receptionists.

Traits of the PN.

A diversity of past experiences, expertise, motivation and focus of commitment was

revealed in the data. All of the PNs had come into practice nursing after many years of

experience in a variety of other nursing contexts. The group interview did not generate

any additional information about those nurses' past nursing experiences. However

during the individual interviews, the PNs talked about their previous nursing

experiences and how these had impacted on their current role.
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Following her initial hospital-based training, one PN spent the next 14 years working in

aged care and in a rural community setting. Part of this time she was involved in the

provision of in-service education to other nurses. Her current employment was the third

in a general medical practice. She had been employed in this practice for five years. She

explained that when she first became a PN, assisting the doctors with medical

procedures and undertaking traditional nursing activities was the easy part and not

unlike any other nursing role she had undertaken. However, the difficult aspects were

familiarising herself with the regulations governing Medicare, Veterans Affairs

entitlements, and workers� compensation and third party insurance cases as well

accounting procedures.

Another PN who had 27 years nursing experience explained how she had moved from

the hospital setting to community-based nursing posts five years previously and how

this had prepared her for her current position.

Working in community health and domiciliary nursing gave me much more
of a family nursing perspective. I got to see how family, culture and work,
or lack of it, affect people's health and how we as nurses can make a real
difference if we can only see beyond the immediate problem. You don't
have time for that in a hospital situation. Here, you need the basic skills
like dressings and injections and stuff, but you really need that bigger
picture perspective which I got in the community.  (PN-2)

She also mentioned how she had previously worked with the GP in this practice in

another health centre some years before and how they had built up a strong

collaborative relationship over the time. She said,

We work really well together, we trust each other's judgement and there's
no apparent hierarchy. We refer patients to each other all the time. (PN-2)

This PN came to general practice as a qualified diabetes educator and an experienced

educator of Aboriginal health workers. She had also undertaken a family planning

course. She said that these attributes, together with her other community health

experiences made her "a good primary health care nurse" (PN-2).

A PN who worked in a practice that advertised "accident and emergency facilities with

trained nurses" in its promotional material said that her past experience in a hospital

Accident and Emergency Department had given her the ability to think quickly in an

emergency and to prioritise need. However, she said that the best preparation for the
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position had been her nursing degree program because of its solid grounding in anatomy

and physiology and physical and mental health assessment.

The other two PNs both mentioned their past experience in mental health nursing as

being invaluable to their present role. One of these nurses also talked about how

experience in aged care was an asset.

So much of this job is dealing with the elderly and people who are anxious.
They just sometimes need someone to talk to and someone who will listen.
I guess all my years working in nursing homes and psych units has
prepared me well.  (PN-4)

I started doing a psych nursing course but didn't finish it. I wasn't really
interested at the time but now I find a large part of my job is counselling
students so I'm grateful for the skills I learnt back then.  (PN-5)

 One of the GPs mentioned that one of the PNs in his practice had considerable past

nursing experience in the drug and alcohol field so he felt very confident about this

nurse undertaking assessments of patients who appeared to have a drug or alcohol

related health problem.

All of the PNs were asked how they came to their position and why they stayed in the

role. Many of the PNs in the group interview identified practical reasons rather than any

career-related motivation. They cited such things as "no shift work", "the hours fitted in

with the kid's schooling", "not as physically demanding as hospital work", "close to

home and convenient", "suits family life far better", "it's not too demanding; I couldn't

cope with the pace of a hospital anymore", and "been out of the hospital scene too long

to go back now."

There were a greater variety of motivations for entering practice nursing expressed by

the nurses who were individually interviewed. One explained that after having major

surgery she needed light nursing work so applied for a part-time PN position that was

advertised in the country town in which she was living.  She stayed in that position for

ten years before moving to another locality. She then actively sought another PN

position because she found the role exciting, demanding and never boring or predictable

as she had found in a hospital ward position. Another PN voiced similar reasons.

I was unhappy working in a hospital. The work was too routine and task
oriented and I didn�t feel like I was utilising the knowledge and skills I
gained through tertiary nursing education so I left and did an education
degree. After teaching for awhile I missed nursing so I started looking in
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the employment section of the paper and saw a position advertised for a
registered nurse to work in a medical centre with eight doctors so I
applied because it sounded exciting and challenging. I use my brain here
far more than in the hospital and I think in the future there will be a great
opportunity for nurses to be more autonomous...well that's what I'm
aiming for. (PN-3)

Another PN explained that she had started working in the clinic as a relief nurse when

the incumbent was on leave. At that time she was still a naturopathy student and her

intentions were to become a full-time naturopath. However when the incumbent nurse

resigned, she applied for the position because she saw the potential for combining her

nursing and naturopathy skills.

Another said she had applied for this position because she had a particular interest in

primary health care and Aboriginal health. She said she would be happy to work in

another similar type of general practice where practitioners worked as a team to provide

health services for disadvantaged groups but she would not be interested in working in

privately owned and run medical centres.

However, another PN appeared resigned to working in a situation that was convenient,

secure, and predictable but restricting and unrewarding in terms of her using specialist

nursing knowledge and judgement. She believed that the patients valued her care and

the receptionists relied on her to make triage decisions but two of the three doctors did

not acknowledge, in word or action, her worth and contribution to the practice. Her

reason for staying in this position is summed up by her following comment.

I�ve got bills to pay and I live up the road, like if I sell my car I can walk
home�I�ve been here eleven years, I suppose better the devil you know
than the one you don�t.  (PN-4)

However, despite many comments that expressed her belief that the doctors did not

value her, she articulated a sense of �ownership� of the practice, �I look at it as being my

own practice being here 11 years�.

The data indicate that one influence on the way in which the PN role is shaped in each

practice setting is the focus of commitment or obligation of the PN. In those practices

where PNs are employed by the GP principal(s) their main priority appears to be

assisting the doctor and supporting the practice as a private/family business. This was

evident in the group interview when the participants� initially agreed with one another
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that their main purpose in general practice was to assist the doctor or ease the doctor�s

workload. It was only after one PN proposed that perhaps they were there to educate the

patient, that the others also changed their perspective. However throughout the rest of

the interview, they spoke far more about their responsibility to support and promote the

practice than they did about their contribution to PHC or their commitment to

promoting the worth of nursing in general or practice nursing in particular.

Data from the individual interviews also reveal this focus of commitment. As presented

in a previous section, some of the PNs acknowledged that they taught receptionists to

undertake clinical procedures to save the practice money rather than lobby for additional

nurses. One of these PNs also explained that she had a budget for the treatment room

which she had to stick to and this often meant not being able to order particular

dressings/treatments because of the cost even though evidence pointed to their superior

quality and effectiveness. When asked if she felt a greater allegiance to the patients to

provide the best possible care or to the practice to contain costs she said,

Oh, I don�t have a choice really. If I want to keep my job then I�ve got to
do my bit to make sure the practice makes enough to pay me and that
means that keeping costs down is the priority.  (PN-4)

In the practice where a government-sponsored body employed both the GP and the PN

to provide general medical services to predominantly Aboriginal people, the PN

consistently and repeatedly said that her focus of responsibility was to provide PHC to

individuals and families. The other PN funded independently of the GPs in the practice

also talked about her role in terms of providing PHC to individuals and the client

population as a whole. However, she tended to describe the focus of her responsibility

as �facilitating the doctors� clinics� (PN-5).

Other data that give some indication of the PNs� focus of commitment or perception of

their role were generated in response to being asked to identify the attributes of a �good

practice nurse� and the expectations of the doctors, other staff and the patients. One

described an �ideal� PN as someone who could �keep on top of things� by keeping the

practice �streamlined� (PN-1). She explained further by describing how when particular

doctors were running late and had several patients waiting, a good PN would go through

their charts and take the initiative to start assessment procedures or even change the

order of appointments �to get things moving along�. She said that she believed the other

workers expected her to �keep things running smoothly and efficiently� and the patients
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expected a quality service which included �not being kept waiting, being informed and

getting expert treatment with a caring attitude�.

Another said,

Someone who can keep everyone happy; the doctors, the patients and the
receptionists, but most of all the doctors. It�s all about anticipating
everyone�s needs and being prepared, you know, keeping things running
smoothly.  (PN-4)

Of the doctors� expectations she said,

To be able to do everything, basically all work in the treatment room.
Like, we had a doctor here once and I was on holiday for two weeks and
he had someone that needed an ear syringe and he (the patient) sat with
the wax in his ears for two weeks because he (the GP) wouldn't syringe the
ears out until I came back. I'm expected to do everything, you know,
everything. (PN-4)

Two others gave more clinically focussed attributes of a good PN.

To be non-judgemental, to have good observation skills, to view the person
holistically.  (PN-2)

Well, I think you have to have a degree.  I'm sorry but you have to know
anatomy and you have to have studied the human body and be aware of a
lot of mental health issues as well.  That would be the first thing I would
look at.  The second thing is probably some one that is able to think and
act quickly, in an emergency. (PN-3)

Their perceptions of patients� expectations of them also reflected clinical expertise. One

explained that antenatal and postnatal mothers expected a lot of time and explanation

whereas a young surfer with a gash wanted �a quick patch up job� and the elderly �just

want a chat� (PN-2). The other said,

I think that what they expect is just someone that will listen.  You are going
to do the right thing by them and their family, you are not going to suggest
or do anything that is going to be harmful to them.  They want to know that
you are capable and you know what you are doing.  (PN-3)

Common responses from the group participants indicated that they were in agreement

about their perception of a �good practice nurse� as someone who could competently

deal with all the �non-doctoring� aspects of the practice �without getting in a flap�.

The data indicate that these nurses entered practice nursing from a variety of clinical

backgrounds and with an assortment of expertise that influenced, to some extent, the
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way their roles had developed. Flexibility of hours, convenience to home and the

�lightness� of the physical work were common reasons for seeking a PN position

whereas an intentional career choice was cited by only a few. Most of the PNs portrayed

themselves as loyal and subservient employees whose primary purpose it was to assist

the doctor and support the practice as a private business. Clinical expertise and

contribution to patient care were acknowledged but, for many, this was portrayed as of

secondary importance.

Traits of the GP.

Just as the traits of individual nurses appear to have some influence on the PN role in

each practice setting, so too do the traits of individual doctors. These traits could be

identified as the doctor�s past experience of working with nurses in general practice,

their own particular practice philosophy or work style, their definition of the PN role,

their perception of the expectations of patients and medico-legal concerns about

delegating work to others.

Two of the GPs had only recently experienced working with a nurse in general practice;

other practices they had worked in did not employ a nurse. One of these GPs explained

that when she came to work in this practice, the nurse�s position had been established

for some time, but both she and the nurse incumbent had only been in the practice for

approximately six months. She said that as they were both new to the experience, they

were shaping the nurse�s role together but had the guidance of an established role

description.

The other of these two GPs had extensive experience in general practice, both in length

of time and varieties of practices. He had previously worked as a solo practitioner, a

partner in a small practice and a partner in a large practice with a practice manager

and/or receptionists as the only support staff. His current practice had only recently

included nurses in its complement of staff. He was in partnership with five of the GPs

who worked in this practice; none of whom had previously worked with a PN. He

explained that they had written a nurse�s role description with the assistance of a

Division project officer.
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Two others described their past experiences with PNs before coming to their current

practice. One said her first experience had been in a large practice where she had been

employed with six to eight other GPs and one nurse. She said,

There was lots of work for her to do including regular ECGs and skin
dressings. I was giving anaesthetics there for dental procedures and other
things.  I left after six months because of the quality of care which was so
shocking and the nurse also left. She didn't find that the quality of care
was up to her standard either.  In fact she actually had too many demands
placed on her because I would have people recovering from dental
anaesthetics, having had an ET tube in and blood in their airway and all
the rest of it and she would be taken away or asked to go and do things
like ECGs and spirometries.  (GP-3)

Some years later, in a different practice where she was a partner with another GP for

eight years, they employed a nurse only for a short time because she claimed that �there

was not quite enough regular throughput to guarantee to keep the nurse employed�.

The other GP also had past experiences in general practice, both with a nurse and

without one and described the positive aspects of employing a nurse.

I started in general practice in 1969 and initially the practice didn�t
employ nurses.  But after a short time, and mainly at my insistence, they
started to employ nurses mainly because I just felt that it was essential to
have a trained nurse in a busy general practice context. I felt that groups
especially should be able to sustain the cost of a trained nurse and I just
felt the practice would run better with a trained nurse, sort of to assist in a
lot of the things that practitioners do.  So for seven years I was in a group
practice and then I went off on my own and I started trying to do without a
nurse, because of costs and things like that.  But about 18 months into this
busy solo practice I had a cardiac arrest one day, just with the ordinary
staff, that happened in my room and she was resuscitated fortunately.  She
was very lucky but it was a very traumatic experience and so we sort of
arranged to get a trained nurse very shortly after that.  And ever since
then the practice that I started which grew into a group practice has
always had trained nurses.  (GP-4)

One other GP who did not currently employ a nurse recounted what it was like to grow

up in a household where his father was the GP and his mother the PN.

I was very privileged to have been brought up in a general practice home
environment, where a nurse and a doctor worked side by side in the
professional sense and the family sense. The reason why I say �privileged�
was that I got a wonderful example from both parents and what's more
both parties were very good at what they did.  I got to know the concept of
a nurse in general practice; the way a doctor and a nurse can work
together and so I became able to appreciate the value of the nurse working
with the general practitioner, or family physician. (GP-5)
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The findings from the mailed survey indicated that the majority of GPs who did not

employ a nurse identified �financial constraints� and �a lack of identified need� as

reasons for this. Each of the GPs who was interviewed was asked if they could provide

a rationale for the latter of these two findings. A common explanation was that each GP

has a particular work philosophy or work style and, for some, that included a preference

not to delegate to others. The GP�s particular work style was also cited as a reason why

some GPs who did employ nurses would not sanction them taking over particular

aspects of patient care.

It has got something to do with the doctor/patient relationship.  I mean if
you are taking a two minute history then leave someone else to do the
work, it is very hard to build a rapport with the patient. So, it has probably
got to do with style in a sense�I guess if patients are coming for medical
care to a practice, I prefer to be involved. I think that in the UK the nurses
do the pap smears at a general practice but I think if the patient has got a
problem with a discharge or something, there is a lot that can be gained
from a physical examination and talking through it at the time. I would
prefer to be involved myself rather than to get it second hand� I quite
enjoy doing things myself, that�s why I became a GP - hands on, get in and
meet a variety of patients, to deal with a variety of problems.  I guess if
people want to purely sit back behind a desk and write a few notes and get
someone else to do the work, then that is fine but they are actually the
things that I enjoy doing so I wouldn't be thinking of handing that over.  I
really enjoy the care of pregnant women and women's health and those
sorts of things.  (GP-1)

That�s one reason why we�ve only recently begun to employ nurses
because a couple of the doctors could not see any need for it. They tended
to be the older ones who had been used to doing everything themselves
and just simply did not want to change their habits. They also believe that
it is more efficient to work this way than have patients waiting in the
treatment room for a nurse to do a small procedure. Mind you, I also have
some concerns about becoming deskilled if I hand over too much,
especially in the area of wound management.  (GP-2)

Each of the GPs gave their opinion of the nurse�s role in general practice. Although the

four who employed nurses acknowledged the PN�s complementary role in wound care,

they almost exclusively described all other aspects of the role as assistive in nature. The

following comments from one of these GPs were very similar to those of the others.

If somebody comes in and needs to be seen urgently and I'm already busy
with someone, there is somebody who can deal with basic obs, basic
assessment�she can organise all the paper work�in a sense she is a
registered nurse doubling as a receptionist�I would probably use them
like you use the nurses in an emergency department for things that may
need to be done, like collecting blood and urine specimens, and some
testing, like ECGs and spirometry, those sorts of things. Giving
vaccinations, I would allow a registered nurse to do that and conduct
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patient chart audits and help with the non-medical part of diabetes care,
like diet, foot care, talking about exercise, that sort of thing. (GP-1)

The general picture given by these GPs was of someone who could undertake basic

assessment procedures to aid the medical diagnosis, carry out delegated therapeutic

interventions and contribute to the administrative functioning of the practice. However,

all of the doctors made comments that alluded to the importance they placed on having

a nurse in their practice. The following GP�s comments reflect this valuing of nursing

support.

They�re just an integral part of the practice�I think that the busier you
get and the more of a spectrum of practice you cover the more critical it
becomes to have a nurse and I just think it adds to your appeal�there is
obviously a very strong link that the nurse provides�nurses are often the
ones who transmit back to the doctor�you couldn�t run a practice like this
properly without very efficient trained nurse input. I wouldn�t think any of
these doctors here now would ever attempt to try�if you�re running a
private medical practice you have got to make sure that you are actually
providing a quality service and I think part of that quality is having a
trained nurse.  (GP-4)

The solo GP who did not employ a nurse expressed the view that the GP�s and

PN�s roles should be complementary rather than hierarchical.

I still hold a very strong belief that the ultimate family practice is not
ultimate unless it has got a fully registered nurse in it�there is a never
ending book of reasons why a doctor needs a nurse and a nurse needs a
doctor to get the job done�they are complementary roles�there is a lot of
information about a person's problems, that a doctor misses over a life
time of treating that particular patient, and that a nurse can pick up
intuitively in the first five minutes�the most profound things are right
there, very close but we doctors take them for granted, we ignore them, we
diminish them, often to our own peril, and that�s why nurses and doctors
are complementary.  (GP-5)

Throughout the interview this GP consistently articulated this belief so when he was

asked for his views on having ENs in general practice he said,

I did a lot of locum work for a couple of years when I came back from
overseas twenty years ago and there were nurses there but they were
enrolled nurses.  Without demeaning their role, they can't cut it in a
professional sense in so far as what the ultimate standard needs to be in
general practice.

In comparison to this view, one of the other GPs who employed only ENs said,

I think a registered nurse is probably too trained to be in general
practice�particularly the new RNs coming out from universities where
there is a lot of theoretical education but not a lot of practical�an RN
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who has got a good level of training and a good level of experience is
probably still better employed in a hospital situation where they can use
all their training and I think that ENs, who are basically down to earth
and practical, have been in most GPs� experience far more useful to have
in general practice.  (GP-3)

However, the other GPs did not substantiate this assertion. One of them explained that

he and his partners had recently employed an EN in addition to two RNs and that her

main duties were to assist the GPs with minor surgery.

Interestingly, the GP who believed that RNs were �too trained� for general practice had

just expressed the opinion that, unlike nurses in the UK, Australian nurses were not

adequately prepared to undertake autonomous activities like running a well baby clinic.

She said,

You can�t really compare a clinic doing immunisations with a nurse
trained in the Australian system, to one in the UK because the people who
do immunisations in the UK are child health trained and the health visitor
in the UK, who goes round and visits children and does immunisations,
has a three year postgraduate degree�I don�t think at the moment
Australia is really ready for nurses to be doing that, because they haven�t
got that extra training.  (GP-3)

Medicolegal concerns were mentioned by one GP as influencing the extent to which she

would allow a PN to do anything independently.

 If I was in a position of owning a practice and employing a nurse, I'd be
making every attempt possible to find out what the legal ramifications
would be because I just have a sneaking suspicion that it would all come
back to the doctor because the lawyers go for the people with the
money�so I wouldn't want to be held responsible for somebody else's
actions. (PN-1)

Another GP expressed similar concerns when he said,

I just think we are getting deeper and deeper into medico/legal difficult
areas�the line responsibility is enormously complex. If someone�s given
the wrong advice, even with a trained nurse, it ultimately comes back to
the doctor.  (GP-4)

Most of the GPs held the view that patients came to a general practice because they

were seeking medical assistance for a complaint. Because of this, they asserted that

patients expected the doctor to manage their case and be responsible for their treatment.

Generally speaking, people come to the doctor�s surgery to see a doctor
don�t they? Certainly, a nurse might actually do some of the things a
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doctor suggests and people are accepting of that because they know the
doctor has ordered it.  (GP-1)

Essentially, this is a medical practice; our patients would be very upset if
they were sent to see the nurse for something without knowing we�d
sanctioned it.  (GP-3)

I�m getting on a bit now and my patients are all elderly and I know them
all so well. I guess in a lot of ways I feel I�m probably the best person to
try and coordinate their care and that�s certainly what they would expect.
But I think it is important that the GPs have an interest and knowledge
about what else is available so they can utilise the services and that�s
where nurses are so important because they keep the doctors up to date.
(GP-4)

The data in this segment suggest that the GPs� past working relationships with PNs,

their particular practice philosophies or work styles and their interpretations of the

nurse�s role have some influence on the employment of nurses in general practice and

the role they play. One common finding was that the PN was perceived to be an

assistant to the GP, although acknowledged to have particular expertise (especially in

wound care). Another was that there was a perception that some GPs did not employ

nurses because they believed it was either more efficient or more holistic to undertake

necessary clinical procedures themselves. Medico-legal concerns were expressed by

some as reasons for being cautious about increasing nursing autonomy in general

practice.

Characteristics of the practice setting.

The size and configuration of the practice and the range of services offered were found

to be influencing factors for both the employment of a nurse in the practice and the role

that nurse played. As previously presented, cost was identified as a significant

prohibitive factor in the employment of a nurse in a solo practitioner or small group

practice. The data indicate that with the addition of doctors to a practice or with the

amalgamation of small practices, a nurse was sometimes then employed because the

cost was more easily borne. Apart from the number of doctors in the practice, the actual

physical size or space available in the practice and the way that space is organised also

have some bearing on the feasibility of having a nurse and the functions that nurse

might undertake.



157

Observations carried out when visiting practices to interview participants revealed that,

in some practices, there was no available space to accommodate a nurse. In these

practices there was a doctor�s room in which both the consultation and any necessary

clinical procedures were carried out and a reception/waiting area that accommodated the

receptionist and the waiting patients. In addition to these areas there was often a small

utility/store room containing files and stores. In contrast to this were the larger practices

that incorporated a treatment room or rooms and sometimes a small operating theatre

that afforded the necessary �space� for nursing activities to be undertaken. Previously

presented data described how an internal reorganisation of space was necessary in one

practice to provide a large enough treatment room for nurses to be able to function.

In the practices that employed nurses, the spaces that the nurses occupied were very

similar to those found in the Accident and Emergency or Outpatients Departments of

hospitals. That is, they were usually rooms incorporating �bays� of examination beds

and equipment separated by screens or movable partitions. Some of the nurses pointed

out that this situation made it difficult for them to provide appropriate counselling for

patients because of the lack of privacy and because of the demand on the �space� for the

next patient waiting to have a procedure undertaken. One practice had a comfortably

furnished room that included a children�s play area in which the nurses ran the well

baby clinic.

Closely linked to the size and internal space arrangements of the practice was the range

of services offered to patients. Some of the practices advertised �Accident and

Emergency� facilities and incorporated a resuscitation bay/room adjacent to the

treatment room. Participants from these practices explained that nurses with previous

emergency nursing experience had been sought to manage these areas. Similarly, some

practices included minor surgery/day theatre in their range of services and recruited

nurses with operating room experience. These practices tended to employ more than one

nurse and often these nurses were assigned to particular areas or functions. In contrast,

the nurses employed in practices with a smaller scope of services tended to have a more

generic role.

Role of the medical receptionist.
The first stage of this study revealed that every general practice in the Division

employed at least one receptionist and that some were performing tasks that involved

direct patient assessment, monitoring and therapy. This survey did not ascertain which
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receptionists, if any, had prior nursing education or clinical experience or had

undertaken a medical receptionist training course. This raised interest in their

backgrounds, the context in which they undertook clinical activities, their feelings about

this, their beliefs about their contribution to patient care, and the influence, if any, their

role had on the development of the PN role. Consequently, receptionists were included

as participants in this stage of the study. The data generated from their participation

enhances understanding of these issues.

Each of the receptionists was asked to explain how and why she became a medical

receptionist. Common responses included long term personal experiences with

hospitals, doctors or nurses or an unfulfilled desire to be a nurse.

Probably because I didn�t do nursing which was something I�d always
wanted to.  (MR-1)

I had a daughter with CF (cystic fibrosis) so I spent a long time around
nurses and doctors and in hospitals and that sort of thing so I thought it
would be something I would like to get into and I did and have not looked
back.  (MR-2)

I've always had a lung condition and I came to my doctor, one of the
doctor's here, and he had a little surgery with just two doctors in it, and
then he built this and he said, 'look, you know, why don't you come and
work here.  It would be better for you.'  So that is what I did because I�ve
always had this fascination for medical things; I always wanted to be a
nurse in fact. MR-4)

My sister is a nurse and her husband is one of the doctors here. I came
here from school for work experience because X (GP brother-in-law) knew
how interested I was in medical stuff.  (MR-6)

Another receptionist said that she had consulted a local doctor one day while wearing a

white uniform and he had asked her if she would work for him. She explained to him

that she was currently employed as a cleaner not a nurse but did have some accounting

and first aid experience. She said,

He must have thought that was sufficient because he asked if I could start
straight away so the next day I threw in the cleaning job and started with
him.  (MR-4)

The small questionnaire that each receptionist completed prior to interview provided

information about how often she undertook specified clinical activities. These responses

were compared to those given in the mailed survey by their employing doctor. In three

of the cases there was congruence. In the other four cases there was very little
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congruence about which activities were taken or how often they were undertaken. As

the interviews proceeded, the reason for this became clear. In the practices where there

were several (four or more) receptionists, each one�s role tended to be specific rather

than generic; a finding similar to that of the PN�s role. That is, while one of the

receptionists in the practice may have been frequently undertaking a range of clinical

activities, the others may not have. For example one of the receptionists explained that

she dealt almost exclusively with one of the GPs who did cosmetic surgery.

I basically deal with his cosmetics, well I basically run his cosmetic side as far
as liaison with patients, booking appointments, booking procedures, ordering
supplies.  (MR-1)

This receptionist was employed in a practice that also employed two nurses and

explained that the receptionists only attended to electrocardiograms, spirometries, first

aid, wound dressings and sterilisation of equipment when there was no nurse which was

between 4:30 PM and 6:00 PM during the week and on the weekends. She also

explained that not all the receptionists worked during these times while some only

worked on weekends. Hence there was diversity within one practice in the extent to

which receptionists engaged in clinical tasks.

Another receptionist, who was also the practice manager, described the variety of

functions she performed.

I'm involved with bookkeeping, I could be on the front desk answering the
phones, I could be dealing with results or I could be dealing with patients,
or assisting with sutures; it�s a wide range, you're not just stuck behind a
desk all day.  (MR-3)

However she explained that the other receptionists were different in that they were

assigned to particular roles each day.

Two girls answer the phones, get the files out, deal with patients' accounts
and that�s it.  And there is another permanent lady who just deals with
pathology and results constantly, sort of between the peak hours of nine to
five. Business sort of slows down after five o'clock and they get a range of
jobs to do then but when it�s busy they've got a designated job and they
know that�s what they do.  (MR-3)

In another practice, the receptionist said that there were usually about five receptionists

on at a time and that they were each assigned specific tasks or duties for the day. She

said,

One might be out the back getting patient files out ready, one will be
downloading pathology results from the computer and sorting X-rays into
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the relevant doctor�s boxes, one will be sterilising instruments and tidying
up the waiting area and the other two will be on the front desk answering
phones and dealing with patients as they come and go� one of the
receptionists is a nursing sister and she does the lasers, about 16 a day,
and the dressings.  (MR-4)

When asked if this receptionist had current nursing registration, she replied that she had

been a nurse a long time ago but was not registered any more. However she quickly

added, �everything that happens here a doctor sees.� Then she explained how that

worked.

Like if we get the blood pressure checked by X (the receptionist who used
to be a RN) the doctor comes and they always recheck it, just to make sure
that it is 100%�or she might unwrap the dressing and get it ready, but the
doctor will come and look at it and say what they expect and then the
dressing can be done.  (MR-4)

A receptionist from another practice described a similar situation. She explained that

she sometimes put a dressing on a patient after an excision but the receptionist who

�used to be a nurse� usually did the ulcer dressings. That receptionist was also rostered

to assist the doctors with minor procedures and to monitor the patients afterwards.

However she said,

The doctors prefer not to have trained staff acting as trained staff because
they don't want that; they want to be in control and they don't want
anything to be done without them being fully in control, you can
understand that.  (MR-7)

Three of the receptionists described the clinical aspects of their role in detail. One

described how she had initially only been involved in reception, clerical and accounting

activities but as the practice expanded she began taking on more and more patient

assessment activities and began initiating some interventions.

When I started being a practice manager I spent a little bit of time in here
(the office) but I always kept the door open and I listen to what is going on
or the girls will call me if a patient�s coming in bleeding, or a patient is
coming in with chest pains, or someone has carried someone in and I will
respond accordingly. I will take them out of the waiting room immediately
and into a separate area and then I assess them.  Whether it�s chest pain,
whether they are bleeding, where they are bleeding from, have a look to
see how deep the wound is.  I just try to assess what the problem is,
whether it�s burns or whatever�Schizophrenics come through and you
can see that they are very agitated and they don�t want to wait�you just
keep an eye on them the whole time they are at the surgery� I've come
across a few patients with chest pain, who�ve just sat down not wanting to
make a fuss and I�ve thought �you don�t look very well�.  I call them out
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and maybe do an ECG on them before we even get the file�Someone with
sutures, if they come in, I clean it up, have a look, see how bad it is, decide
which doctor they are going to see, and proceed accordingly.  For some
doctors I will use an anaesthetic cream, some doctors I just won�t ... So I
can sort of pre-address a lot of the things, prepare a child if it�s going to
be sutures�let mum know this is what is going to happen.  (MR-7)

When asked what training had prepared her for these things she explained that she used

to manage an indoor sports centre and swimming pool in the UK before she migrated to

Australia. That job gave her both management and accounting experience as well as

skills in first aid and resuscitation. In addition she described how she had �acquired�

other skills and knowledge.

I have got a fairly extensive medical background in the family.  My
husband works for the Queensland Ambulance and his father is a GP.
Two sisters and mum, they're all nurses.  Another sister is a chemist.  The
medical background was there growing up...I picked up medical books
lying around.  (MR-3)

When asked if the other receptionists could be trusted to assess patients and initiate

treatment like she did she replied,

No, not that they are expected to either, they are not.  They are not paid
accordingly, they're not trained accordingly and I wouldn't say that I have
the training or qualifications to do it either, it�s just experience, but it is
sometimes a worry that they can't do everything.  (MR-3)

She explained that because the practice was so busy and she couldn�t always be on hand

to triage patients she had asked the doctors for some guidelines that she could write up

for the other receptionists to follow.

Another receptionist, who worked with a solo practitioner, said that it was essential for

her to be able to deal with any type of emergency or crisis because she was the only

person available when the doctor was engaged with another patient. She provided

examples of this.

I do lots of counselling with people on the phone that ring up upset; people
saying that they are about to kill themselves or somebody's died, or you
know, just different things, can't cope any more, something wrong with
their children. Usually they ring me first and because we are very personal
here, they talk to me and say �oh what should I do?� Then I will try and
calm them down and talk to them because I've had kids of my own as well,
and been through all the things with kids trying to kill themselves and all
that.  I've got more life experience than formal, you know, practical rather
than theory; plus the doctor's taught me a lot. He is excellent with helping
people and he doesn't judge people and that is what he has taught me not
to do too. (MR-5)
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She also said that she helped the doctor with excisions and she did ECGs and pregnancy

tests. Asked how she helped with excisions she said,

Prepare the tray, get it all ready, get everything ready for him that I know
he needs because I know exactly what he is going to use.  Put the gloves
on, while I'm there, sort of with the scissors and I just cut as he sews, dab,
the usual you know, swab, that sort of thing.  Little bits that are nursing
type stuff, but not really.  I find that fascinating and wish I'd been a nurse
now. (MR-5)

She mentioned that, because she knew the patients well and often felt very concerned

about them, she often dropped into their homes to see how they were coping or to

deliver prescribed medication to save them a trip to the surgery.

In response to being asked about her preparation to undertake such activities, she said

the doctor had taught her some clinical skills to assist him with minor procedures and to

initiate first aid if he wasn�t immediately available. She also said that many years of life

experience dealing with her own children�s physical and emotional traumas had

equipped her to provide support and counselling to patients in similar situations. In

addition she explained how she belonged to the Association of Medical Receptionists

and attended their training workshops when possible. One such workshop that she

mentioned was how to deal with aggressive or violent people. She explained that this

was necessary in their practice because many of their patients had schizophrenia and

occasionally became extremely agitated. She also said that they had experienced �drug

addicts on the prowl looking for script pads and stuff�.

The third receptionist who described her clinical activities had only been in the position

for two years and had come straight from school. She said,

It takes you three months to sort of find your way around the clinic,
learning a lot of new names, medical terms, until six months and then you
think �Oh I can do this job�. Thereafter you don�t even think it; it just
happens. (MR-6)

Asked to elaborate on what �just happens� she replied,

If you�ve got someone bleeding and no doctor, you�re the one holding the
pressure and you make a lot of decisions, you know, like how urgent or
routine a case is; after awhile you know the patients, you can tell what�s
serious and what�s not�people come in to have a dressing changed; the
first time the doctor shows you what he wants, after that you just do it�or
taking blood, once you�ve done it a few times, it�s no big deal.  (MR-6)
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She went on to say that she had learnt to take blood from a pathology collection nurse

who worked next door.

It�s quite easy you know learning how to jab people, nothing to it really,
you don�t need to do the full course they run, that�s too expensive, about
$90 I think and takes a couple of days.  (MR-6)

When asked why she had not gone into nursing as a career she replied,

I was going to but Dr X said you�re too smart for nursing, go and do
something better with your life.  (MR-6)

She described how she was doing this. She explained that the principal GP was

currently in America studying cosmetic surgery and had offered herself and the other

receptionist,

positions over there, to study, train as technicians, nurses�for three
months basically; it�s really intense, 8 to 6 type job� hair transplants,
scalp jobs, laser resurfacing�I�ve already read a couple of textbooks on
it, you know I�m really excited, I love getting my hands dirty. If there�s
someone bleeding, I�m there.  (MR-6)

She stated that when this doctor returned he was going to set up a cosmetic surgery

practice and she would be his assistant and would earn about $90,000 a year.

In contrast to these receptionists who appeared willing and confident to undertake

clinical procedures, another receptionist expressed her unwillingness.

I set the guidelines to start with I think, when I started here, in that I am
not a nurse, I have no nursing background or training apart from doing
the basic first aid. I didn�t want to get involved in that area of it and I
think it�s a fine line, you have to watch what people consider you to be
responsible for if something goes wrong. And I just make it clear. I really
don�t want to get involved in that side of it. I make sure someone is
comfortable and I will lie them down if I think they need to but when it
comes to doing nursing, I just said �no I don�t want to do that� and they
were quite happy to accept that. I did the venipuncture course with (a
pathology collection laboratory) and things like that but I knew I wasn�t
comfortable doing that.  (MR-2)

Some of the receptionists explained that their practices had written guidelines for

triaging patients and performing certain procedures. For example one receptionist said,

We have various questions we ask them. Are they bleeding, have they got
any pain, have they got any chest pain. There is a variety of questions
that we ask to determine the emergency of their situation, whether we
need to get that patient down here or whether they really need to go to
hospital straight away.  (MR-1)
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However, this receptionist then went on to relate how she often made her own

judgements about the urgency of a patient�s condition �because I understand their

situation after being in the practice for so long time and getting to know them well�.

Another described how the receptionists applied laser treatment and explained that this

was �a simple procedure that doesn�t require any skill�. She went on to say,

 It is so simple. The doctor marks an area with a cross, so if it�s on your
hand, he will put x number of crosses on it and it is just like a pencil so
you just hold it there until it automatically goes off.  So you really can't
make a mistake with it.  You have glasses to protect your eyes and so
does the patient�It takes about 15 to 20 minutes so naturally you are
one on one in a room on your own with the patient, so they get very
friendly and chatty. (MR-4)

She was then asked how she determined what parts of �the chat� with a patient were

important to relate to the doctor. She responded by relating a particular incident that she

had been involved in.

We had a young girl and she had been going to another practice and
coming here as well. She was a very bad asthmatic, and she was on two
lots of different medication.  And, because I take asthma medication
myself, I said �ooh I don't know, I don't think that�s right�.  I said, �look, I
think you should ask the doctor�.  �Oh no� she said, �I don't want him to
know that I went to the other doctor�.  I said, �but they don't mind, you
know�.  �Oh� she said, �well just ask him�.  So I did and the doctor said,
�she's got to come in, she can't do that�. So the next time she came I said
to her, �look, you know I did mention it to the doctor and he is here now
so would you like to see him?�  And we fitted her in to see the doctor.  He
couldn't believe it, she was on two lots of steroids and she had put on
something like a stone and a half in weight.  Couldn't have done her
heart a lot of good either I wouldn't imagine.  (MR-4)

This receptionist was then asked if she thought that another receptionist, with no

personal experience of asthma medication, would have responded to the situation in the

same way. She responded, �I don�t think so; I guess she was just lucky that she got me

that day�.

Having started her medical receptionist career straight from school, another receptionist

said she had essentially �learnt on the job� (MR-7). She explained that out in the

country you get all sorts of emergencies turn up at the surgery and you had to deal with

it. She said the doctor had said to her �there is no one else to do if for me, you've got to

do it girl�. She said that she had been taught how to do dressings from that doctor�s
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wife who was a theatre sister and usually attended to them herself but sometimes �was

out of town�. When asked specifically about training for sterilising instruments, she

replied: �We have all had a certain amount of background in the same field and we

really think we know what we are doing�every one keeps tab on every one else�. She

also explained that one of the other receptionists had �been a nurse, been in theatre and

that sort of thing, so she knows�. That receptionist had not had a nursing practising

certificate for fifteen years.

Another also described much of her training as �hands on experience� built up over

time and passed on by the doctors:

Watch them, nausea, fainting, don�t let them stand, call someone to come
and get them if they�re driving if they have had an injection�that sort of
thing, it�s mainly verbal we don�t have written guidelines. There are no
standard rules, it�s just them (the doctors) saying this is what I want you
to do for each different patient.  (MR-2)

A few of the receptionists mentioned that they thought that a lot of patients believed

they had more knowledge and experience than they actually did.

I think they assume that you are a nurse or have nursing background or
something to be a medical receptionist. A lot of them have that
idea.�(MR-2)

The evidence for this she gave as patients ringing to get the doctor�s opinion and when

told the doctor was busy being asked, �oh well probably you can help, you�re a nurse

aren�t you?�

The receptionists were asked if they thought that the medical receptionist role would

change at all in the future.  The following opinion was very characteristic of the

majority of their responses.

I see that being more of a nurse�I mean you could do it in two or three
nights, you could learn to take blood and give needles and it only takes
two days to get a medical first aid certificate...probably they will do a lot
more nursing I think�It�s a lot cheaper to employ a receptionist. She
gets a minimum wage of $13-$15 an hour, possibly up to 16 something
dollars depending on her duties, but a nurse is a lot more.  (MR-6)

During the group interview of PNs many asserted that they were aware of GPs who

actively recruited student nurses or unregistered nurses into the positions of medical

receptionists to assist them with clinical procedures. These nurses believed that the
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doctors did this to reduce the time and/or costs involved in teaching �untrained� staff or

employing a qualified nurse.

The GPs were asked to give their views of receptionists undertaking clinical work. Most

expressed concerns or reservations about this but defended their colleagues� decisions to

promote it.

I don't think that receptionist staff should be doing medical work.  I think
you could probably train a monkey to put ECG things on in the right
place, but you know a registered nurse or a doctor can tell if a lead is
back to front or something is amiss. If some non-medical person was
doing an ECG and that happened and it prints out �normal� at the end
and the patient walks out the door based on that, then it�s a real problem.
However, if you can train a receptionist to adequately do what you want
them to do it saves you thousands of dollars a year paying someone
registered to do it�and with the GP being so poor I guess you�ve got to
try and make the most of it.  (GP-1)

I think receptionists possibly have a role in helping with some of the lists
and some procedural work, like ECGs and spirometry, weigh pregnant
mums and so on, test urine but these are things that anyone can do and
that�s enough.  (GP-4)

I've been very fortunate on one or two occasions to find staff who are,
well they fall out of heaven.  Those sorts of people, secretarial
receptionists, are very hard to find. But they�re nowhere near a nurse.
They overlap, sometimes, but you can�t put them all under the same hat.
(GP-5)

These data indicate that there is diversity within and between practices in the extent to

which medical receptionists undertake clinical procedures. Some describe a role that is

difficult to differentiate from that of a practice nurse while others have very limited or

no involvement. Some have had prior training and/or experience in nursing or through a

medical receptionist course and some have been taught �on the job� by doctors or

nurses. There was also diversity expressed in their willingness and confidence to

undertake these procedures. While some appeared to eagerly seek out and take on this

role, others just accepted what was delegated to them and some articulated reluctance.

Summary

This chapter has presented the findings from a group interview of ten PNs, individual

interviews with five other PNs, five GPs and seven MRs, and document review and

observation of general practices. The findings have been divided into those that describe
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the activities and functions of the PNs and those that give insight into factors that appear

to have had some influence on the employment of nurses in general practice and the

development of their role.

The PN�s role has been shown to encompass four main domains: clinician, educator,

administrator and supporter. As a clinician, the PN undertakes activities that are

dependent on medical delegation or direction, activities that are interdependent or

collaborative, and activities that are independent of medical authority. The data

indicated that as the PN�s activities moved from dependence through interdependence to

independence so too did their focus of activity. This was shown to change from task to

condition to person.

The clinical role was shown to be predominantly dependent and included activities that

aided the medical diagnosis and contributed to the medical treatment of the patient. The

management of wounds, particularly leg ulcers, was identified as the major

interdependent function that the PN�s engaged in. Independent nursing activity appeared

to be largely in relation to counselling or supporting patients but this was shown to be

incidental to other activities rather than planned or deliberate. In the role of educator,

the PN instructs and educates patients but this appears to be largely opportunistic rather

than a specified role activity. However, educating receptionists and the doctors about

standards, regulations and some clinical procedures was identified as an expected part

of the PN�s role. As an administrator, the PN contributes to the management of

financial, material and human resources and the maintenance of records and standards.

Supporting the clinical function of the doctor and the practice as a private business was

identified as a primary role function.

The major factors identified as having an influence on the employment of nurses in

general practice were the cost, the size and configuration of the practice, the doctor�s

personal practice philosophy or work style and the medical receptionist�s involvement

in clinical activities. The findings suggest that some small practices cannot financially

support the employment of a nurse and may not have the space to accommodate one.

Some doctors perceive that the effectiveness and/or the efficiency of patient care is best

maintained if they provide all care themselves. Some practices employ unlicensed

personnel to provide both administrative and clinical support. There is diversity within

and between practices in the extent to which medical receptionists undertake clinical
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procedures. Some describe a role that is difficult to differentiate from that of a practice

nurse while others have very limited or no involvement.

The findings revealed diversity in the extent to which and the ways in which individual

PNs engaged in each of the role domains. Some factors, like the arrangements for

funding the PN�s position, the opportunities available for the PN�s professional

development and the linkages between general practice and other health sectors of the

health care system, were found to be globally influential. Others, like the PN�s past

nursing experiences and expertise, motivation for seeking general practice employment,

focus of commitment and perception of the expected role, were identified as shaping

and directing each PN�s role in a unique way. So too were factors like the GP�s past

experience of working with a PN, practice philosophy, and definition of the PN role,

and the range of services provided to patients of the practice.

The next chapter discusses these findings and those of the previous chapter in relation to

the research questions and previous research findings. It then addresses the limitations

of the study and presents the general conclusions. Recommendations for nursing

practice, education and further research are also presented.
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Chapter 7

DISCUSSION

The purpose of this study was to explore the role of one particular group of nurses in

relation to their contribution to PHC in Australia. Practice nurses were chosen to study

because they are employed outside the traditional boundaries of the hospital and, unlike

other nurses in the community, they were �invisible� in the rhetoric of the HFA

movement in Australia.  Interestingly though, their medical counterparts, GPs, were

consistently identified as key PHC players. Hence, the study sought to answer the

following questions:

1. What role do practice nurses play in primary health care in Australia?

2. What influences the way this role is enacted?

3. To what extent should the role be maintained or modified to ensure nursing�s

contribution to the health of the population?

A case study of one Division of General Practice in southeast Queensland was

undertaken to address these questions. The study was conducted in two stages:

preliminary descriptive phone and mail surveys of principal GPs and nurses practising

within the Division followed by in-depth interviews of a sub-sample of the survey

respondents plus a sample of medical receptionists. Observation and document review

supported the data from the interviews. The objective of the first stage of the study was

to provide broad information about the nurses� backgrounds and their activities, the

respondents� views of the current and potential role of PNs, and other factors that may

influence the contribution of nurses to this sector of PHC. The next stage of the study

was designed to extend the findings from the survey in order to conduct a more detailed

level of analysis and to situate them within specific contexts. This approach to data and

methodological triangulation facilitated both �confirmation and completeness of data�

(Begley, 1996, p. 122). That is, the employment of multiple data sources and methods

made it possible to cross-check and validate the findings while ensuring that the

information generated was comprehensive.
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This chapter provides a critical discussion of the key findings in the context of previous

literature and the research questions. This is followed by an explanation of the

limitations of the study, general conclusions and recommendations for practice,

education and further research.

Key Findings

Combining quantitative and qualitative analyses provided a global picture of the world

of the PN thus enhancing the convergent validity of the study. This methodological

approach to triangulation enabled comparisons to be made across a variety of sites

where PNs were employed, which facilitated both breadth and depth of understanding.

An important differentiation was identified during the second stage of the study, which

revealed two sub-groups of PNs that had many commonalities, but also some significant

differences; for example, in the mode of employment of PNs. The dominant mode was

for nurses to be employed and paid by the principal GPs of private medical practices.

The other, less common, mode was for nurses to be employed in government sponsored

health clinics in which GPs practised. In the latter situation, the GPs made no financial

contribution to the employment of the nurses. Had the preliminary phone and mail

surveys not been conducted, these general practices may have been missed and the

voices of the nurses in these alternate centres would have remained silent. At the time

that the study was conducted, no nurses were employed by the Division or by groups of

GPs through specific project funding. The following summary of key findings relates

primarily to the situation in which nurses are employed in privately owned general

practices.

• Most of the general practices in the Division under study did not employ currently

licensed nurses.

• The demographic characteristics of the nurses under study corresponded with those

of other Australian studies and nationally collected data about PNs. The typical PN

was a female, middle-aged, hospital-trained registered nurse who was not engaged

in further education.

• The primary roles of these PNs consisted of assisting the GPs in the diagnosis and

treatment of illness and injury and facilitating the efficient running of the practices.
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In this respect, their role was principally task oriented, medically prescribed, and

general rather than specialised.

• The scope of practice of these nurses was:

Determined by their prescribed role rather than their knowledge or expertise;

Based on a biomedical model of health;

Diverse and broad and encompassed:

clinical, educative, administrative and supportive activities;

nursing care of individuals across all stages of the lifespan;

primary, secondary and tertiary disease/illness prevention.

• The nurses� contribution to health care was constrained by:

The current funding arrangements for general practice;

The view that, in general practice, nursing was an option rather than a necessity;

The GPs� control of the practice setting including their authority to delegate
clinical activities to unlicensed personnel;

The isolation of PNs from the wider nursing profession and their lack of access
to professional development opportunities specific to their needs;

The PNs� passive acceptance of their circumstances.

Question One: The Role of Practice Nurses in Primary Health Care in Australia

What then do these key findings add to our existing knowledge about the role of PNs in

PHC in Australia? First, the data relating to the prevalence of nurses in general practice

settings will be discussed and compared to the prevalence of nurses in other PHC

settings in Australia. Next, the PNs� scope of practice will be reviewed and compared to

that of their counterparts in the UK. Following this, the extent to which and the ways in

which PNs engage in health promotion will be discussed. The professional relationship

between PNs and GPs will then be examined in relation to the existing literature.

Finally, the �reality� of the PNs� role will be compared to the �rhetoric� of the WHO�s

vision for nursing in PHC.
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The Prevalence of Nurses in General Practice

This study, like others in Australia, found that the presence of nurses in general practice

was the exception rather than the norm. The initial telephone survey revealed that only

35% of the general practices in this Division employed a nurse. The study of Le Sueur

and Barnard (1993) identified a similar proportion (28%) of general practices

employing nurses in metropolitan Western Australia. The Victorian survey conducted

by Bonawit and Watson (1996) did not ascertain exactly what percentage of practices

employed nurses. However, the information they provided indicated that their surveys

were addressed to �Nurse Managers� of a stratified random sample of 452 practices. Of

the 277 responses, only 31% were from nurses. A conclusion that could be drawn from

this information is that there were no nurses in the other 69% of practices. Of the 84

practices represented in the first stage of this study, only 14% employed nurses for all

opening hours. This indicated that the vast majority (86%) of practices functioned

without nursing input for at least part of their operating hours. Forty percent functioned

without nurses all of the time.

National statistics shed some insight into whether an Australian trend can be

extrapolated from the findings in these three states. At the time this study was

conducted nurses employed in private medical practices comprised 3.1% of the total

nursing workforce (AIHW, 1999). This represents a 36.3% increase in the number of

nurses employed in private medical practices over the previous ten years. However, in

the same period, the number of FTE GPs in metropolitan areas increased by 61% and in

rural and remote areas by 39% (AIHW, 1998). Therefore, although the absolute

numbers of PNs had increased, the proportion of general practices employing nurses

had probably remained the same or perhaps even decreased. This compares with an

80.6% increase in the number of nurses employed in community health centres in

Australia in the same ten year period (AIHW, 1999). Evidently, while there has been a

general trend towards increasing numbers of nurses in PHC settings in Australia in the

past decade, PNs have not been a significant growing presence. This is remarkable

given that, for the vast majority of Australians, general practice visits are the most

common contact with the health care system (AIHW, 1998). The fact that nursing has

such small representation in general practice is accentuated by the knowledge that

average general practice attendances per person are increasing each year and that most

of this increase is due to the screening and examination of persons in apparent good
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health (Australian Medical Workforce Advisory Committee [AMWAC] & AIHW,

1998).

The UK provides an interesting contrast. There has been a well documented growing

presence of PNs in PHC in the UK for historical reasons linked to the UK health

services context in which financial incentives were offered to GPs to employ nurses.

Draper (1995) reported that PNs were employed in 88% of British general practices

except in inner London where the proportion was about 66%. The numbers of PNs

increased dramatically after the new contract for GPs came into effect in 1990. Prior to

that time only 15% of GPs employed PNs. Since 1990 the number of PNs has increased

from 0.7 per practice to 1.9 per practice (Hibble, 1995). This increase has been far

greater than increases in the general population and reflects both a restructuring of the

nursing workforce (in line with the NHS shift in focus from secondary to primary care)

and a new employment area for nurses.

The Scope of Practice: Actuality and Aspiration

The findings from this study illustrate that the nurse�s role in general practice is

primarily that of assistant to the doctor to facilitate the efficient running of the practice.

The PN performs this role in three ways: one, by undertaking basic physical assessment

tasks to aid the medical diagnosis; two, by carrying out delegated therapeutic

procedures to facilitate management of the medical condition, and three, by contributing

to the administrative functioning of the practice. As a clinician, the PN appears to be

predominantly task or condition oriented and dependent on medical delegation or

direction. Autonomous nursing initiatives are confined to immediate first aid pending

medical attention or are incidental to other prescribed activities. In many cases,

independent activities are limited to providing emotional support to patients and

clarifying medical instructions given to them. In these, less common, circumstances the

PN�s focus is person oriented. The PNs themselves describe a broad scope of practice

that encompasses dealing with infants, children, adolescents, young, middle and older

adults who are currently well or suffering an acute self limiting illness or injury,

exacerbation of a chronic condition, or the effects of a terminal state.

These findings are consistent with those of other Australian studies conducted in

Victoria (Bonawit & Watson, 1996; Dent et al., 1991; Keyzer et al., 1996), South

Australia (Condon et al., 2000) and Western Australia (Le Sueur & Barnard, 1993). One
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notable difference in findings between this study and the others was that less than 10%

of this sample of PNs conducted home visits whereas the other Australian studies

reported home visiting activities by between 21% and 35% of their sample. This may be

attributable to differences between States in the availability and arrangement of

domiciliary nursing services.

The scope of activities described by the PNs in this study is comparable to that of

British PNs prior to the health care reforms of the early �90s. As described in Chapter 2,

the introduction of the 1990 contract for general practice with its financial incentives to

provide health promotion services, resulted in an increase in both the numbers of PNs

and the scope of their activities. Many British GPs chose to employ nurses to undertake

these activities, which include conducting well women�s clinics, immunisations, home

visits, health education and management of chronic conditions such as asthma,

hypertension and diabetes. Jeffreys et al. (1995) provided evidence that health

promotion was taking up to 28% 0f the PNs� time. Another significant extension to the

PN�s role was identified as tasks requiring diagnostic decisions.

Dent and Burtney (1997) described the role of practice nursing, in the UK, as evolving

from that of treatment room nurse and chaperone through health promotion and

maintenance to management. They suggest that there are now four alternative strategies

for PNs to pursue: an expanded role as an autonomous nurse practitioner, who is person

centred; an extended role that is task oriented and involves the nurse taking on

additional responsibilities delegated by the GP; a rank and file role that passively adopts

the doctor�s definition; and an emerging coordinator role responsible for the

management of a multidisciplinary PHC team. Others have suggested that PNs have had

a significant influence on changing general practice in the UK from predominantly

illness-centred treatment to care that encompasses the promotion of health and

wellbeing as well as illness (Practice Nurses Editorial Board, 1998).

This study, like other Australian studies, has provided evidence to suggest that most

Australian PNs would fall into the �rank and file� category as described by Dent and

Burtney (1997) and some into the �extended role� category. Although some PNs in this

study described themselves as Practice Managers, their role did not fit the �coordinator

role� as described above in the UK context. As practice managers, their role involved a

considerable degree of administrative rather than clinical coordination. In the UK, PHC
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teams comprise a variety of health practitioners from general practice settings as well as

from community posts. The nurses in this study who were employed in publicly funded

practices described a role approaching that of �expanded� in that they had the

opportunity to practice autonomously and appeared to have a far more �person centred�

focus than did the other study participants. However, their autonomy was limited to the

extent that they could not prescribe medications or order diagnostic tests but would refer

these activities to the GPs in the practice. Because of this, they could not be referred to

as �Nurse Practitioners� in the commonly accepted sense of the title.

These findings tend to be in direct contrast to all that the nursing profession has aspired

to over the past ten years or so (see for example, McCoppin & Gardner, 1994; George &

Davis, 1998, pp. 207-238; Gott, 2000; Gray & Pratt, 1989, 1991, 1992, 1995a, 1995b,

1995c). These accounts of the Australian scope of nursing practice reveal changes in

nursing education, leadership, practice and scholarship, that were intended to refocus

nursing from task to person, disease and illness to health and wellbeing, and loyalty to

institution/employer to commitment to people, and to move nurses from subordinate to

collaborative relationships with their medical colleagues. The authors document nurses�

struggles (with variable but increasing success) to gain control over their own education

and practice and recognition as accountable, autonomous professionals. In the light of

contemporary nursing thought, the nurses in this study tend to characterise the

traditional image of the nurse. In essence, this means the �good woman/nurse� (Hughes,

1980; Kalisch & Kalisch, 1982) who is the helpmate of the doctor attending to and

making decisions in minor matters and routine tasks to free the doctor to attend to the

major and complex concerns of illness management. In this respect these nurses

demonstrated a subordinate role, devoid of influence and power. It is interesting that

these very same descriptors were identified by the WHO (1987) as major obstacles to

nursing influence in health care.

One aspect of the PN�s role revealed in this study, but not mentioned in other Australian

or UK studies, was their involvement in teaching and guiding non-medical personnel

(receptionists) in direct patient care activities. In practices where there were both

receptionists and nurses, some nurses were explicitly instructed by their employers to

undertake this teaching role while others took it upon themselves to initiate this activity.

The PNs offered three rationales for this practice. One was to save the practice money

because it would not have to employ another nurse �after hours� to undertake clinical
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tasks. Another was to increase the throughput of patients in busy periods by having

receptionists assist the nurses. Yet another was because of the nurses� concern about the

receptionists� competence to perform these procedures unsupervised. It was also

revealed that the training course for receptionists, supported by the Queensland

Association of Medical Receptionists, was initially developed and run by a registered

nurse in response to receptionists� expressed concerns about their employers� requests

to undertake clinical tasks. It appears that, perhaps unknowingly, some PNs might have

been contributing to their own professional demise by teaching receptionists to

undertake tasks traditionally ascribed to nursing.

Practice Nurses� Engagement with Health Promotion

The first stage of this study identified that nearly one third of the PNs never engaged in

health risk appraisal of patients or educated patients about illness prevention measures.

An even larger percentage never educated patients about the management of chronic

illness or about mental health issues. Most of the GPs and PNs surveyed agreed that

nursing�s contribution to preventive care was underutilised. These findings are not

unexpected considering the evidence that suggests that, despite GPs� recognition of its

importance, preventive care is not a common activity in Australian general practice

(Buetow, 1995; GPSRG, 1998; Oldenburg & Owen, 1995; Steven, Thomas, Eckerman,

Browning & Dickens, 2000; Waters, Haby, Wake & Salmon, 2000). This maybe partly

explained by the fact that the Medicare Benefit Scheme (MBS) does not favour the

longer consultation time required to undertake preventive care activities. Therefore it is

financially unattractive for GPs to engage in this aspect of health care (George & Davis,

1998).

The second stage of the study revealed further information about PNs� involvement in

primary, secondary and tertiary disease/illness prevention. Primary prevention activities

included administering immunisations, giving general advice about smoking, diet,

exercise and stress reduction and keeping the practice stocked with educational

pamphlets and posters. Secondary disease prevention was less commonly mentioned but

some PNs were involved in general screening activities. In relation to tertiary disease

prevention, the PNs contributed to educating patients with diabetes, asthma and

hypertension about measures to monitor and treat their condition and prevent

exacerbations. However, when the PNs did engage in health education it was not

usually the primary intention of the nursing intervention but undertaken while carrying
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out a medically delegated task, like a wound dressing, blood pressure check or lung

function test.

Again these findings are consistent with other Australian studies on the respective roles

of PNs and GPs. That is, their engagement in health promotion is usually opportunistic

rather than planned and focuses on interventions to free individuals from medically

defined diseases, their aim being compliance with therapeutic procedures and advice.

The broader concept of health promotion, as documented in the Ottawa Charter for

Health Promotion (WHO, Health and Welfare Canada & Canadian Public Health

Association, 1986) was not evident in their reported practice. The Ottawa Charter states

that health promotion action should encompass five strategies: build healthy public

policy, create supportive environments, strengthen community action, develop personal

skills and reorient health services to provide a greater balance between disease

prevention and curative services. The evidence suggests that only one of these strategies

(develop personal skills) was being utilised and even that was limited. The �upstream�

model of health promotion, which focuses on achieving social and environmental

changes conducive to health at the community level, did not feature in any descriptions

of the PN's role. However, it must be acknowledged that these findings are not unique to

Australian PNs, but have been noted in the UK context (Bradford & Winn, 1993) and in

nursing generally (Dunlop & Jacobs, 1995; Gott & O�Brien, 1990; Plymat, 1998).

The Professional Relationship Between Practice Nurses and General Practitioners

Sweet and Norman (1995) reviewed investigations, undertaken in the 1970s and 1980s,

of power and status differentials between nurses and doctors and their effect on the

nurse-doctor relationship. They concluded that a key concept that emerged was that

nurses and doctors engaged in stereotypical patterns of interaction described originally

by Stein in 1967 and referred to as the �doctor-nurse game�. Stein (1967) described this

�game� as an intricate behaviour pattern that maintains the appearance of doctor

dominance and nurse deference. Nurses can take initiatives and make suggestions and

decisions but only in a way that makes their ideas appear to have been initiated by the

doctor. In a later publication, Stein, Watts and Howell, (1990) having reviewed the

doctor-nurse relationship, concluded that the �game� was uncomfortably persistent

although much better disguised.
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This study did not set out to discover if this �game� was being played in the general

practice setting. Therefore, no significant evidence was generated to either substantiate

or refute its existence. However, it may be that this pattern of interaction exists in the

area of wound care. Both the PNs and the GPs acknowledged the nurses� expertise in

this area and the doctors� reliance on the nurses to keep them �up to date� on best

practice. Nevertheless, at the time of the study, Medicare regulations required all

nursing activity (including wound care) to be medically directed or sighted in order for

the fee charged to attract a rebate. A few nurses in the group interview had mentioned

that some patients questioned the need for this. One could postulate that, in order to

maintain the doctor�s credibility in the eyes of the patient, some PNs report that they are

�following medical orders� when in reality they are initiating the treatment. As stated,

there was no direct evidence of this occurring. In the main, the GPs and PNs who were

individually interviewed described joint decision making processes with respect to the

management of leg ulcers. However, it must be noted that four of these GPs scored

considerably higher (38-52) than the average (33) on the Collaborative Practice Scale

(CPS). This small subset possibly presented a more egalitarian picture of the GP-PN

relationship than generally exists.

The PNs and the GPs in this study reported only a moderate degree of collaborative

behaviour towards each other, which is consistent with many other studies about doctor-

nurse relationships (Dower & O�Neil 1997; Evans, 1994; Henneman, 1995; Keleher,

1998; Kendrick, 1995; Taylor, 1996). These studies were concentrated on nurse-doctor

relationships within hospitals. However, McLain (1988) reported similar findings when

examining the communication patterns between family nurse practitioners and

physicians in joint family practice. She concluded that the language, values and

behaviours of the nurses supported, to varying degrees, the authoritarian and dominant

position of the physician. Condon et al., (2000) who set out to examine �shared care�

between GPs and PNs in South Australia, found little evidence of this phenomenon.

Instead, they reported evidence of individualistic, rather than collaborative, working

patterns and poor communication processes. Weiss and Davis (1985) reported that

clinical nurses (as differentiated from nurses who were educators, administrators or

researchers) who did not have a baccalaureate degree tended towards low scores on the

CPS. Less than 25% of the PNs in this study were educated to this level. Hence, it is not

surprising that their average CPS score was moderate (27 out of a possible score of 54).
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Medical dominance and the patriarchal character of the sexual division of labour within

health care have been well-documented (Gamarnikow, 1978; Gardner & McCoppin,

1995; George & Davis, 1998; Stein 1967; Sweet & Norman, 1995; Wearing, 1996;

Willis, 1989 & 1994). Medical power is evidenced through the professional autonomy

of doctors, through dominance over allied health occupational groups, through the

collective influence of medical associations and in determining the overall direction of

health care. It has been secured through political activity and is a structural feature of

the health division of labour. The subordination of nursing to medicine is partly

explained by divisions of gender and class: nursing being an occupation in which most

workers are female and are traditionally of lower educational and socioeconomic status

(Sweet & Norman, 1995). However, according to Brown and Seddon, (1996) it is also

explained by the dominance of the biomedical model of health care within which

doctors are presumed to have the knowledge to cure whereas nurses take the supporting

role of caring. This disparity in status and authority, they assert, is accepted and

supported by a society that values the knowledge of the processes of the body in order

to effect a cure far more than the ability to care for the diseased body. In this study,

nearly all of the PNs were female and a large proportion of the GPs were male. All of

the PNs were of lower educational status than the GPs. In addition, general practice

typifies the biomedical model of health care. Hence, the finding that PNs generally had

a subordinate rather than collaborative relationship with GPs is to be expected.

The Rhetoric and the Reality

After the declaration of Alma-Ata, nurses were identified by the WHO and the ICN as

key personnel who would play a crucial role in the acceptance and the implementation

of PHC. In 1985, the Director General of WHO outlined the potential role of nurses in

being leaders in the HFA movement. He believed that the role of nurses would change

as more of them moved from the hospital setting to the everyday life of the community

(Mahler, 1985). He saw them becoming resources to people rather than resources to

doctors, actively educating people in health matters while participating in

interprofessional and intersectoral teams. He also envisaged them as leaders and

managers of PHC teams that would involve guiding and supervising non-professional

health workers. Internationally and within Australia, the nursing profession endorsed

these views while recognising that the functional and clinical scope of nursing practice

would have to expand.
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The reality of practice nursing, as constructed by this study's participants, does not

exemplify these expressed aspirations of the WHO and the ICN for nurses in PHC. As

discussed earlier, more nurses in Australia are moving into the community but there has

not been a significant increase in their presence in the general practice setting. While

PNs are undoubtedly resources to individuals and families, this is not described as their

primary function. Their allegiance and principal raison d�être is to assist and support the

doctor. While they do educate people in �health matters�, this is not usually a planned

and active pursuit, but rather an opportunistic activity incidental to other delegated

clinical tasks. There was no evidence to demonstrate that these PNs took part in any

intersectoral activities. Although the word �team� was used occasionally by the

participants, for example, �we have a good team here� or �the nurses are a valuable

part of the team�, the evidence suggests that the notion of �team� related more to the

running of the practice as a small (often family) business rather than to the notion of a

group of health professionals contributing their expertise to solving health problems. As

has been previously noted, the way general practice in Australia is arranged and

financed encourages individualistic rather than collaborative work styles. The general

picture, painted by the findings of this study, is of the ancillary practice staff (practice

manager, receptionist, nurse) forming a �team� around the GP to support him or her in

the primary medical care of an individual. There was no evidence of interdisciplinary

teams gathering around the patient in general practice. Rather, as �gatekeeper� the GP

retains case control and refers to medical specialists or allied health practitioners or

delegates to nurses or receptionists for episodes of care. While PNs have some

involvement in �guiding and supervising non-professional health workers� (in this case,

receptionists), they do not have ultimate control over their activities.

The overall answer to the first study question on the role PNs play in PHC is that the

role is generally limited in scope and in influence. This finding concurs with the other

Australian findings on the role of PNs. While PNs do contribute to first contact care of

individuals and sometimes families, they do not play a part in population health. Like

GPs, their activities are predominantly focused on individualised treatment, episodic

care and specific problems rather than on disease prevention, health promotion,

continuous and comprehensive care. Their practice is based on a biomedical rather than

a socioecological model of health. There was no evidence to demonstrate any activity,

on the part of these nurses, in relation to the politics of health reform.
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According to the WHO (1994), in most countries nurses are the most important group of

health workers in terms of numbers, closeness to people and their health problems, and

understanding of community needs. In Australia, nursing is the largest health profession

comprising about 65% of the health workforce (AIHW, 1998). However, there are

significant differences in the distribution of these nurses between States and Territories

and between metropolitan and non-metropolitan areas. In rural and remote areas,

nursing employment is well above that of other health professions (AIHW, 1999) and

these nurses are certainly recognised as �the most important group of health workers�.

However, in metropolitan non-institutional settings where there are approximately 90

GPs per 100,000 population (AMWAC & AIHW, 1998) compared to 37 PNs per

100,000 and 57 community health nurses per 100,000, nurses are not as significant in

terms of numbers or closeness to people�s health problems. The importance of PNs in

terms of PHC appears to be in how well they support and assist doctors to understand

individuals� health needs. This study, like the other Australian studies concentrated

predominantly on PNs in metropolitan areas so their findings may not be as

representative of the circumstances of PNs in rural areas. For example, Pearson, Hegney

and Donnelly (2000) reported a case study of one PN that demonstrates an expanded

role in rural South Australia. After completing a Graduate Diploma in General Practice

Nursing, this nurse�s role changed from being a nurse-receptionist to being responsible

for the monitoring of patients over 85 years of age and running a nursing clinic four

times a week. In these clinics she undertakes wound care, immunisations, investigations

and health promotion. Once another colleague has completed the graduate diploma, it is

intended that a nurse on-call system will be introduced whereby the nurses will triage

patients� out of hours calls and refer on to the on-call doctor when required. It will be

interesting to see if this particular case illustrates an emerging trend or is related to the

particular PN�s unique personal characteristics.

While the findings of this study and other Australian studies are disappointing in

relation to the most common scenario, there is evidence to show that some PNs have a

functional and clinical scope of practice close to that envisaged by Halfden Mahler and

the ICN. What then does this study reveal about the factors that have led to these

findings? The next section of this chapter discusses these possible factors.
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Question Two: Influences on the Practice Nurse Role

The findings from this study, together with the findings from other Australian and

overseas studies, reveals that the PN role is influenced by many different contexts. At a

national level, the country�s health policies influence the structure, administration and

funding of health services, health priority areas and the composition of the health

workforce. Also within this context are the influences of national professional

organisations like the ANF, the RCNA, the Australian Medical Association (AMA), and

the Royal Australian College of General Practitioners (RACGP). Operating within this

context, in Australia, are State Government health-related policies and legislation (for

example, the NSW Nurse Practitioner legislation) and State professional bodies, like the

Queensland Nursing Council (QNC) governing the accreditation of education programs

and the licensing of health professionals. At a local level, the PN role is influenced by

the Division of General Practice, the arrangement of public and private health services

and networks, the availability of educational programs and professional support bodies,

the supply of doctors, and the beliefs, attitudes and values of individual doctors and

nurses.

Practice Nurses: An Option Not a Necessity

The fact that just over half the GP survey respondents identified �lack of need� as a

limiting factor to the employment of a nurse pointed to the possibility that they believed

that this would not improve the effectiveness or the efficiency of their practice. This

conjecture was reinforced when approximately one third of the GPs indicated that they

thought medical receptionists could be trained to undertake any �nursing� activities

required in general practice. Other evidence demonstrated that this belief was translated

into action. Despite their acknowledgment of the possible limited competence of

medical receptionists, a significant proportion of the GPs reported their receptionists to

be undertaking tasks requiring some clinical skill, for example, monitoring patients

following medical intervention, physical health assessment, and wound dressings.

Listening to the receptionists� accounts of their daily activities revealed that they were

perhaps engaging in a greater degree of clinical activity than their employers had

acknowledged. A search of the literature failed to uncover any other studies detailing

the extent to which unlicensed personnel are undertaking direct patient care activities in

doctors� rooms.
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This practice of delegating clinical work to lesser-paid, unlicensed personnel is not

unique to the general practice setting. It has been reported as a growing trend

throughout most institutional and community settings as the result of economic

rationalism (see, for example, Barter, McLaughlin & Thomas, 1994; Dewar & Clark,

1992; Eckberg, 1998; Krapohl & Larson, 1996; McKenna, 1995; Salmond, 1995;

Zimmermann, 1995). The literature generally refers to this level of health worker as

unlicensed assistive personnel (UAP). These health workers provide both direct and

indirect patient care, usually under the supervision of a RN. The apparent rationale for

this trend is the assumption that particular patient care activities do not require the

expertise of a RN or an EN, the equivalent of a licensed practical nurse in other

countries, and can therefore be delegated to a lesser trained person. Because nurses�

wages comprise the bulk of salary costs in health care institutions, immediate,

substantial cost savings can occur if UAP are substituted for a quota of RNs and ENs.

Since UAP are usually employed to work under the supervision of RNs, it can be argued

that the nursing profession has some measure of control over their scope of practice and

the degree to which they can expand their role. However, recent research has challenged

this notion of RN control given that UAP are reportedly undertaking tasks requiring a

high degree of observational and technical skill usually attributed to a professional

(Salmond, 1995).

In the general practice setting, medical receptionists are employed under the supervision

of their employer, usually the GP, and not a RN as described above. General

practitioners have the authority to employ whomever they wish, licensed or unlicensed,

and to delegate whatever tasks they deem necessary. The second stage of this stage

revealed that there are several ways in which receptionists can be taught to undertake

clinical tasks. They can receive instruction directly from their employing GPs or from

nurses employed in the practice. They can undertake a medical receptionist training

course; the locally available course includes a one hour session on patient prioritising,

three hours on resuscitation, half an hour on infection control, half an hour on

electrocardiography, and one hour on �surgery skills� which includes wound dressings

and urinalysis.  They can attend training workshops or sessions provided by pathology

collection services or other independent educators (for example, from pharmaceutical or

medical suppliers). If they are encouraged, they can also learn from observing other

trained staff.
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From the GPs� perspective, the need to run a profitable business while providing the

best possible patient care is a continuing dilemma. The General Practice Strategy

Review Group (GPSRG, 1998) reported that there was considerable discontent among

GPs, some of whom claimed they were �struggling to make a living�. Limiting wage

costs is one strategy towards reducing overheads and maximising income. Perhaps this

is a reason why less expensive, unqualified personnel are employed to perform the dual

role of receptionist and clinical assistant. If the current economic and legislative limits

to the nurse�s role were to remain in place and courses were to continue to �up-skill� the

receptionist�s role, then the current trend to appropriate the work of nurses in general

practice to unqualified lesser-paid workers is likely to persist.

The fact that every general practice employs at least one receptionist and yet so few

employ nurses, indicates that the former are viewed as a necessity while the latter are

viewed as an expensive option. This conjecture is strengthened by the knowledge that

some GPs believe that �sharing� clinical activities with nurses undermines the holistic

nature of their practice rather than enhancing the overall effectiveness of patient

management. This would indicate that some view nurses as less effective substitutes for

doctors instead of viewing them as complementary health practitioners.  Perhaps a

return on investment from employing higher paid qualified nurses instead of lower paid

UAP has never been demonstrated.

Health Care Financing and the Affordability of the Practice Nurse

In Australia, the health care system involves Commonwealth, State and local

governments. However, private practitioners, paid on fee-for-service principles, provide

most medical services. Most other health professionals, excluding dentists and

pharmacists, are salaried employees (AIHW, 1998). In 1984, a universal system of

health insurance (originally called Medibank and now called Medicare) came into

operation. Medicare is administered by the Health Insurance Commission and covers

everyone normally resident in Australia. Medicare benefits are based on a schedule of

fees and are payable in respect of services provided by qualified medical practitioners,

consultations by participating optometrists and certain services performed by eligible

dental practitioners (AIHW, 1998). Practitioners are not obliged to adhere to the

schedule fees (except in the case of optometrists) but if they direct bill (commonly

referred to as �bulk-bill�) the Health Insurance Commission, the amount payable is the

Medicare benefit.
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Similar to the findings of Le Sueur and Barnard (1993), Bonawit and Watson (1996)

and Condon, Willis and Litt (2000), this study identified that financial constraint was a

very important limiting factor in the employment of PNs and in the expansion of their

role. Currently there are three ways in which PNs can be funded: from the fees-for-

service generated by the medical practitioners who employ them, by a government

sponsored body that operates a general health service in which both doctors and nurses

are employed, or from specific project grants administered by the Division or groups of

GPs. In this Division, as is generally the situation in Australia, the vast majority of PNs

are funded by the first of these mechanisms. At the time of the study, the MBS did not

have a fee structure that included independent nursing services in general practice, only

fees that were medically initiated attracted a rebate as part of the overall medical

consultation. Because of this, medical practices were restricted in their ability to

generate income from nurse initiated activities. This arrangement severely restricts

nursing autonomy but encourages the involvement of nurses in medically delegated

tasks to speed up the throughput of patients.

More recently, as part of the Commonwealth Government�s Enhanced Primary Care

initiative, new MBS items were introduced for annual health assessments of individuals

over 75 years (over 55 years in Aboriginal and Torres Strait Islanders). These health

checks are to include assessment of the person�s health and physical, psychological and

social function (Byles, 2000). Although GPs are central to the process, the schedule

allows for other health professionals (including RNs) to conduct these assessments �on

behalf� of the registered service provider (Sims, Kerse, Naccarella & Long, 2000). The

introduction of these new MBS items may, like that which occurred in the UK,

stimulate the employment of more nurses in general practice if and when GPs recognise

their ability to contribute to such preventive care and increase the income of the

practice.

According to the GPSRG (1998) GPs claim that their net incomes are being eroded

because MBS fees have not been adequately indexed and their costs have continued to

rise. In 1996-97, 79.4% of GP services were bulk-billed to Medicare mainly because of

an oversupply of doctors resulting in a highly competitive market where consumers

favoured bulk-billing practices (AMWAC & AIHW, 1998). General practitioners also

assert that their financial situation has been made worse because they have been
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gradually excluded, by medical specialists, from undertaking better rewarded

procedures leaving them to rely increasingly on consultations for the majority of their

income. A national survey of a random sample of metropolitan GPs conducted in 1996

found that concerns about remuneration and other financial worries were considered to

be among their most frequent and severe stressors encountered (Schattner & Coman,

1998). Utilising data from an Australian Bureau of Statistics (ABS) survey conducted in

1997 and from the RACGP interpractice comparison survey of 1996, the GPSRG

(1998) reported that there were substantial size and location-related variations in general

practices� operating profit margins. Practices with six or more doctors had a 10% better

profit margin than those with only one or two doctors. The net earnings of a solo

practitioner ranged from $60,770 in some urban areas to $133,936 in country settings

while the net earnings per partner in practices with more than four doctors ranged from

$131,485 in country areas to approximately $145,000 in metropolitan areas. Larger

practices had substantially greater net earnings per service partly because more doctors

shared the overhead expenses (including ancillary staff wages) but also because they

tended to have a greater throughput of patients. Obviously these factors have a

significant impact on the financial capacity of a practice to employ a nurse and on the

range of activities that nurse engages in. The GPSRG found that, in an environment of

increasing numbers of GPs, the current fee-for-service arrangement can encourage

doctors to take on work that could be done more efficiently by nurses.

In the 2000-2001 Commonwealth Budget, the Australian Federal Government

committed $49.5 million over four years to the More Allied Health Services Program as

part of the Regional Health Strategy to provide additional health services to rural

communities (Commonwealth Department of Health and Aged Care, 2000). Registered

nurses, together with mental health workers, psychologists, physiotherapists and

podiatrists, are included within this allied health category. Eligible rural Divisions of

General Practice will manage the funding and, after consultation with a range of local

groups and health service providers, will determine which allied health services will

most efficiently and effectively improve the health of local communities. This may

result in more PNs being employed in rural and remote areas.

The funding of PNs in the UK and the influence this has had on both their numbers and

scope of practice has been previously described in Chapter 2. Within the South Pacific

region, the situation of PNs in New Zealand provides another perspective on the
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influence of funding on the PN role. Since 1969, GPs have been subsidised to employ

nurses, but since 1986 they have had to also employ a receptionist for varying

percentages of time to qualify for the PN subsidy (Clausen, 1994). However,

Manchester (1995) asserts that GPs were claiming these subsidies but demanding that

their nurses perform receptionist and cleaning duties. When the subsidy was introduced

in 1969, it provided 100% reimbursement of PN costs but this was cut by up to 25% in

the late �80s. This resulted in some practices cutting nursing hours and in other cases,

local hospital boards making up the shortfall (Clausen, 1994). Polls conducted by a New

Zealand medical journal indicated that up to 76% of GPs said that they would have to

relinquish their nurses if the subsidy was completely removed (Hounsell, 1994). Brown

(1994) reports that some PNs in New Zealand have established multi-employer, union

negotiated enterprise bargaining arrangements.

Australia�s Health Priorities

Since 1988, seven years after Australia adopted the WHO global strategy of HFA,

national goals and targets for improving health have been defined and refined. The first

goals and targets focussed on population groups, major causes of death and morbidity

and risk factors (Health Targets and Implementation Committee, 1988). In 1993, a

revised set of goals and standards was published that included four main areas:

reductions in mortality and morbidity, reductions in health risk factors, improvements in

health literacy, and creation of health-supportive environments (Nutbeam, Wise,

Bauman, Harris & Leeder, 1993). After further refinements, the Australian Health

Ministers endorsed the National Health Priority Areas initiative in 1996 that identified

five main areas for action: cardiovascular health, cancer control, injury prevention and

control, mental health and diabetes mellitus (AIHW, 1998). A careful reading of these

National Health Priority Areas reveals a selective rather than comprehensive PHC

philosophy. That is, the focus is on prescribed medical interventions for the prevention

and eradication of identified diseases rather than community-controlled social changes

that impact on health. In a medically defined and controlled environment that is

influenced by a selective PHC philosophy, it is little wonder that the role of the PN

reflects an illness management rather than health promoting focus.

Medical Dominance: Maintaining the Status Quo

As previously identified, the medical profession has had a long history of dominance

over all other health professions, in particular nursing. This study has revealed that this
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is particularly the situation in the general practice setting in Australia. That Australia�s

private health market has resulted in medical monopoly through both supplier induced

demand (SID) and consumer induced demand has been acknowledged and documented

(AMWAC & AIHW, 1998; George & Davis, 1998). A discussion paper on medical

workforce supply and demand in Australia (AMWAC & AIHW, 1998, p. 40) noted that

�the ability of doctors to influence the demand for their services, through their socially

accepted role as experts for their patients, is widely accepted by health economists and

doctors�. This paper further noted that doctors firmly believe in the efficacy of their

own treatments and therefore believed �the more the better�. Consequently, �SID is

nothing more than the use of capacity to its limit; something doctors have been trained

to do, expect to do and believe is ethically appropriate� (AMWAC & AIHW, 1998, p.

40). This SID, the paper outlines, is maintained where consumers lack the knowledge to

determine their own demand for services and where the pricing of health services to the

consumer for an episode of care is low or nil, as is the situation with Medicare bulk-

billing. Hence it is easy to see why GPs have been able to maintain a monopoly over

first contact health services and prevent others from having a significant presence in the

market. In order to achieve a more efficient and productive GP workforce, the GPSRG

(1998) strongly recommended amalgamation of practices and other models of

cooperative workings including solo practitioners sharing premises and management

costs while retaining independent solo practice and individual goodwill. If these new

organisational recommendations come into fruition, there is a high likelihood that more

nurses will be employed.

However, as employees of doctors, PNs will remain under GPs� control. General

practice is perhaps the only health care setting where doctors have almost complete

control over the employment of nurses and their scope of practice. The following quote

from the Chief Executive Officer of the AMA demonstrates this group�s desire to

maintain this control.

The AMA supports a model of primary care that places the general
practitioner as pivotal. This view is consistent with Government and
Opposition statements which have emphasised the central role of the general
practitioner in the delivery of primary care. It is a view that recognises that
the community wants and deserves the best quality medical care regardless
of their geographical or economic circumstances. The AMA believes that
nurses are an essential part of the team approach but does not favour the
�independent practitioner� (Phelps, 2000, p. 27).
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Interestingly though, despite their expanded role, PNs in the UK are also very much

under the control of their GP employers. Williams, Calnan, Cant and Coyle (1993) and

Atkin and Lunt (1996) have reported that district nurses and health visitors respectively

have accused PNs of selling out to medical dominance through their acceptance of an

expanded role without increases in pay or real autonomy. These authors report that

district nurses and health visitors feel that their autonomy is also under threat as GP

fundholders attempt to purchase their services, bringing them directly under medical

control.

Another reason why the medical profession has maintained its dominance in health care

in Australia is because of its collective political influence.  Gardner (1995) asserts that

that for any group to be effective it needs to be able to claim that it represents a

substantial proportion of its potential membership, it needs motivation and it needs

money. She contends that wealthier groups, like the AMA, are able to buy political

skills, organisation and publicity and that this power is itself a resource and its exercise

is cumulative. By contrast a newer interest group, like the nursing profession, is less

influential because there is a conservative bias towards the status quo, and as a

predominantly female group of lower class, has greater numbers of politically non-

participating members. Although the nursing profession is represented collectively by

the ANF, which has wielded increasing influence over the past few decades, it is still

characterised by fragmented rather than collective interests, with specialty interest

groups having greater power than the more generic groups (McCoppin & Gardner,

1994).

Helping to maintain medical dominance is the PNs� own apparent acceptance of and

satisfaction with their circumstances. The fact that the average period of their current

employment was seven years bears testimony to their job contentment. Nearly all of the

survey respondents indicated that they felt valued and respected by both doctors and

patients. Interestingly, almost half indicated that �autonomy� had been an influential

factor in choosing general practice employment. Later in the study, some PNs talked

about how much they enjoyed their freedom from nursing and hospital hierarchies, so it

could be that �autonomy� was perceived in this way rather than in terms of freedom

from medical control. It appears that the benefits of flexible working hours, happy

working relationships, relatively �well� patients and limited responsibility outweighed

any perceived limitations to their role. According to George and Davis (1998), distinct
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generations in the nursing workforce are wedded to different sets of values and of what

is important at work, some seeing little advantage in the new �professionalism�

proposed by nursing leaders. These nurses, they assert, are generally the older, least

ambitious nurses who have other commitments and interests. The demographic

characteristics of the nurses in this study support this contention. There was no evidence

of any active opposition, on the part of the PNs, to the current situation of medical

dominance in general practice, even though they had identified this as a barrier to their

role expansion. George and Davis (1998) assert that the dominant-subordinate

relationship between individual doctors and nurses is often accommodated because the

relationship has been built up over time and is based on trust, personal loyalty and

mutual recognition of specific areas of autonomy. This then rules out challenge and

conflict. The findings from this study certainly support this assertion.

Further compounding this passive acceptance of their role was the lack of any

professional association or interest group specifically for PNs in southeast Queensland.

The nurses in this study perceived that this was a barrier to their role expansion and yet

none of them expressed any willingness to initiate such a group. The second stage of the

study ascertained that most PNs in the Division belonged to the local branch of the

Medical Receptionist Association and many of them thought this was sufficient to meet

their needs.  Nurses employed in private medical practices have no clearly defined

professional or managerial structure behind them which, on the one hand, may give

them the perception of autonomy but on the other leaves them unsupported and

vulnerable with no career path.

Of some hope though in changing the status quo of medical dominance in general

practices is the recently initiated Joint RACGP and RCNA Collaborative General

Practice Project. This project provides the opportunity to explore models of

collaboration that will potentially benefit PNs and GPs and contribute to more effective

health outcomes for Australians (Kilmartin, 2000). The goals of the project include

making recommendations on the nature and principles of collaboration in general

practice and recommending proposals to develop standards, education and training,

professional support, research and evaluation for collaborative models.
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The Conundrum of the Theory Practice Gap

This study�s findings have indicated that the PNs� isolation from the wider nursing

profession has been a constraining influence on their role development. Many of them

work in a situation where they are the only nurse on the premises so they do not have

the opportunity to exchange ideas with other nursing colleagues or the support from

peers to initiate new ventures. The vast majority of PNs had no tertiary nursing

qualifications nor were currently undertaking tertiary nursing study so they were

unlikely to be exposed to contemporary nursing ideals of practice or challenges to their

own practice. As in other countries, the shift from hospital to university education for

Australian nurses was based on the anticipation that the university would facilitate the

achievement of several goals for nursing. These included control over the education of

neophytes, autonomy of practice, evidenced-based practice, professional status, a PHC

focus, broadly skilled and flexible graduates and the engendering of life-long learning

(National Review of Nurse Education in the Higher Education Sector, 1994). Given the

small number of tertiary educated nurses in the study sample, it is not surprising that the

role of most of the nurses in this study did not reflect achievement of these goals.

Further compounding this situation was the fact that it was very rare for tertiary nursing

students to be placed in general practice settings so the PNs were not placed in positions

of having to justify or question their roles.

The finding that a �lack of opportunities for further education� was a barrier to the

expansion of the PNs� role was consistent with research undertaken in the UK prior to

the introduction of accredited courses for practice nurses. Currently there are no such

courses in Queensland. It appears that some PNs are availing themselves of

opportunities to increase their knowledge and skills about particular aspects of their

clinical practice (for example, wound care) resulting in acknowledged expertise (albeit

without legitimate power). However, as identified in the UK (Atkin et al. 1994), this

form of further education only addresses specific shortcomings in knowledge and skills

and does not address the overall development of the role. The case study presented by

Pearson, Hegney and Donnelly (2000) demonstrates that, despite economic and

legislative restrictions, PNs in Australia can achieve significant role expansion when

they are adequately and appropriately educated. The Graduate Diploma in General

Practice Nursing, collaboratively offered by departments of nursing and medicine at the

University of Adelaide, includes the content areas of epidemiology, public health, PHC,
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nursing practice, health surveillance, health promotion, health screening, the

management of chronic health conditions and the diagnosis and treatment of minor

illnesses and trauma. Inclusion of these fields of study facilitates the potential for the

PN role to be more closely aligned to national and international goals for PHC nursing.

It is interesting to note that despite only 5% of the PN survey respondents having

qualifications and experience in health promotion, 77% of them believed that nurses

should undertake these activities in general practice. In addition, although

acknowledging limited competence in many of the basic nursing tasks currently

undertaken, almost all the PNs indicated a desire to expand their role. These findings

demonstrate limited insight, on the part of these nurses, into what role expansion entails

(with its accompanying responsibilities) and also limited knowledge about the

dimensions of health promotion. However, this lack of awareness is not surprising when

their educational and professional backgrounds are considered.

The Practice Nurse�s Place in the �Team�

How then does this study�s findings relate to the models of teamwork introduced and

described in Chapter 3? There were no coordinated care trials being conducted within

this Division of General Practice, hence the Coordinated Care Model was not observed.

This case study found that, in the most common scenario, PNs function within what

Hastings (1997) calls a Provider Substitution Model (PSM) of teamwork. Within this

model, patient care delivery is viewed as a sequence of activities of varied complexity.

Different providers (in this case, GPs and PNs) are licensed to perform tasks based on

an inclusive hierarchy of roles, of which the GP�s role is the most complete (Hastings,

1997). Of primary concern is maximising use of doctor time so nurses and receptionists

are employed to enhance the productivity of the primary providers (the GPs) without

adding to overall cost. The alternate providers (the PNs and sometimes MRs) are used

as extenders or substitutes for GPs.

In the less common scenario, where nurses are employed to work with GPs in publicly

funded/sponsored health centres, the model of teamwork resembles that of the

Collaborative Practice Model (CPM) described by Hastings (1997). In this situation, the

involvement of the nurse (and in one particular setting, the aboriginal health workers) is

usually dictated by patient demand and provider expertise rather than by medical

direction or delegation. This was illustrated in the nurses� accounts of the types of
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patients/circumstances they dealt with either independently or in collaboration with the

GPs. However, as noted by Hastings, the GP still retained the broadest authority.

Hastings (1997) identified one major factor that had considerable influence on whether

nurses in ambulatory settings functioned as doctor substitutes or as collaborative

practitioners. She contends that where there is a clear and universally accepted need for

nursing care, then nurses are more likely to function in a CPM. This need is related to

the patient�s/client�s ability to manage self-care or the activities of daily living. There is

generally no debate that assisting incapacitated individuals with the intimate, daily care

of their bodies falls within the nurse�s (or lesser skilled person�s) role and that doctors

would not oppose or restrict this territorial claim. There is also general acceptance that

monitoring patients following medical procedures and maintaining medically initiated

therapies are nursing functions. Hence, in the general practice setting, where ambulatory

surgery is performed or other complex procedures are undertaken, nurses have a clearly

defined and accepted role. However, when this is not the case, the boundaries between

medicine and nursing are blurred and the acceptance of nursing input is not so

forthcoming. Many other factors influencing the nurse�s role in PHC and the general

practice �team� then come into play. This study ascertained that for most of these factors

there were both enhancing and constraining influences that had either a national or local

impact. This is illustrated in Table 7.1.
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Table 7.1: Enhancing and Constraining Factors Influencing the PN Role in PHC in
Australia

Factor Enhancing Constraining

Health Care
System

Shift in focus from secondary to
primary care (National)

Introduction of Enhanced Primary
Care initiative with new MBS
items (National)

Trend towards amalgamating
small practices (National)

Publicly funded general practice
(Local)

Predominantly an illness-
management system (National)

Narrow interpretation of PHC
(National)

Medically dominated (National)

Encourages supplier and
consumer induced demand for
medical services (National)

Complex and poorly integrated
non-hospital care (Local)

Trend towards high turnover
corporatised health centres
(National)

Legislation Introduction of Nurse Practitioner
legislation (Local)

Medicare benefits restricted to
medical practitioners, optometrists
and some dentists (National)

Financial Practice/Division grant (Local)

Specific project funding (Local)

Economic rationalism (National)

No subsidy or financial incentive
to employ PNs (National)

Decreasing profit margin of GPs
(Local)

Social Issues Nurses viewed as approachable
and trustworthy (National)

Nurses generally
socioeconomically inferior to
doctors (National)

Cure more highly valued than care
(National)

PNs� loyalty to GPs and the
practice as a family business
(Local)

Lifestyle benefits valued more
highly than career opportunities
(Local)
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Table 7.1 (cont): Enhancing and Constraining Factors Influencing the PN Role in PHC
in Australia

Factor Enhancing Constraining

Professional
Issues

Move to Evidenced Based
Practice (National)

Nurse Practitioner movement
(National)

Collective political influence of
medical associations (National)

Fragmented nursing associations
and organisations (National)

No recognised career path for PNs
(National)

Passive acceptance of medical
control (Local)

No PN interest group or
association (Local)

Isolation from wider nursing
community (Local)

Appropriation of nursing work to
UAP (Local)

Knowledge
Development

Tertiary-based nursing education
(National)

Curricula underpinned by PHC
philosophy (National)

Availability of wound care
education opportunities (Local)

Very few PNs with tertiary
qualifications (National)

Very few post basic courses
specific to practice nursing
(National)

Segregated medical and nursing
education (National)

Very few PNs with health
promotion training (Local)

Very few PNs engaged in post-
basic courses (Local)

Workforce
Supply

Shortage of GPs in rural and
remote regions (National)

Surplus of GPs in metropolitan
regions (National)

Decreasing proportion of nurses
relative to total health workforce
(National)

Increasing proportion of doctors
relative to total health workforce
(National)

Public
Demand

Increased public awareness and
demand for alternate health
practitioners (National)

Increasing numbers of general
practice visits (National)

High demand for low/nil cost
medical care through bulk-billing
practices (National)
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Question Three: The Future of the Practice Nurse Role

While this study has found that the PN�s role in PHC in Australia falls short of the

vision described by the WHO and ICN, it has established that the role is valued by the

nurses themselves, by the GPs and by the patients. The value of the PN role was

perceived to be in:

• Improving the efficiency of the practice by facilitating a greater throughput of

patients;

• Relieving the GPs of particular clinical activities, enabling them to spend more time

with patients;

• Contributing clinical expertise especially in wound care, ante and post natal care,

triage and first aid;

• Enabling the practice to extend the range of its services to patients;

• Keeping the practice resourced with current health education literature and

community resource information;

• Keeping the GPs �up to date� with particular standards, for example, in relation to

sterilisation procedures or storage and administration of vaccines;

• Providing administrative support to the practice;

• Saving patients� time by enabling them to have minor procedures and investigations

conducted on site;

• Providing physical and emotional support to patients;

• Clarifying and reinforcing medical advice/instructions given to patients;

• Teaching patients how to monitor and/or manage their conditions;

• Facilitating improved communications between GP and patient.

Because PNs have been acknowledged for their contribution to the effectiveness and the

efficiency of general practice it is reasonable to suggest that, at the very least, their role

should be maintained and not further eroded or displaced by unlicensed receptionists.

While it is assumed that all patients are assessed by a GP at some stage in their visit to

the practice and that all clinical tasks are delegated by a GP, it cannot be assumed that

all receptionists have the necessary knowledge and skills to carry out these procedures

safely and effectively. If the receptionist is supervised by a doctor or if the task at hand

fits neatly within the guidelines of prior training sessions and/or practice protocols it

could be claimed that there is little risk to the patient. However, as has been argued on

numerous occasions in relation to nursing and other professions, �routine� tasks can
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often become unusual and require on-the-spot decisions requiring depth of knowledge,

critical thinking abilities, and discernment born of experience. It is the capacity for

reflective practice that differentiates the skilled, professional practitioner from the

worker and as argued by Schön (1983) it requires �knowledge-in-action�, constructed

and reconstructed from practice, which is not easily reduced to rules and procedures. In

addition, undertaking a clinical task is invariably accompanied by communication with

the patient, which often reveals further clues about their state of health and well-being.

This was confirmed by the medical receptionists� accounts of their activities. There is a

strong possibility that quality care will be compromised if the inexperienced person

misses or misinterprets such clues.   

In addition to identifying the benefits of nursing to general practice, this study has

established that nursing is perceived to be an underutilised resource. The findings

indicate that, given financial support, most GPs would sanction the employment of more

nurses especially for preventive care. The majority of nurses surveyed believed the PN

role should be expanded to include autonomous functioning while most of the doctors

surveyed were amenable to some extension of practice but reticent or opposed to any

independent functioning. The Division surveyed was not located in a rural or remote

area of Australia and does not have a shortage of GPs, therefore, it was to be expected

that doctors practising in this Division would not welcome competition to their

livelihood from other independent health practitioners. Moreover, because GPs

generally see themselves as experiencing economic hardship, they may be particularly

sensitive to what could be interpreted as encroachment from nurses. To what extent

then, is it reasonable to suggest that the PN role be extended or expanded?

The nature of nursing and the role and function of the nurse has been the subject of

discussion and debate for many years, particularly in relation to extending and/or

expanding the range of nursing responsibilities. Nursing has undergone a process of

growth in its scope of practice through medical delegation, technological advances,

physician shortages, reforms in health care delivery and the growth of nursing research

and knowledge. Pressure for change has grown by accretion often resulting in

legitimisation of the status quo rather than an actual expansion of role. This is

particularly evident in the recent NSW Nurse Practitioner Project that resulted in the

Nurses Amendment (Nurse Practitioners) Act 1998. Nurses practising in rural and

remote areas of NSW will now have the opportunity for legal sanction of their already
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expanded role. Because of medical shortages and to meet the needs of their community,

many of these nurses have been practising outside their legal scope of practice (Hegney,

1997).

According to Hunt and Wainwright (1994, p. xiv), there are two ways of increasing the

scope of nursing practice: �growth by mechanical addition of parts (extension) or

organic growth of the whole (expansion)�. Role expansion is regarded as more far-

reaching than role extension, encompassing an holistic rather than task approach to

nursing interventions. Role expansion entails nurses taking their own initiatives and

making their own decisions based on experience and education rather than relying on

medical delegation of tasks, which occurs with role extension. Central to the notion of

role expansion are the concepts of practice evolving to meet the changing needs of

patients and clients and individual practitioner�s accountability to maintain knowledge,

skill and competence throughout his or her career span (Jones & Davies, 1999).

Any consideration of expanded or extended roles for PNs (or medical receptionists)

must be thought about in relation to the most appropriate and cost effective skill mix to

meet the health needs of the local population. This is not an issue confined to the

Australian context but has been the subject of contention for many years in the UK as

well. Kernick (1999) noted that delivering primary health care from a mixed team of

GPs and PNs in the UK had been characterised by roles reflecting historical precedent

and conflicts of power rather than cost effectiveness. Similarly, Richards, Carley,

Jenkins-Clarke and Richards (2000), in reviewing the literature on workload in primary

care, attitudes to delegation, inter-professional relationships and teamworking,

concluded that,

in order to deliver the vision of a primary care led NHS, meet the health
needs of users, address the inevitable anxieties of general practitioners
and bring forth the professional aspirations of nurses and other health
care professionals, more equitable and less hierarchical models of multi-
professional teamworking in primary care will be most successful
(p.185).

Over a decade before this, the ICN (1988) stated that, in general, the PHC principle of

affordability required activities to be assigned to the type of personnel capable of

performing them effectively at the lowest cost. This implied that, in some cases, nurses

should be educated to assume some functions traditionally allocated to doctors and, in

other cases, well trained unlicensed workers would need to perform functions otherwise
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performed by nurses. Considering this, it would be reasonable and acceptable for

appropriately trained receptionists to undertake some clinical activities but it would also

be more cost effective for adequately educated nurses to assume functions like health

screening and teaching, allowing doctors the time to spend on medical diagnosis and

treatment.

In response to pressures from nurses, other health professionals, government and other

employers of nurses, to better define and clarify the scope of nursing practice, the QNC

instituted the Scope of Nursing Practice project in 1995. From this project, the QNC

published a decision making framework to assist nurses and others with determining

what is an appropriate scope of practice for nurses (QNC, 1998). This document gives

recognition that nursing encompasses many domains on a continuum from beginning to

advanced practice and, for RNs, incorporates both generalist and specialist spheres of

practice. It also acknowledges that nursing practice exists in dynamic and rapidly

evolving contexts requiring nurses to continually acquire new knowledge and to

incorporate relevant changes to practice. The framework provides five guiding

principles to expand the scope of practice of RNs in QLD.

1. The primary motivation to expand the scope of practice for registered

nurses is to meet the health needs of people and to improve health

outcomes.

2. Expansion of the scope of practice is based on appropriate consultation,

planning, education and/or assessed competence.

3. Any expansion of the scope of practice enhances existing aspects of

professional practice.

4. The expanded practice is lawful and consistent with standards acceptable

to the discipline of nursing and with policy requirements of the service

provider.

5. Assessment of competence for expanded practice is carried out by a

competent health professional.

In the light of these guidelines, the views expressed by the nurse respondents in relation

to their role expansion are somewhat unrealistic, considering the limitations of their

initial and continuing education.
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Limitations of the Study

While this study has contributed to a better understanding of the role of PNs in relation

to PHC in Australia, the limitations of the research undertaken must be acknowledged.

The response rates to the survey questionnaires (51% for GPs and 55% for PNs) were

modest but comparable to other Australian surveys about PNs.  These rates, however,

are better than many obtained in survey research (Dillman, 1991). Le Sueur and Barnard

(1993) obtained a 31% response from GPs and 48% response from PNs in their survey

and the study of Bonawit and Watson (1996) yielded 46% useable responses. The fact

remains though, that almost half of the GPs and PNs eligible to participate in this study

did not contribute their views. It may be that they are different from the participants in

some aspects and their inclusion may have varied the findings. In addition, these

response rates meant that the actual sample numbers were small, which limited the

statistical analyses that could be undertaken.

One of the strategies employed to increase response rates to the mailed surveys was to

telephone medical practices where a GP or a PN had not responded to the initial or

subsequent mailed questionnaire. This strategy revealed an interesting phenomenon: the

�filtering� role of the receptionist. Each of the 98 telephone respondents was identified

as a receptionist and of these 20 (20%) stated that they had opened the envelope but had

not passed on the questionnaire to the doctor and/or the nurse because �he [or she]

doesn�t like doing surveys� or �he [or she] usually hasn�t got time to do those sort of

things�. This raised the possibility that other receptionists, who had not admitted this

fact, might also have �diverted� questionnaires from their intended destination.

Given the rapidly evolving advances in medical and information technology, the

proliferation of non-medical health care providers and the increasing access to

education, the findings of this study may not continue to reflect contemporary practice.

During the course of this study, legislation was passed in both NSW and Victoria

paving the way for the official recognition and sanction of Nurse Practitioners, in

defined areas, in these states. Other Australian states are following close behind.

Universities are now offering the opportunity for students to undertake double degrees,

for example, in nursing and health promotion or nursing and naturopathy, thus

broadening their professional prospects. Post-registration nurses can undertake an

increasing variety of both generalist and specialist courses that are becoming more
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flexible in their delivery and therefore more accessible. The number of nurses with

postgraduate qualifications, who are undertaking research, is ever increasing, so the

body of nursing knowledge is rapidly expanding. Public awareness of health issues and

demand for particular services will continue to expand as information becomes more

readily accessible and affordable. All of these issues will impact on the role of the

nurse.

The limited sample size and location of this study does not permit generalisation of its

findings. That is, this research was a case study of one Division of General Practice,

convenient and accessible to the researcher, and may not reflect the situation in other

Divisions. However, as noted by Guba and Lincoln (1994) a case study such as this

provides for the transfer of knowledge from one setting to another through vicarious

experience. The fact that the demographic and occupational characteristics of the nurses

in this study were very similar to those reported in other Australian studies and that

many of the findings had a national context, enhances the credibility of this

�experience�.

General Conclusions and Recommendations

Because this study documents the practices and views of doctors and nurses in one

Division of General Practice, care must be taken in extrapolating the findings to other

Divisions within Australian. A larger study, covering Divisions of General Practice in a

variety of geographical locations across several states of Australia, may well reveal

differences with respect to demographic variables. For example, tertiary qualified and

hospital-trained nurses may differ in their practices and views. Similarly, inexperienced

and experienced GPs may have diverse beliefs. It would also be beneficial to canvas the

opinions of the general public as to what nursing services, in general practice, would be

acceptable to them. This may highlight disparity in views between urban and rural

people.

Of some concern to patient safety was the lack of competence that many of the PNs

claimed to have in undertaking triage activities, monitoring patients following medical

intervention and educating and counselling patients about health issues. All of these

activities were reported to be frequently undertaken by the nurses. This highlights the

need for continuing education and accountability for practice. Initial nurse education in
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the hospital system would be adequate preparation for the basic treatment room nursing

activities that are required in general practice. However, extended physical assessment

skills, mental health assessment, counselling and health education/promotion, more

recently introduced and emphasised in tertiary based nurse education, appear to be

essential pre-requisites for an extended or expanded role.

Providing opportunities for pre-registration students to study health promotion in

greater breadth and depth, and for practising RNs to undertake advanced nursing

practice courses may provide the necessary foundation for an expanded role for PNs.

This study identified that some general practices employ only ENs. Given the

educational preparation and defined role of the EN, their contribution is likely to remain

assistive in nature. Enrolled nurses working without the supervision of a RN are

practising contrary to the Nursing Act 1992 and are therefore placing themselves and

the employing practice at risk of industrial and legal action. The continuing nurse

practitioner movement offers the possibility of the establishment of expanded nursing

roles within Divisions. Appropriately educated and experienced nurses, in such

positions, could initiate and manage specific disease prevention, screening and health

promotion programs and/or conduct clinics for the education and support of individuals

with chronic conditions. However, it would be essential that nurses in these positions

liaise with, and complement, the services of community nurses to avoid duplication and

competition.

Discussions about the scope of practice of any health professional or worker inevitably

results in debate about role boundaries. No longer is there clear demarcation between

occupational roles but rather the domains have become blurred (Hunter, 1996; Hopkins,

Solomon & Abelson, 1996; Kerfoot, 1996). This phenomenon has been variously

defined as role encroachment (Mechanic & Light, 1991), passing the task (Willis,

1994), job expansion (Oulton, 1997) or upskilling (Harvey, 1995). Whether it is viewed

positively or negatively is often related to issues of workload, status, expertise and

remuneration. If passing an activity from one occupational group to another does not

significantly affect the balance of their workload, reduce their income or negatively

impact on perceived status or authority, then there is usually little argument between the

two groups. The different occupational groups in general practice are not the only ones

concerned with their respective scopes of practice. Occupational health nurses are

another group of nurses whose contribution to PHC is constrained or enhanced by other
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occupations� (for example, workplace safety officers and environmental health workers)

territorial claims.

Despite the limitations of this study, it has contributed to the body of knowledge about

nurses who are employed by GPs in Australia. It has raised issues that would benefit

from further discussion and debate, in particular about the professional development

needs of PNs and appropriate funding mechanisms to facilitate a greater contribution of

nursing to this sector of the health system and to PHC generally. Medical opposition to

any expanded role may be reduced with funding incentives and collaborative education

ventures. The findings of this study, considered in relation to other Australian studies

and developments overseas, form the basis of the following recommendations.

Recommendations for Nursing Practice

1. That PNs utilise the Scope of Nursing Practice Decision Making Framework (QNC,

1998), in conjunction with the National Competencies for Registered and Enrolled

Nurses (ANCI, 1994) and the Code of Ethics for Nurses in Australia (ANCI, 1993),

to make decisions about accepting delegated activities from GPs and about

delegating activities to other nurses and/or medical receptionists.

2. That PNs undertake regular self and/or peer assessment and take appropriate action

to improve competence in identified areas of need.

3. That PNs identify and acknowledge areas of expertise within their practice and

negotiate with their employer to fully utilise this expertise.

4. That PNs seek out and access available educational resources and research data to

improve their practice.

5. That PNs form a professional interest group/association to provide a collective

�voice� for their issues and needs, to facilitate the sharing of knowledge and skills

and to promote their professional identity.

6. That PNs, in collaboration with GPs, investigate the availability of funding to

support specific projects that enhance the contribution of PNs to population health.
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Recommendations for Nursing Education

1. That pre-registration nursing curricula continue to be underpinned by the philosophy

and principles of PHC and work towards a better balance between health modalities

oriented to treatment of illness and those oriented to illness prevention and the

promotion of wellbeing.

2. That pre-registration clinical experiences include the general practice setting.

3. That providers of nursing education investigate and utilise shared educational

opportunities for nursing and medical students in order to promote more

collaborative relationships and a better understanding of each other's knowledge and

skills.

4. That providers of nursing education develop flexible and accessible courses to

enable PNs to fully develop their role, including that of Nurse Practitioner.

Recommendations for Further Research

1. A national survey of PNs to identify their demographic and occupational

characteristics and education needs.

2. A survey of a sample of Divisions across Australia to determine:

(I). the extent to which clinical tasks are delegated to receptionists;

(II). the training receptionists have undertaken for clinical tasks.

3. A survey of general practice patients to ascertain what nursing interventions would

be acceptable to them.

4. Evaluation of different practice models involving PNs with respect to defined patient

outcomes and cost effectiveness. Such practice models could include:

(I). Coordinated Care where a registered nurse was the coordinator

(II). Practice or Division based nurse managed clinics (eg wound care,

diabetes/asthma/hypertension education, well woman/man/baby)

(III). Shared management of particular patients
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5. Evaluation of non-medical skill mix (RN/EN/MR) with respect to defined patient

outcomes and cost effectiveness.

Conclusion

This case study has brought into focus factors that have constrained or enhanced the

contribution of one particular group of nurses to primary health care in Australia. It has

identified that constraining forces have outweighed those that are facilitating, resulting

in a nursing role that is limited in scope and function. Identifying and highlighting these

forces may enable PNs, both individually and collectively, to better understand their role

in the wider context of health care. Greater awareness can be instrumental in

empowering nurses to strive for an enhanced role if they so wish. However, this study

has also ascertained that many of these PNs are happy in their present circumstances

because they feel valued and believe that they make a positive difference to the lives of

those they meet in their professional context. While nurse academics and others in

positions of influence can provide the potential for PNs to expand their roles through

advanced education and lobbying of the government, there has to be a considerable

degree of intrinsic motivation, on the part of the PNs, to change.  Whether or not they

have this motivation remains to be seen.

This study has also revealed that the reality of nursing practice does not always match

the aspirations of those who attempt to define and direct it. With another national review

of nurse education in Australia about to commence, it might be timely to ask, �to what

extent should we prepare the next generation of nurses for practice as it exists today or

as we envisage it should be?� It will be interesting to follow the outcomes of this review

and the impact it has on the nursing profession.
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Appendix A

PRACTICE NURSES: CURRENT SCOPE OF PRACTICE AND POTENTIAL

EXPANDED ROLE

SURVEY OF
GENERAL PRACTITIONERS

Subject No

INSTRUCTIONS TO RESPONDENTS

Please complete the questions as instructed. Most of the questions require you to circle the appropriate
number while a few require you to insert a number. You will be given relevant information and
instructions for each section of the survey.

The first set of questions seeks information about you and your medical practice

Insert a number

1. What was your age last birthday? ___________

2. What gender are you?

(Circle one number)

Male........................................................................1

Female....................................................................2

3. Where did you undertake your initial medical training?
(Circle one number)

Australia������������������.1

Overseas������������������2

4. How many years have you been in general practice?

Insert a number

___________

5. Are you a Fellow of the Royal Australian College of General Practitioners?

(Circle one number)

Yes��������������������.1

No���������������������2
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Insert a number

6. Last week how many full time equivalent (FTE)
male doctors were working in your practice? __________

7. Last week how many full time equivalent (FTE)
female doctors were working in your practice? __________

Examples: If the full time hours in your surgery are 40 hours per week and you have one
doctor working 40 hours and three doctors working 20 hours each the FTE would be 2.5. If
you have two doctors working 40 hours and four working 24 hours each the FTE would be
4.4.

8. Is the practice in which you work owned by someone who does not work there?

(Circle one number)

Yes..........................................................................1

No............................................................................2

9. Which of the following statements best describes your situation?

(Circle one number)

Solo practitioner���������������1

Principal doctor employing other doctor(s)..��.. �.2

Co-Principal of group practice�������� �.3

Insert a number

10. How many FTE Registered Nurses were
employed in your practice last week? __________

11. How many FTE Enrolled Nurses were
employed in your practice last week? __________

.
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12. Approximately what percentage of opening hours is a nurse employed in your practice?

(Circle one number)

100%......................................................................1

75%........................................................................2

50%........................................................................3

25%........................................................................4

0%..........................................................................5

(Circle one number for
each question)

Have any of the following factors hindered the employment of a nurse or more
nurses in your practice?

Yes No

13. Lack of space 1 2

14. Not enough patients 1 2

15. Financial constraints 1 2

16. No desire or need 1 2

17. Medico-legal concerns 1 2

18. Unsure of nurse�s role 1 2

(Circle one number for
each question)

Would any of the following factors encourage you to employ a nurse or more
nurses?

Yes No

19. Practice grant 1 2

20. Employment subsidy 1 2

21. Fee-for-service payment for nursing service 1 2

22. Clearly defined nursing role 1 2
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The next section of the survey asks you about the delineation of activities in your practice.

How often does your RECEPTIONIST
undertake the following activities?

Daily At least
once a
Week

At least
once a
Month

At least
once a
Year

Never

23. Decide priority of routine appointments 1 2 3 4 5

24. Decide priority of patients without
appointments

1 2 3 4 5

25. Decide priority of emergency patients 1 2 3 4 5

26. Phone assessment and advice 1 2 3 4 5

27. Initiate first aid measures 1 2 3 4 5

28. Initiate resuscitation 1 2 3 4 5

29. Monitor patients following minor
surgery

1 2 3 4 5

30. Monitor patients following medical
treatment (eg asthma nebulizer
medication)

1 2 3 4 5

31. Monitor patients following first aid
treatment

1 2 3 4 5

32. Give oral immunisation/vaccination 1 2 3 4 5

33. Give immunisation/vaccination by
injection

1 2 3 4 5

34. Provide preventive health education 1 2 3 4 5

35. Perform health risk appraisal 1 2 3 4 5

36. Take cervical smear 1 2 3 4 5

37. Perform breast examination 1 2 3 4 5

38. Neonatal and infant developmental
assessment

1 2 3 4 5

39. Measurement of blood glucose
(glucometer)

1 2 3 4 5

40. Measurement of height and weight 1 2 3 4 5

41. Take ECG recording 1 2 3 4 5
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How often does your RECEPTIONIST
undertake the following activities?

Daily At least
once a
Week

At least
once a
Month

At least
once a
Year

Never

42. Stethoscopic examination of heart or
lungs

1 2 3 4 5

43. Take vital signs 1 2 3 4 5

44. Vitalography/spirometry 1 2 3 4 5

45. Urine testing 1 2 3 4 5

46. Assist with cardiac stress testing 1 2 3 4 5

47. Mental health assessment 1 2 3 4 5

48. Ante natal checks 1 2 3 4 5

49. Educate and counsel patients in the
management of chronic disease

1 2 3 4 5

50. Educate and counsel patients about
family relationships

1 2 3 4 5

51. Educate and counsel patients about
finding community support/self-help
groups

1 2 3 4 5

52. Give oral medications 1 2 3 4 5

53. Give medications by injection 1 2 3 4 5

54. Administer oxygen and/or nebulizer
therapy

1 2 3 4 5

55. Syringe ears 1 2 3 4 5

56. Apply and/or change dressings 1 2 3 4 5

57. Apply laser treatment to wounds 1 2 3 4 5

58. Apply ultrasound to muscle injuries 1 2 3 4 5

59. Insert sutures 1 2 3 4 5

60. Remove sutures 1 2 3 4 5

61. Remove plaster cast 1 2 3 4 5
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How often does your RECEPTIONIST
undertake the following activities?

Daily At least
once a
Week

At least
once a
Month

At least
once a
Year

Never

62. Assist with minor surgery 1 2 3 4 5

63. Prepare clinical equipment 1 2 3 4 5

64. Undertake venepuncture 1 2 3 4 5

65. Determine drugs & dressings needs 1 2 3 4 5

66. Determine equipment needs 1 2 3 4 5

67. Custody and storage of drugs 1 2 3 4 5

68. Sterilisation of equipment 1 2 3 4 5

69. Answer phones & make appointments 1 2 3 4 5

70. File patient records 1 2 3 4 5

71. Give normal results to patients 1 2 3 4 5

72. Give abnormal results to patients 1 2 3 4 5

73. Recall patients for medical follow-up 1 2 3 4 5

74. Undertake quality assurance audits 1 2 3 4 5

75. Conduct research projects 1 2 3 4 5

76. Home visiting to monitor general
health of elderly patients

1 2 3 4 5

77. Home visiting to monitor mother and
new baby

1 2 3 4 5

78. Home visiting to provide palliative care 1 2 3 4 5
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How often does your NURSE
undertake the following activities?

Daily At least
once a
Week

At least
once a
Month

At least
once a
Year

Never No
Nurse

79. Decide priority of routine
appointments

1 2 3 4 5 6

80. Decide priority of patients
without appointments

1 2 3 4 5 6

81. Decide priority of
emergency patients

1 2 3 4 5 6

82. Phone assessment/advice 1 2 3 4 5 6

83. Initiate first aid measures 1 2 3 4 5 6

84. Initiate resuscitation 1 2 3 4 5 6

85. Monitor patients following
minor surgery

1 2 3 4 5 6

86. Monitor patients following
medical treatment (eg
asthma nebulizer
medication)

1 2 3 4 5 6

87. Monitor patients following
first aid treatment

1 2 3 4 5 6

88. Give oral immunisation or
vaccination

1 2 3 4 5 6

89. Give immunisation or
vaccination by injection

1 2 3 4 5 6

90. Provide preventive health
education

1 2 3 4 5 6

91. Perform health risk appraisal 1 2 3 4 5 6

92. Take cervical smear 1 2 3 4 5 6

93. Perform breast examination 1 2 3 4 5 6

94. Neonatal and infant
developmental assessment

1 2 3 4 5 6

95. Measurement of blood
glucose (glucometer)

1 2 3 4 5 6

96. Measurement of height and
weight

1 2 3 4 5 6
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How often does your NURSE
undertake the following activities?

Daily At least
once a
Week

At least
once a
Month

At least
once a
Year

Never No
Nurse

97. Take ECG recording 1 2 3 4 5 6

98. Stethoscopic auscultation of
heart or lungs

1 2 3 4 5 6

99. Take vital signs 1 2 3 4 5 6

100. Vitalography/spirometry 1 2 3 4 5 6

101. Urine testing 1 2 3 4 5 6

102. Assist with cardiac stress
testing

1 2 3 4 5 6

103. Mental health assessment 1 2 3 4 5 6

104. Ante natal checks 1 2 3 4 5 6

105. Educate and counsel patients
in the management of
chronic disease

1 2 3 4 5 6

106. Educate and counsel patients
about family relationships

1 2 3 4 5 6

107. Educate and counsel patients
about finding community
support/self-help groups

1 2 3 4 5 6

108. Give oral medications 1 2 3 4 5 6

109. Give medications by
injection

1 2 3 4 5 6

110. Administer oxygen and/or
nebulizer therapy

1 2 3 4 5 6

111. Syringe ears 1 2 3 4 5 6

112. Apply and/or change
dressings

1 2 3 4 5 6

113. Apply laser treatment to
wounds

1 2 3 4 5 6

114. Apply ultrasound to muscle
injuries

1 2 3 4 5 6
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How often does your NURSE
undertake the following activities?

Daily At least
once a
Week

At least
once a
Month

At least
once a
Year

Never No
Nurse

115. Insert sutures 1 2 3 4 5 6

116. Remove sutures 1 2 3 4 5 6

117. Remove plaster cast 1 2 3 4 5 6

118. Assist with minor surgery 1 2 3 4 5 6

119. Prepare clinical equipment 1 2 3 4 5 6

120. Undertake venepuncture 1 2 3 4 5 6

121. Determine drugs &
dressings needs

1 2 3 4 5 6

122. Determine equipment needs 1 2 3 4 5 6

123. Custody and storage of
drugs

1 2 3 4 5 6

124. Sterilisation of equipment 1 2 3 4 5 6

125. Answer phones & make
appointments

1 2 3 4 5 6

126. File patient records 1 2 3 4 5 6

127. Give normal results to
patients

1 2 3 4 5 6

128. Give abnormal results to
patients

1 2 3 4 5 6

129. Recall patients for medical
follow-up

1 2 3 4 5 6

130. Undertake quality assurance
audits

1 2 3 4 5 6

131. Conduct research projects 1 2 3 4 5 6

132. Home visiting to monitor
general health of elderly
patients

1 2 3 4 5 6

133. Home visiting to monitor
mother and new baby

1 2 3 4 5 6

134. Home visiting to provide
palliative care

1 2 3 4 5 6
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 (Circle one number for
each question)

Does your practice have policy and procedure manuals for the following staff? Yes No

135. Doctor 1 2

136. Nurse 1 2

137. Receptionist 1 2

138. Practice Manager 1 2

The next section asks you to consider how competent you believe Receptionists and Nurses are to
undertake specific tasks.

What proportion of RECEPTIONISTS do you think are
competent to undertake the following activities in general
practice?

All Most Some None

139. Decide priority of routine appointments 1 2 3 4

140. Decide priority of patients without appointments 1 2 3 4

141. Decide priority of emergency patients 1 2 3 4

142. Phone assessment and advice 1 2 3 4

143. Initiate first aid measures 1 2 3 4

144. Initiate resuscitation 1 2 3 4

145. Monitor patients following minor surgery 1 2 3 4

146. Monitor patients following medical treatment (eg
asthma nebulizer medication)

1 2 3 4

147. Monitor patients following first aid treatment 1 2 3 4

148. Give oral immunisation/vaccination 1 2 3 4

149. Give immunisation/vaccination by injection 1 2 3 4

150. Provide preventive health education 1 2 3 4

151. Perform health risk appraisal 1 2 3 4

152. Take cervical smear 1 2 3 4
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What proportion of RECEPTIONISTS do you think are
competent to undertake the following activities in general
practice?

All Most Some None

153. Perform breast examination 1 2 3 4

154. Neonatal and infant developmental assessment 1 2 3 4

155. Measurement of blood glucose (glucometer) 1 2 3 4

156. Measurement of height and weight 1 2 3 4

157. Take ECG recording 1 2 3 4

158. Stethoscopic examination of heart or lungs 1 2 3 4

159. Take vital signs 1 2 3 4

160. Vitalography/spirometry 1 2 3 4

161. Urine testing 1 2 3 4

162. Assist with cardiac stress testing 1 2 3 4

163. Mental health assessment 1 2 3 4

164. Ante natal checks 1 2 3 4

165. Educate and counsel patients in the management of
chronic disease

1 2 3 4

166. Educate and counsel patients about family relationships 1 2 3 4

167. Educate and counsel patients about finding community
support/self-help groups

1 2 3 4

168. Give oral medications 1 2 3 4

169. Give medications by injection 1 2 3 4

170. Administer oxygen and/or nebulizer therapy 1 2 3 4

171. Syringe ears 1 2 3 4

172. Apply and/or change dressings 1 2 3 4

173. Apply laser treatment to wounds 1 2 3 4
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What proportion of RECEPTIONISTS do you think are
competent to undertake the following activities in general
practice?

All Most Some None

174. Apply ultrasound to muscle injuries 1 2 3 4

175. Insert sutures 1 2 3 4

176. Remove sutures 1 2 3 4

177. Remove plaster cast 1 2 3 4

178. Assist with minor surgery 1 2 3 4

179. Prepare clinical equipment 1 2 3 4

180. Undertake venepuncture 1 2 3 4

181. Determine drugs & dressings needs 1 2 3 4

182. Determine equipment needs 1 2 3 4

183. Custody and storage of drugs 1 2 3 4

184. Sterilisation of equipment 1 2 3 4

185. Answer phones & make appointments 1 2 3 4

186. File patient records 1 2 3 4

187. Give normal results to patients 1 2 3 4

188. Give abnormal results to patients 1 2 3 4

189. Recall patients for medical follow-up 1 2 3 4

190. Undertake quality assurance audits 1 2 3 4

191. Conduct research projects 1 2 3 4

192. Home visiting to monitor general health of elderly
patients

1 2 3 4

193. Home visiting to monitor mother and new baby 1 2 3 4

194. Home visiting to provide palliative care 1 2 3 4
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What proportion of NURSES do you think are competent to
undertake the following activities in general practice?

All Most Some None

195. Decide priority of routine appointments 1 2 3 4

196. Decide priority of patients without appointments 1 2 3 4

197. Decide priority of emergency patients 1 2 3 4

198. Phone assessment and advice 1 2 3 4

199. Initiate first aid measures 1 2 3 4

200. Initiate resuscitation 1 2 3 4

201. Monitor patients following minor surgery 1 2 3 4

202. Monitor patients following medical treatment (eg
asthma nebulizer medication)

1 2 3 4

203. Monitor patients following first aid treatment 1 2 3 4

204. Give oral immunisation/vaccination 1 2 3 4

205. Give immunisation/vaccination by injection 1 2 3 4

206. Provide preventive health education 1 2 3 4

207. Perform health risk appraisal 1 2 3 4

208. Take cervical smear 1 2 3 4

209. Perform breast examination 1 2 3 4

210. Neonatal and infant developmental assessment 1 2 3 4

211. Measurement of blood glucose (glucometer) 1 2 3 4

212. Measurement of height and weight 1 2 3 4

213. Take ECG recording 1 2 3 4

214. Stethoscopic examination of heart or lungs 1 2 3 4

215. Take vital signs 1 2 3 4

216. Vitalography/spirometry 1 2 3 4
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What proportion of NURSES do you think are competent to
undertake the following activities in general practice?

All Most Some None

217. Urine testing 1 2 3 4

218. Assist with cardiac stress testing 1 2 3 4

219. Mental health assessment 1 2 3 4

220. Ante natal checks 1 2 3 4

221. Educate and counsel patients in the management of
chronic disease

1 2 3 4

222. Educate and counsel patients about family relationships 1 2 3 4

223. Educate and counsel patients about finding community
support/self-help groups

1 2 3 4

224. Give oral medications 1 2 3 4

225. Give medications by injection 1 2 3 4

226. Administer oxygen and/or nebulizer therapy 1 2 3 4

227. Syringe ears 1 2 3 4

228. Apply and/or change dressings 1 2 3 4

229. Apply laser treatment to wounds 1 2 3 4

230. Apply ultrasound to muscle injuries 1 2 3 4

231. Insert sutures 1 2 3 4

232. Remove sutures 1 2 3 4

233. Remove plaster cast 1 2 3 4

234. Assist with minor surgery 1 2 3 4

235. Prepare clinical equipment 1 2 3 4

236. Undertake venepuncture 1 2 3 4

237. Determine drugs & dressings needs 1 2 3 4
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What proportion of NURSES do you think are competent to
undertake the following activities in general practice?

All Most Some None

238. Determine equipment needs 1 2 3 4

239. Custody and storage of drugs 1 2 3 4

240. Sterilisation of equipment 1 2 3 4

241. Answer phones & make appointments 1 2 3 4

242. File patient records 1 2 3 4

243. Give normal results to patients 1 2 3 4

244. Give abnormal results to patients 1 2 3 4

245. Recall patients for medical follow-up 1 2 3 4

246. Undertake quality assurance audits 1 2 3 4

247. Conduct research projects 1 2 3 4

248. Home visiting to monitor general health of elderly
patients

1 2 3 4

249. Home visiting to monitor mother and new baby 1 2 3 4

250. Home visiting to provide palliative care 1 2 3 4

How important do you think it is for
NURSES to have the following skills?

Extremely Moderately Minimally Not at all

251. Counselling 1 2 3 4

252. Teaching 1 2 3 4

253. Physical assessment 1 2 3 4

254. Mental health assessment 1 2 3 4

255. Interviewing 1 2 3 4

256. Practice management 1 2 3 4

257. Research 1 2 3 4

258. Information technology 1 2 3 4

259. Practical 1 2 3 4
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The next section of the survey seeks to elicit your views about Nurses in GENERAL PRACTICE.
Please give your view even if you do not employ a nurse.

Circle the number that corresponds most
closely to what you think

Strongly
Agree

Agree Unsure Disagree Strongly
Disagree

260. Nursing�s contribution to preventive
care is underutilised 1 2 3 4 5

261. Nursing services provides more
comprehensive care 1 2 3 4 5

262. The employment of more nurses will
enhance preventive care 1 2 3 4 5

263. General practitioners are better
qualified to provide preventive care
than nurses 1 2 3 4 5

264. The employment of more nurses will
improve the coordination of health
services 1 2 3 4 5

265. The employment of more nurses will
lead to better health outcomes 1 2 3 4 5

266. The employment of more nurses is a
waste of money 1 2 3 4 5

267. Patients should be able to refer
themselves directly to practice nurses 1 2 3 4 5

268. Practice nurses should be able to
diagnose and initiate treatment within
agreed protocols

1 2 3 4 5

269. Practice nurses should be employed to
do only directed tasks 1 2 3 4 5

270. Expanding practice nurses� roles
beyond undertaking traditional nursing
tasks will lead to �second rate
medicine�

1 2 3 4 5

271. Services provided by practice nurses
should attract a direct fee and be
reimbursable by Medicare 1 2 3 4 5

272. Patients are capable of selecting
complaints suitable for consultation
with a practice nurse

1 2 3 4 5
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Circle the number that corresponds most
closely to what you think

Strongly
Agree

Agree Unsure Disagree Strongly
Disagree

273. Receptionists can be trained to perform
any �nursing� tasks required 1 2 3 4 5

274. The follow-up of patients with chronic
disease could be well managed in
nurse-run clinics

1 2 3 4 5

275. Opportunistic health promotion is
sufficient in general practice 1 2 3 4 5

276. Health promotion activities should be
both planned and opportunistic 1 2 3 4 5

277. Planned health promotion activities
should be carried out by nurses 1 2 3 4 5

278. The cost of employing a practice nurse
is offset by the increased range of
services offered to patients

1 2 3 4 5

279. Practice nurses provide a practical
interface between doctors, patients and
other health care providers

1 2 3 4 5

280. Interdisciplinary teamwork is desirable
in general practice 1 2 3 4 5

281. Case management of particular patients
could be undertaken by nurses 1 2 3 4 5

282. Enrolled nurse training is sufficient for
the requirements of practice nursing 1 2 3 4 5

283. Registered nurse training is essential
for the requirements of practice nursing 1 2 3 4 5

284. Practice nursing requires post basic
education (eg graduate diploma or
masters degree)

1 2 3 4 5

285. Who do you think should define the role of the practice nurse?

(Circle one number)

A nursing body such as the Queensland Nursing Council����.1

A medical body such as RACGP��������������2

The individual nurse and the employing doctor�������.�3

A nursing body in collaboration with a medical body�����...4
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286. Who do you think should be responsible for the continuing education of a practice nurse?

(Circle one number)

The employing practice����������������.��.1

The individual nurse�������������������..2

The medical profession����������������.��.3

The nursing profession������������������..4

The medical and nursing professions in collaboration������..5

If you do not employ any nurses in your practice you have now completed the survey.
Thank you for your contribution.

If you do employ a nurse please continue with the following questions.

The final part of this survey asks you specifically about the nurse(s) in your employ.

287. How agreeable would you be to extending/enhancing the scope of roles/functions that the nurse(s)
in your practice undertake?

(Circle one number)

Very agreeable................................................�.....1

Somewhat agreeable.......................................�.....2

Unsure....................................................................3

Probably not agreeable.......................................�.4

Definitely not agreeable...........................................5
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(Circle one number for each
question)

Do you think any of the following factors are barriers in the way of
extending/enhancing the role of nurses in your practice?

Yes NO

288. Lack of opportunities for further training/education for the role 1 2

289. Lack of space in practice premises 1 2

290. Financial constraints of the practice 1 2

291. Nurses� lack of time 1 2

292. General practitioners� reluctance to relinquish control 1 2

293. Nurses� reluctance to assume more responsibility 1 2

294. Nurses� lack of desire 1 2

295. Nurses� lack of confidence 1 2

296. Views of medical associations 1 2

297. Confusion between role delineation of doctor and nurse 1 2

298. Lack of clear job definition 1 2

299. Patients� attitudes 1 2

300. Current Medicare reimbursement arrangements 1 2

301. Lack of professional/special interest groups for practice nurses 1 2

 (Circle one number for each
question)

Do you provide any of the following opportunities for ongoing education for
nurses in your employ? Yes NO

302. Paid leave to attend outside courses/workshops/seminars/conferences 1 2

303. Unpaid leave to attend outside
courses/workshops/seminars/conferences

1 2

304. An organised practice education programme 1 2

305. Subscription to journals 1 2
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Circle the number which corresponds most
closely to your behaviour

Never Rarely Some-
times

Frequ-
ently

Mostly Always

306. I reinforce the value of nursing care
when talking to the patient

1 2 3 4 5 6

307. I ask for the nurse�s assessment of
what may be needed to strengthen the
patient�s support system

1 2 3 4 5 6

308. I discuss with nurses the similarities
and differences in medical and
nursing approaches to care

1 2 3 4 5 6

309. I consider nurses� opinions when
developing a treatment plan

1 2 3 4 5 6

310. I discuss areas of agreement and
disagreement with nurses in an effort
to develop mutually agreeable health
goals

1 2 3 4 5 6

311. I discuss with nurses the degree to
which I think they should be involved
in planning and implementing patient
care

1 2 3 4 5 6

312. I work toward consensus with nurses
regarding the best approach in caring
for a patient

1 2 3 4 5 6

313. I discuss with nurses their
expectations regarding the degree of
their involvement in the health care
decision process

1 2 3 4 5 6

314. I acknowledge to nurses those aspects
of health care where they have more
expertise than I do

1 2 3 4 5 6

315. I clarify whether the nurse or I will
have the responsibility for discussing
different kinds of information with
patients

1 2 3 4 5 6

Thank you for your contribution to this survey.
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Appendix B

PRACTICE NURSES:
CURRENT SCOPE OF PRACTICE AND POTENTIAL EXPANDED ROLE

SURVEY OF
NURSES

Subject No.

INSTRUCTIONS TO RESPONDENTS
Please complete the questions as instructed. Most of the questions require you to circle the appropriate
number while a few require you to insert a number. You will be given relevant information and
instructions for each section of the survey.

The first set of questions seeks background information about you and your qualifications and
nursing experience.

Insert a number

1. What age were you last birthday? ___________

2. What gender are you?

(Circle one number)

Male...........................................................�.�......1

Female.........................................................�.........2

3. What is your current nursing category?

(Circle one number)

Enrolled����������������..�.1

Registered���������������.......2

(Circle one number for
each question)

Do you have the following endorsements? Yes No

4. Registered Midwife 1 2

5. Registered Psychiatric Nurse 1 2

Insert a number

6. How many years ago did you complete your
initial nursing training/education? _________
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7. Where did you undertake your initial nurse training?
(Circle one number)

Australia����������������..1

Overseas���������������.�.2

8. What is your highest nursing qualification?
(Circle one number)

Hospital Certificate������������1

Advanced Certificate�����������.2

Associate Diploma������������.3

Undergraduate Degree���������..�.4

Postgraduate Diploma���������.�..5

Postgraduate Degree���������..��6

9. What is your highest non-nursing qualification?

(Circle one number)

Secondary schooling�����������..1

Associate Diploma������������.2

Undergraduate Degree����������...3

Postgraduate Diploma�����������4

Postgraduate Degree�����������..5

(Circle one number
for each question)

Have you completed formal courses of study in any of the following
fields?

Yes No

10. Nursing Administration 1 2

11. Nursing Education 1 2

12. Midwifery 1 2

13. Psychiatric/Mental Health Nursing 1 2

14. Community Health Nursing 1 2

15. Child Health Nursing 1 2

16. Paediatric Nursing 1 2

17. Operating Theatre Nursing 1 2

18. Critical Care 1 2

19. Emergency Nursing 1 2

20. Oncology 1 2

21. Aged Care 1 2

22. Health Education/Health Promotion 1 2

23. Occupational Health 1 2

24. Family Planning 1 2



228

(Circle one number
for each question)

Are you currently enrolled in any of the following? Yes No

25. Nursing degree programme 1 2

26. Advanced certificate in nursing specialty 1 2

27. Graduate diploma in nursing specialty 1 2

28. Master of nursing programme 1 2

29. Doctoral studies 1 2

30. Other diploma programme 1 2

31. Other degree programme 1 2

32. Other postgraduate programme 1 2

(Circle one number
for each question)

Have you worked in any of the following areas prior to employment in
general practice?

Yes No

33. General hospital wards (eg med, surg, orthop, gynae) 1 2

34. Hospital specialty areas (eg ICU, CCU, A&E, dialysis) 1 2

35. Operating theatres 1 2

36. Outpatient/special clinics 1 2

37. Paediatrics 1 2

38. Midwifery 1 2

39. Psychiatry 1 2

40. Community 1 2

41. Child health 1 2

42. Domiciliary 1 2

43. Aged care 1 2

44. Rehabilitation 1 2

45. Family planning 1 2

46. Developmental disability 1 2

47. Sexual health 1 2

48. Occupational health 1 2

49. Private/independent nursing practice 1 2

50. Administration 1 2

51. Education 1 2

52. Research 1 2
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The next group of questions seeks information about you and the practice in which you work.

Insert a number

53. How many years have you been employed
in a general practice? _______

54. Have you been employed in more than one general practice?

(Circle one number)

Yes��������������������1

No�������������������.�2

Insert a number

55. Last week how many full time equivalent (FTE)
male doctors were working in the practice? _______

56. Last week how many full time equivalent (FTE)
female doctors were working in the practice? _______

Examples: If the full time hours in the surgery are 40 hours per week and there is one doctor
working 40 hours and three doctors working 20 hours each the FTE would be 2.5. If there
are two doctors working 40 hours and four working 24 hours each the FTE would be 4.4.

Insert a number

57. How many FTE Registered Nurses were
employed in the practice last week? _______

58. How many FTE Enrolled Nurses were
employed in the practice last week? _______

(Circle one number
for each question)

Did any of the following factors influence you to work in a general
practice

Yes No

59. Hours of work/flexibility of hours 1 2

60. Security of employment 1 2

61. Type of work/type of patients 1 2

62. Career opportunities 1 2

63. Autonomy 1 2
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64. Which of the following statements best describes your employment situation?

(Circle one number)

Employed full time as a nurse only........................�......................1

Employed part time as a nurse only.........................�....................2

Employed on a casual basis as a nurse only..............�.............�.3

Employed full time as a nurse/receptionist.....................................4

Employed part time as a nurse/receptionist.......................�.....�.5

Employed on a casual basis as a nurse/receptionist������.6

Employed as the Practice Manager............................................�.7

The next section of the survey asks you about the specific tasks that you undertake in general
practice.

How often do you undertake the following?
Daily At least

once a
Week

At least
once a
Month

At least
once a
Year

Never

65. Triage activities 1 2 3 4 5

66. Provide phone assessment/ advice 1 2 3 4 5

67. Initiate first aid measures 1 2 3 4 5

68. Monitor patients following medical
intervention

1 2 3 4 5

69. Perform health risk appraisal 1 2 3 4 5

70. Take cervical smear 1 2 3 4 5

71. Perform breast examination 1 2 3 4 5

72. Assess infant development 1 2 3 4 5

73. Measure blood glucose with
glucometer

1 2 3 4 5

74. Measure height and weight 1 2 3 4 5

75. Take ECG recording 1 2 3 4 5

76. Perform stethoscopic examination of
heart or lungs

1 2 3 4 5

77. Take vital signs 1 2 3 4 5

78. Undertake vitalography/spirometry 1 2 3 4 5

79. Test urine 1 2 3 4 5



231

How often do you undertake the following
activities?

Daily At least
once a
Week

At least
once a
Month

At least
once a
Year

Never

80. Assist with cardiac stress testing 1 2 3 4 5

81. Assess mental health 1 2 3 4 5

82. Undertake ante natal checks 1 2 3 4 5

83. Educate and counsel patients about
illness prevention measures

1 2 3 4 5

84. Educate and counsel patients in the
management of chronic illness

1 2 3 4 5

85. Educate and counsel patients about
mental health issues

1 2 3 4 5

86. Educate and counsel patients about
other health services in the community

1 2 3 4 5

87. Give oral medications 1 2 3 4 5

88. Give medications by injection 1 2 3 4 5

89. Administer oxygen and/or nebuliser
therapy

1 2 3 4 5

90. Syringe ears 1 2 3 4 5

91. Apply and/or change dressings 1 2 3 4 5

92. Apply laser treatment to wounds 1 2 3 4 5

93. Apply ultrasound to muscle injuries 1 2 3 4 5

94. Insert sutures 1 2 3 4 5

95. Remove sutures 1 2 3 4 5

96. Remove plaster cast 1 2 3 4 5

97. Assist with minor surgery 1 2 3 4 5

98. Prepare clinical equipment 1 2 3 4 5

99. Undertake venipuncture 1 2 3 4 5

100. Determine drugs & dressings needs 1 2 3 4 5
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How often do you undertake the following
activities?

Daily At least
once a
Week

At least
once a
Month

At least
once a
Year

Never

101. Determine equipment needs 1 2 3 4 5

102. Take custody of drugs 1 2 3 4 5

103. Sterilise equipment 1 2 3 4 5

104. Answer phones & make appointments 1 2 3 4 5

105. File patient records 1 2 3 4 5

106. Give normal results to patients 1 2 3 4 5

107. Give abnormal results to patients 1 2 3 4 5

108. Recall patients for medical follow-up 1 2 3 4 5

109. Undertake quality assurance audits 1 2 3 4 5

110. Conduct research projects 1 2 3 4 5

111. Home visit to monitor general health of
elderly patients

1 2 3 4 5

112. Home visit to monitor mother and new
baby

1 2 3 4 5

113. Home visit to provide palliative care 1 2 3 4 5

The next section asks you to consider your qualifications and experience for working in a general
practice

How competent do you believe you are to: Extremely Moderately Somewhat Not at all

114. Undertake triage activities 1 2 3 4

115. Provide phone assessment/ advice 1 2 3 4

116. Initiate first aid measures 1 2 3 4

117. Monitor patients following medical
intervention

1 2 3 4

118. Perform health risk appraisal 1 2 3 4

119. Take cervical smear 1 2 3 4
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How competent do you believe you are to: Extremely Moderately Somewhat Not at all

120. Perform breast examination 1 2 3 4

121. Assess infant development 1 2 3 4

122. Measure blood glucose with glucometer 1 2 3 4

123. Measure height and weight 1 2 3 4

124. Take ECG recording 1 2 3 4

125. Perform stethoscopic examination of heart
or lungs

1 2 3 4

126. Take vital signs 1 2 3 4

127. Undertake vitalography/spirometry 1 2 3 4

128. Test urine 1 2 3 4

129. Assist with cardiac stress testing 1 2 3 4

130. Assess mental health 1 2 3 4

131. Undertake ante natal checks 1 2 3 4

132. Educate and counsel patients about illness
prevention measures

1 2 3 4

133. Educate and counsel patients in the
management of chronic illness

1 2 3 4

134. Educate and counsel patients about mental
health issues

1 2 3 4

135. Educate and counsel patients about other
health services in the community

1 2 3 4

136. Give oral medications 1 2 3 4

137. Give medications by injection 1 2 3 4

138. Administer oxygen and/or nebuliser
therapy

1 2 3 4

139. Syringe ears 1 2 3 4

140. Apply and/or change dressings 1 2 3 4
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How competent do you believe you are to: Extremely Moderately Somewhat Not at all

141. Apply laser treatment to wounds 1 2 3 4

142. Apply ultrasound to muscle injuries 1 2 3 4

143. Insert sutures 1 2 3 4

144. Remove sutures 1 2 3 4

145. Remove plaster cast 1 2 3 4

146. Assist with minor surgery 1 2 3 4

147. Prepare clinical equipment 1 2 3 4

148. Undertake venipuncture 1 2 3 4

149. Determine drugs & dressings needs 1 2 3 4

150. Determine equipment needs 1 2 3 4

151. Take custody of drugs 1 2 3 4

152. Sterilise equipment 1 2 3 4

153. Answer phones & make appointments 1 2 3 4

154. File patient records 1 2 3 4

155. Give normal results to patients 1 2 3 4

156. Give abnormal results to patients 1 2 3 4

157. Recall patients for medical follow-up 1 2 3 4

158. Undertake quality assurance audits 1 2 3 4

159. Conduct research projects 1 2 3 4

160. Home visit to monitor general health of
elderly patients

1 2 3 4

161. Home visit to monitor mother and new
baby

1 2 3 4

162. Home visit to provide palliative care 1 2 3 4
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How important do you think it is for
Practice Nurses to have the following
skills?

Extremely Moderately Minimally Not at all

163. Counselling 1 2 3 4

164. Teaching 1 2 3 4

165. Physical assessment 1 2 3 4

166. Mental health assessment 1 2 3 4

167. Interviewing 1 2 3 4

168. Practice management 1 2 3 4

169. Research 1 2 3 4

170. Information technology 1 2 3 4

171. Practical 1 2 3 4

The next section of the survey seeks to elicit your views about Nurses in GENERAL PRACTICE.

Circle the number that corresponds most
closely to what you think

Strongly
Agree

Agree Unsure Disagree Strongly
Disagree

172. Nursing�s contribution to preventive
care is underutilised 1 2 3 4 5

173. The inclusion of nursing services
provides more comprehensive care 1 2 3 4 5

174. The employment of more nurses will
enhance preventive care 1 2 3 4 5

175. General practitioners are better
qualified to provide preventive care
than nurses 1 2 3 4 5

176. The employment of more nurses will
improve the coordination of health
services 1 2 3 4 5

177. The employment of more nurses will
lead to better health outcomes 1 2 3 4 5

178. The employment of more nurses is a
waste of money 1 2 3 4 5

179. Patients should be able to refer
themselves directly to practice nurses 1 2 3 4 5
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Circle the number that corresponds most
closely to what you think

Strongly
Agree

Agree Unsure Disagree Strongly
Disagree

180. Practice nurses should be able to
diagnose and initiate treatment within
agreed protocols

1 2 3 4 5

181. Practice nurses should be employed to
do only directed tasks 1 2 3 4 5

182. Expanding practice nurses� roles
beyond undertaking traditional nursing
tasks will lead to �second rate
medicine�

1 2 3 4 5

183. Services provided by practice nurses
should attract a direct fee and be
reimbursable by Medicare 1 2 3 4 5

184. Patients are capable of selecting
complaints suitable for consultation
with a practice nurse

1 2 3 4 5

185. Receptionists can be trained to perform
any �nursing� tasks required in general
practice

1 2 3 4 5

186. The follow-up of patients with chronic
disease could be well managed in
nurse-run clinics

1 2 3 4 5

187. Opportunistic health promotion is
sufficient in general practice 1 2 3 4 5

188. There should be planned health
promotion activities in general practice 1 2 3 4 5

189. Planned health promotion activities
should be carried out by nurses 1 2 3 4 5

190. The cost of employing a practice nurse
is offset by the increased range of
services offered to patients

1 2 3 4 5

191. Practice nurses provide a practical
interface between doctors, patients and
other health care providers

1 2 3 4 5

192. Interdisciplinary teamwork is desirable
in general practice 1 2 3 4 5

193. Case management of particular patients
could be undertaken by nurses 1 2 3 4 5
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Circle the number that corresponds most
closely to what you think

Strongly
Agree

Agree Unsure Disagree Strongly
Disagree

194. Enrolled nurse training is sufficient for
the requirements of practice nursing 1 2 3 4 5

195. Registered nurse training is essential
for the requirements of practice nursing 1 2 3 4 5

196. Practice nursing requires post basic
education (eg graduate diploma or
masters degree)

1 2 3 4 5

197. Who do you think should define the role of the practice nurse?

(Circle one number)

A nursing body such as the Queensland Nursing Council�����..1

A medical body such as RACGP���������������2

The individual nurse and the employing doctor��������.�3

A nursing body in collaboration with a medical body������. .4

198. Who do you think should be responsible for the continuing education of a practice nurse?

(Circle one number)

The employing practice������������������.1

The individual nurse�������������������..2

The medical profession������������������.3

The nursing profession������������������..4

The medical and nursing professions in collaboration������..5



238

(Circle one number
for each question)

Do you think any of the following factors are barriers in the way of
extending/enhancing the role of Practice Nurses?

Yes NO

199. Lack of opportunities for further training/education for the role 1 2

200. Lack of space in practice premises 1 2

201. Financial constraints of the practice 1 2

202. Nurses� lack of time 1 2

203. General practitioners� reluctance to relinquish control 1 2

204. Nurses� reluctance to assume more responsibility 1 2

205. Nurses� lack of desire 1 2

206. Nurses� lack of confidence 1 2

207. Views of medical associations 1 2

208. Confusion between role delineation of doctor and nurse 1 2

209. Lack of clear job definition 1 2

210. Patients� attitudes 1 2

211. Current Medicare reimbursement arrangements 1 2

212. Lack of professional/special interest groups for practice nurses 1 2

The next section of this survey seeks a bit more information about you and the practice in which
you work

213.  How agreeable would you be to extending/enhancing your role?

(Circle one number)

Very agreeable.......................................................1

Somewhat agreeable..............................................2

Unsure....................................................................3

Probably not agreeable..........................................4

Definitely not agreeable........................................5
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(Circle one number
for each question)

Does the practice in which you are employed provide you with any of the
following opportunities for ongoing education? Yes NO

214. Paid leave to attend outside courses/workshops/seminars/conferences 1 2

215. Unpaid leave to attend outside
courses/workshops/seminars/conferences

1 2

216. An organised practice education programme 1 2

217. Subscription to journals 1 2

Circle the number which most closely corresponds to
your working situation

All of the
time

Most of
the time

Some of
the time

Never

218. I require knowledge not taught in initial nurse
education

1 2 3 4

219. I use skills not taught in initial nurse education 1 2 3 4

220. The patients value my work 1 2 3 4

221. I am able to act independently of the doctor(s) 1 2 3 4

222. I get feedback from the doctor(s) as to my job
performance

1 2 3 4

223. I undertake activities beyond my capabilities 1 2 3 4

224. I undertake activities which could be done by a
cleaner

1 2 3 4

225. I am respected by the doctor(s) in the practice 1 2 3 4

226. The doctor(s) have a good understanding of the
scope of my expertise 1 2 3 4

227. The doctor(s) ask my opinion about patient
management

1 2 3 4

228. I feel like a valued member of the practice 1 2 3 4

229. I base my practice on knowledge and skills
derived from nursing research

1 2 3 4

230. I base my practice on knowledge and skills
passed on by the doctor(s)

1 2 3 4
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The final part of this survey asks you about your professional relationship with your employing
doctor(s).

Circle the number which corresponds most
closely to your behaviour

Never Rarely Some-
times

Frequ-
ently

Mostly Always

231. I ask doctors about their expectations
regarding the degree of my
involvement in health care decisions

1 2 3 4 5 6

232. I negotiate with the doctor to
establish our responsibilities for
discussing different kinds of
information with patients

1 2 3 4 5 6

233. I clarify the scope of my professional
expertise when it is greater than the
doctor thinks it is

1 2 3 4 5 6

234. I discuss with doctors the degree to
which I want to be involved in
planning aspects of patient care

1 2 3 4 5 6

235. I suggest to doctors patient care
approaches that I think would be
useful

1 2 3 4 5 6

236. I discuss with doctors areas of
practice that reside more within the
realm of medicine than nursing

1 2 3 4 5 6

237. I tell doctors when, in my judgement,
their orders seem inappropriate

1 2 3 4 5 6

238. I tell doctors of any difficulties I
foresee in the patient�s ability to deal
with treatment options and their
consequences

1 2 3 4 5 6

239. I inform doctors about areas of
practice that are unique to nursing

1 2 3 4 5 6

Thank you for your contribution to this survey
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Appendix C

Practice Nurse Group Interview Guide

1. Were there any questions in the survey that you had difficulty answering and why?
 
 
2. Were there any factors or issues that you believe are important that were not covered

in the survey?
 
 
3. Currently, what do you believe is the main purpose of nurses employed in general

practice?
 
 
4. Do you see that purpose changing in any way in the future? Why?
 
 
5. What is needed to make those changes happen?
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Appendix D

Guided Interview Questions for Receptionists and Registered Nurses

Can you tell me how you came to be a medical receptionist/practice nurse?

Tell me about your job, where you fit into the practice and what you do as a medical

receptionist/practice nurse.

What do you think are the attributes of a good receptionist/practice nurse?

What are the positive/negative things about being a receptionist/practice nurse?

How do you think you contribute to the practice?

What do you think the patients expect of you?

What do you think the other workers expect of you?

How would you describe your working relationships with the doctors/nurses/practice

manager?

How do you go about suggesting any changes in the practice?

What do you do if you�re asked to do something you don�t feel competent to do?

How do you see the role of the medical receptionist/practice nurse in the future?

For PNs
What involvement in health promotion do you have?
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Appendix E

GP Interview Schedule

Years since initial license

Years in general practice

Practice characteristics (opening hours, no of GPs, PNs, & MRs, PM)

Experience with PNs (other countries, other practices)

Role of the PN/ how is nursing work organised?

Skills required

Describe professional relationship with PNs. Any difference from other doctor-nurse
relationships?

Value of nursing to general practice

Views on collaborative practice with nurses

Expansion of PN role �barriers/incentives/advanced training

Funding of PNs

Future of nurses in general practice

Role of receptionist
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Appendix F

SURVEY OF
MEDICAL RECEPTIONISTS

IN GENERAL PRACTICE

Please answer each question by writing a number in the space provided or circling
one number as instructed.

Circle one number

1. Are you: Female��������.1

Male���������2

2. How many years have you been employed with your current employer? ________

3. How many years have you been employed altogether in general practice?________

4. How many different general practices have you been employed in? ________

5. How many doctors are there in the practice you are employed in? ________

6. How many individuals are employed as receptionists in the practice you are
employed in?

________

7. How many individuals are employed as nurses in the practice you are employed in?

________

8. Which of the following statements best describes your current employment situation?
Circle one number

Employed full time as a receptionist only������������1

Employed part time as a receptionist only�����������...2

Employed full time as a practice manager only��������..�..3

Employed part time as a practice manager only�������.��..4

Employed full time as a practice manager/receptionist����.�..�.5

Employed part time as a practice manager/receptionist����.�.�.6
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9. Have you completed a certified medical receptionist training course?
Circle one number

No�������.��.1

Yes������.���2

10. Have you had any prior experience as a nurse?
Circle one number

No��������.�.1

Yes�����.����2

If you answered �No� to the previous question please go to Question 14. If you
answered �Yes� to the previous question please go on with Question 11.

11. Have you completed a course which enabled you to be registered or enrolled as a
nurse?

Circle one number and
insert category

No����������1

Yes���������..2

Category_______________

12. Which statement best describes your past nursing experience?
Circle one number

Employed as an assistant in nursing�������������.�1

Employed as an Enrolled Nurse���������������...2

Employed as a Registered Nurse���������������..3

Completed a course but never practised as a nurse�����..���4

13. Do you have a current practising certificate?
Circle one number

No����������..1

Yes����������.2
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How often do you:
Daily At

least
once a
Week

At
least
once a
Month

At
least
once a
Year

Never

14. Determine priority and
importance of appointments

1 2 3 4 5

15. Provide telephone assessment
and advice

1 2 3 4 5

16. Initiate first aid measures 1 2 3 4 5

17. Monitor patients following
medical intervention

1 2 3 4 5

18. Measure blood glucose with
glucometer

1 2 3 4 5

19. Measure height and weight 1 2 3 4 5

20. Take ECG recording 1 2 3 4 5

21. Take vital signs 1 2 3 4 5

22. Undertake
vitalography/spirometry

1 2 3 4 5

23. Test urine 1 2 3 4 5

24. Assist with cardiac stress testing 1 2 3 4 5

25. Educate and counsel patients
about other health services in the
community

1 2 3 4 5

26. Give oral medications 1 2 3 4 5

27. Give medications by injection 1 2 3 4 5

28. Administer oxygen and/or
nebuliser therapy

1 2 3 4 5

29. Syringe ears 1 2 3 4 5

30. Apply and/or change dressings 1 2 3 4 5

31. Apply laser treatment to wounds 1 2 3 4 5

32. Apply ultrasound to muscle
injuries

1 2 3 4 5
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How often do you:
Daily At

least
once a
Week

At
least
once a
Month

At
least
once a
Year

Never

33. Remove sutures 1 2 3 4 5

34. Remove plaster cast 1 2 3 4 5

35. Prepare clinical equipment 1 2 3 4 5

36. Undertake venipuncture 1 2 3 4 5

37. Determine drugs & dressings
needs

1 2 3 4 5

38. Determine equipment needs 1 2 3 4 5

39. Take custody of drugs 1 2 3 4 5

40. Sterilise equipment 1 2 3 4 5

41. Give normal results to patients 1 2 3 4 5

42. Give abnormal results to patients 1 2 3 4 5

43. Recall patients for medical
follow-up

1 2 3 4 5

44. Undertake quality assurance
audits

1 2 3 4 5

45. Conduct research projects 1 2 3 4 5
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Appendix G

Contact Summary Form

Contact type: Interview Contact date: 5/11/98

With whom: Practice Nurse No. 1

Description of Site
The practice was situated in a residential locality and incorporated in-house pathology,
radiology, pharmacy, physiotherapy, podiatry, massage and hypnotherapy in addition to
general medical services. All these services were advertised at the front of the building
and in the Yellow Pages telephone directory. The availability of nursing services was
not advertised at all. Eight GPs, five PNs, a practice manager and six reception staff
were employed in this practice which was advertised as being open from 8:00 AM until
8:00 PM seven days a week with the availability of home visits by GPs when necessary.
All consultations with GPs are directly billed to Medicare. The patient waiting area
contained numerous health promotion pamphlets and posters as well as copies of the
practice newsletter which identified the staff and provided information about the
available services (except nursing), recommended Internet health sites, information
about specific conditions and medications and illness prevention advice. As well as
individual consulting rooms, the practice incorporated a treatment room and a theatre
where minor surgical procedures, wound dressings, pathology specimen collections,
lung function tests, electrocardiograms and therapeutic interventions were undertaken.
At least one, and usually two, nurses staff these areas during all opening hours. The
reception staff and the nurses wore the same corporate uniform and a name badge
displaying their first name only. The only thing that distinguished the nurses from the
receptionists was a nurse�s badge.

Main issues or themes that struck you in this contact:
PN-1, as a senior PN, has wide ranging responsibilities.

The loyalty to the practice seems to override any loyalty to nursing as a profession (eg
willingness to teach receptionists clinical tasks to save the practice money rather than
lobby for additional nursing staff).

In a large practice such as this that employs several nurses, the activities of the nurses
seem to be task oriented and segmented not unlike the hospital situation.

Summary of information obtained from survey and each target interview question:
Demographics:
Following her initial hospital-based training, PN-1 spent the next 14 years working in
aged care and in the community in a rural setting. Part of this time she was involved in
the provision of in-service education to other nurses. She had not completed any post
basic courses and was not currently involved in any formal course of study. PN-1�s
current employment was the third in a general medical practice. She had been employed
in this �Family Practice� for 5 years.
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Can you tell me how you came to be a practice nurse?
PN-1 explained that after having major surgery she needed light nursing work so
applied for a part-time PN position that was advertised in the country town in which she
was living.  She stayed in this position for ten years.

Tell me about your job, where you fit into the practice and what it is like to be a
practice nurse.
PN-1 explained that when she first became a PN, assisting the doctors with medical
procedures and undertaking traditional nursing activities was the easy part and not
unlike any other nursing role she had undertaken. However, the difficult aspects were
familiarising herself with the regulations governing Medicare, Veterans Affairs
entitlements, and workers� compensation and third party insurance cases as well
accounting procedures. She said that she then gradually assumed responsibility for
collating patient data.

PN-1 started working for the owner of this practice at a different locality five years ago
and at that time was the only nurse employed in the practice. Her main functions there
were to design, set up and manage a treatment/emergency room. When the owner set up
two new practices, including this one, PN-1 was responsible again for planning and
setting up a treatment room and small operating theatre in each. She explained that this
required her to acquire computing skills quickly as all patient records and stock control
was computerised. When the new practices were set up PN-1 explained that doctors
were recruited from other practices and most of their patients moved with them, which
required her to have to accommodate their individual needs and wants. She now only
works in this practice and is the senior nurse of the four RNs and one student nurse
employed. The GP owner only practises in the other two practices.

PN-1 explained a typical day: �Monday, actually starts with checking vaccinations, to
do an account of what�s in the refrigerator against what we have recorded as being
given and what patients have been immunised. It needs to balance because it goes into
the computer every week so it�s important that the information is correct at the time. So
that�s my day beginning, working through the paper work, seeing what stock is
required. And then we�d bring patients through to the treatment room, have their
dressings down, and then call the doctor in to check before redressing them.  And then
while that is being done other doctors are bringing patients in for an injection or minor
surgery or an ECG or spirometry�.

PN-1 explained that each nurses has her own particular responsibilities: �Probably my
main responsibilities is to deal with stock control, and to make sure that information,
like immunisations, is sent through to the Department of Health.  There is another nurse
who takes care of doing Pap recall. She is also responsible for making sure that the
autoclave is cleaned on a weekly basis and the biological test is done. The other
registered nurse is really in charge of doing the doctors� bags and books. She is also
responsible for keeping the pathology results and recalls up to date.  We are all
responsible to keep the doctors� rooms tidy and stocked.�

In response to being asked how many nurses were rostered at a time, PN-1 responded
with: �We try to have two on in the morning.  One starts at eight and I usually start at
nine.  We find we need that if you've got doctors who've got procedures booked in for
the theatre. We might have to assist with a blephoroplasty that may take up to an hour
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and a half.  So while one nurse is in there, you need another nurse to man the other
treatment room because you may have that full.�

When asked how patients were triaged PN-1 explained that the receptionists dealt with
routine requests for appointments. However she added, �if they are not able to get a lot
of information from the patient they will put the call through to us.  We will try to assess
that however we make sure we put the onus back on that patient.  I guess quite often
they will try to get a nurse to decide what is wrong and you get to know the patients too,
in that if one particular mother phones at least you know that she is rational but you get
others that will exaggerate.  But you can't make a decision based on that alone so you
say �if you're concerned, you know to bring the child in�.�

PN-1 explained that in one of her previous positions as a PN she had taught the
receptionists to perform some clinical tasks so that they could help �when all hell broke
loose�. She said that at that time she had often been the only nurse in the practice so she
had taught the receptionists to take an ECG, remove sutures and perform a simple
wound dressing. She explained that this had been a necessary action to keep the practice
running efficiently when she was tied up with an emergency or when she was not on
duty. She also added that by teaching the receptionists herself she had some confidence
in their ability to undertake these tasks competently and �not panic about it�. In this
practice there is at least one nurse (mostly two) on duty for all opening hours so the
receptionists are rarely called upon to assist in the treatment room. PN-1 said that the
owner had a policy covering his three practices that this custom would continue.

PN-1 was asked to identify any patient activities that she undertook independently of
the doctors. She initially replied that some patients were booked into �nursing�
appointments rather than medical appointments to have dressings changed, sutures
removed or to have an injection given. But then she modified this view of �autonomy�
by explaining that the patient had to be seen by the doctor first, even if only �for a split
second�, before she could proceed. However, she also stated that very often she advised
the doctor of the most appropriate dressing material to be used and mostly the doctor
accepted that recommendation. After some reflection, PN-1 continued by saying: �We
get a lot of elderly folk with diabetes and they will tell you what their problems are or
even difficulties they have using equipment but they won't talk to the doctor about it.
And while you are doing their dressing they're talking about their other problems, so I
guess we do a lot of counselling and educating while we�re doing other things.� She
then added: �I guess it�s no different from in the hospital really. It�s when you�re doing
the menial tasks and stuff, that�s when a patient will speak to you�.

PN-1 was asked what health promotion activities she was involved in. She said that she
had requested that a notice board be put up in the waiting area and in each week she
promoted a different health topic, for example one week might be about mosquito
eradication and the next might be about asthma awareness. She said that she tried to
coincide her promotions with national �awareness� days or with current media health
issues. In addition to this she had compiled some resource folders that patients could
access about specific illnesses or disabilities and available community services and self-
help groups.

In response to being asked how she liaised with other nurses in the community, PN-1
replied that she only saw them at education programs that she attended but had little
contact with them about particular patients. She said that they all had their own
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responsibilities to get on with and that it was the doctors who liaised with the
domiciliary nurses about patients.

PN-1 was asked how she felt about the lack of a PN association or interest group. She
replied: �The only association is for the medical receptionists and I have been to
meetings with them and they do a good job at arranging things for both nurses and
receptionists�. She went on to explain that they provided information about insurance
matters, dealing with difficult patients, legal matters, standards of infection control and
information technology and that was sufficient for their needs in general practice. She
added that she belonged to the Wound Care Association and she regularly received
nursing newsletters and magazines that kept her in touch with contemporary nursing
matters.

What do you think are the attributes of a good practice nurse?
 PN-1 described an �ideal� PN as someone who could �keep on top of things� by
keeping the practice �streamlined�. She explained that this required good observation
and excellent communication skills because there were so many competing demands
and needs to be met. She explained further by describing how when particular doctors
were running late and had several patients waiting, a good PN would go through their
charts and take the initiative to start assessment procedures or even change the order of
appointments �to get things moving along�.

What are the positive/negative things about being a practice nurse?
PN-1 couldn�t articulate any negative aspects of the role. She said the positive things
were having to continually meet the challenge of a changing environment, patients�
expectations and doctors� requests. She said the role was exciting and demanding, never
boring or predictable.

How do you think you contribute to the practice?
This is described above but could be summarised as: running and maintaining the
treatment areas; keeping the practice up to date with changes in policy, legislation and
procedures required in the workplace; maintaining public relations; developing and
maintaining efficient operational procedures; maintaining clinical standards; resourcing
patients and doctors with health promotion material; maintaining accurate records;
establishing priority of patient need; teaching non-medical staff; establishing and
maintaining effective interpersonal relationships between staff.

What do you think the patients expect of you?
PN-1 said that she thought they expected a quality service. They didn�t like to be kept
waiting, they liked to be kept informed of their condition and any other services that
may assist them, and they expected expert treatment with a caring attitude.

What do you think the other workers expect of you?
To keep things running smoothly and efficiently.

How would you describe your working relationships with the doctors?
PN-1 said two of the doctors treated her like a colleague while the others treated her like
an employee or handmaiden. When asked how she made this judgement she explained
that it was in the way they spoke to her in the staff room, the former included her in all
conversations and discussed medical issues with her while the others confined their
communication to �the mundane�.
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How do you go about suggesting any changes in the practice?
PN-1 explained that she was accountable to the Practice Manager so any suggestions
she had for changes in the practice were made to him and he then took them to practice
meetings. PN-1 did not regularly attend practice meetings but was sometimes invited to
update the doctors about changes in clinical standards or procedures, for example, in
relation to infection control or wound dressings. She was also invited to attend meetings
about ways to better streamline practice activities.

What do you do if you�re asked to do something you don�t feel competent to do?
PN-1 said that this had not happened.

How do you see the role of the practice nurse in the future?
Not asked

How do you see the future of general practice in the bigger picture of health care
in Australia?
�One-stop-shop with more technology�. She clarified this statement as meaning that
general practice would become progressively more corporatised with practices merging
to form large medical centres owned by companies that incorporated paramedical and
complementary health services. She said they would probably become like miniature
hospitals where patients could have all their health needs met in one place.
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Appendix H

Document Summary Form

Document type: Practice Nurse Position Description

Date received or picked up: 5/11/98

Name or description of document: Registered Nurse Position Description

Event or contact with which document is associated:

Interview with PN-1

Significance or importance of document:
Supplied from Practice Manager of three general practices owned by one GP

Summary of contents:

Objective of position
• to fully support the delivery of quality clinical care by the practitioners
• to achieve good rapport with patients and maintain high standards of patient

satisfaction
• to operate within the framework of the objectives and policies of the practice

The RN is accountable to the PM for:
• the efficient running and maintenance of all treatment areas
• keeping up to date with changes in policy, legislation and procedures required

within the workplace
• training and supervising student nurses and reporting on their progress and

performance
• public relations
• commitment to continuing education

Key responsibility areas listed as:
• nursing
• information management
• patient liaison
• productivity
• internal relationships
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Specific duties:
• assume responsibility and accountability for:

pathology results
treatment rooms
theatre
consulting rooms
procedural duties
special clinics � baby, antenatal

• develop methods of stock control and replenishing of supplies for all of the above
• assume responsibility and accountability for cleanliness and hygiene of treatment

rooms and theatre:
sterilise instruments every day
empty bins and mop floors after each use
clean all benches and keep tidy

• maintain records of all immunisations and injections given and notifying Health
Department as per regulations

• daily count of regulated drugs
• maintain daily record of procedures carried out in treatment room
• ensure vaccines are kept at correct temperature and document as such
• check and order (if necessary) doctors� emergency bag supplies each month
• attend to telephone enquiries about pathology results when directed by a doctor
• ensure medical equipment is properly maintained and serviced
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Appendix I

Plain Language Statement

Project Title: Primary Health Care Nursing: A Case Study of Practice Nurses

Researcher:
Elizabeth Patterson
RN, BSc, Grad Dip Nurs Stud (Ed), MHSc (Nurs)
Lecturer in Nursing, Griffith University
PhD candidate at Griffith University

Project Description and Goal:
The goal of this project is to describe the scope of practice of nurses employed by
general practitioners and to identify and analyse the factors that influence the
development of their role to better understand their contribution to primary health care
in Australia.

Activities:
The project will involve participants being individually interviewed by the researcher
that should not exceed 60 minutes in duration. Any information provided will be treated
in the strictest confidence and none of the participants will be individually identifiable
in any resulting report or publication. The interviews will be tape recorded and
transcribed. The interview transcripts will be used in preparing the report on the
condition that your identity or the identity of any other person referred to by you is not
revealed. The recordings and transcripts will not be available to other researchers not
connected to this project unless your written permission is given.

You will be free to discontinue your participation in this project at any time or decline
to answer particular questions. You may not receive any direct or immediate benefit
from participating in this project but it is anticipated that the long-term benefits will be
improved health care. Because of the steps taken to protect individuals� identities there
should be no risks to you or others associated with this project.

Any enquires you may have concerning this project should be directed to me via any of
the contacts detailed below.

This project has been approved by the Ethics Committee of Griffith University.

Elizabeth Patterson
Faculty of Nursing and Health
Griffith University - Gold Coast
PMB 50 GCMC 4217
Phone: (07) 5578 3011
Fax: (07) 5594 8526
Email: E.Patterson@mailbox.gu.edu.au
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Appendix J

Consent Form

Project Title: Primary Health Care Nursing: A Case Study of Practice Nurses

Researcher: Elizabeth Patterson

I understand the purpose and goal of this project as described in the Plain Language
Statement and by the researcher.

I understand that I can seek clarification at any time, from the researcher, of the purpose
and aims of this project.

I understand that I can withdraw from this project at any time I wish without prejudice.

I understand that confidentiality will be maintained by the researchers throughout this
project.

I understand that my identity will not be revealed in any verbal presentations or in any
written reports of this project.

I agree to take part in this project.

��������� ����. ���������.
Name Date Signature

��������� ���.. ����������
Witness Date Signature
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Appendix K

Stage 2 Demographic Data

PN Group Interview Participants
PNs

A B C D E F G H I J

Age in years 48 37 29 42 42 57 42 42 48 38

Endorsements RN RN,
RM

RN,
RM

RN,R
M

RN RN RN,
RM

RN,
RM

RN,
RM

RN

Yrs of nursing
experience

28 16 8 21 21 38 23 22 28 18

Yrs in general
practice

15 7 3 16 2 20 8 13 2 16

Employment
status

P/T F/T F/T F/T P/T F/T F/T P/T F/T F/T

Employment
category

N/R PM/N N N/R N N PM/N PM/N N/R N

FTE RNs in
practice

0.6 2 3.5 1 0.75 1 1.5 0.8 1 1

FTE  ENs in
practice

0 0 1.5 0 0 0 0.5 0 0 0

FTE GPs in
practice

7 5 5.5 3 4 5 4 1 1 2.3

PN Interviewees
PN

1 2 3 4 5

Age in years 50 49 39 43 41

Endorsements RN RN, RM RN RN RN

Years of nursing experience 29 27 4 22 20

Years in general practice 15 5 2 11 0.5

Employment status P/T F/T P/T F/T F/T

Employment category N N N N/R N

Number of RNs in practice 5 (3 FTE) 1 (1 FTE) 5 (3 FTE) 1 (1 FTE) 1 (0.8 FTE)

Number of ENs in practice 0 0 0 1 (.5 FTE) 0

Number of GPs in practice 8 (5 FTE) 1 (1 FTE) 8 (5 FTE) 4 (3 FTE) 3 (0.6 FTE)

% of opening hours covered by
nurse(s)

100 100 100 75 100

CPS score (possible score = 54) 27 42 28 13 40
RN = Registered Nurse; RM = Registered Midwife; EN = Enrolled Nurse; P/T = Part-time; F/T = Full-
time; FTE = Full time Equivalent; N/R = Nurse/Receptionist; N = Nurse only; CPS = Collaborative
Practice Scale
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GP Interviewees

GP

1 2 3 4 5

Gender F M F M M

Age in years 25-30 50 41 58 46

Years in general practice 3 22 12 34 16

Number of GPs in
practice

3 (2 F, 1M)

(0.6 FTE)

13 (9M,
4F)

(9 FTE)

8 (7M, 1F)

(5 FTE)

7 (4M, 3F)

4( FTE)

1 (M)

(1 FTE)

Number of PNs in
practice

I RN

(0.8 FTE)

3 RNs

(2 FTE)

2 ENs

(2 FTE)
2 RNs, 1

EN
(1.5 FTE)

0

% of opening hours
covered by nurse(s)

100 60 75 100 0

CPS score (possible score
= 60)

42 38 30 40 52

RN = Registered Nurse, EN = Enrolled Nurse, NP = Nurse Practitioner

Medical Receptionist Interviewees
MR

1 2 3 4 5 6 7

Total years employed in general
medical practice

13 6 10 10 10.5 2 18

Number of different practices
employed in

2 3 2 1 2 1 2

Number of years with current
employer

13 6 10 10 10.5 2 15

Number of GPs in practice 6 2 5 13 1 4 4

Number of receptionists in practice 6 2 6 15 1 2 4

Number of nurses in practice 2 0 0 0 0 0 0

Employment status P/T F/T F/T F/T F/T F/T P/T

Employment category R PM/R PM/R R PM/R PM/R PM/R

Completed certified medical
receptionist course

No Yes No Yes No No No

Prior experience as a nurse No No No No No No No
R = Receptionist only; PM/R = Practice Manager/Receptionist
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