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GLOSSARY

Capitation refers to bulk funding an organisation for services to an enrolled population

District Health Board is an organisation responsible for the assessment of needs and the 

funding and contracting of health services to the population within the region

Driving force is a force driving the development of a desired goal

Equity is sharing of available resources in a way that promotes equal care and service to 

those least advantaged in society

Force Field Analysis is an analytical tool for identifying forces driving or restraining 

development of a desired goal

Health Inequality occurs when health outcomes differ between population groups such as 

between those in the highest and lowest socio-economic status groups

Innovative role is a non-traditional role or one taking responsibility for aspects of care 

previously provided by another group of health professionals such as doctors

Integrated Practice Organisation is an umbrella organisation for GPs in general practice

Kaupapa Maori is a philosophical framework that promotes Maori culture, knowledge and 

values. It underpins the concept of ‘by Maori, for Maori’

Kawa whakaruruhau refers to cultural safety within the Maori context

Kuia is a Maori term for respected woman elder

Kumatua is a Maori term for respected male elder



Maori are the Indigenous people of New Zealand

Northland District Health Board is the organisation responsible for the funding and 

contracting of health services to the population within the Northland region of New 

Zealand

Nurse Practitioner is a legally protected title in New Zealand for a nurse who is working 

in a specified scope of practice and who meets the competencies outlined by the Nursing 

Council of New Zealand

Primary Care refers to the first line of care people require for injury or illness

Primary Health Care includes primary care. It involves “working with communities and 

individuals to improve health, prevent illness and offer supportive care as well as assessing 

and treating acute problems” (MOH [NZ], 2000a, p.2).

Primary Health Organisation is an umbrella organisation that contracts with the District 

Health Board to provide a range of comprehensive primary health care services to a 

specified client population

Restraining force is a force preventing achievement of a desired goal

Tangata whenua is a Maori term for Indigenous people of New Zealand

Tino rangatiratanga refers to the Maori right for self-determination and ownership and 

control over knowledge, language and customs conferred to Maori by the Treaty of 

Waitangi

Treaty of Waitangi is the treaty signed between the Crown and the Indigenous people of 

New Zealand in 1840. Also known in Maori as the Te Tiriti o Waitangi

IV



ACRONYMS

Accident Rehabilitation and Compensation Insurance Corporation (ACC) 

Clinical Nurse Specialist (CNS)

Community Trust (CT)

District Health Board (DHB)

Evidence-based Medicine (EBM)

Exploring New Roles in Practice (ENRiP)

General Medical Subsidy (GMS)

General Practitioner (GP)

Independent Practice Association (IPA)

Maori Purchasing Organisation (MAPO)

Ministry of Health (MOH)

New Zealand (NZ)

Northland District Health Board (NDHB)

Nurse Practitioner (NP)

Primary Health Organisation (PHO)

Professional Doctorate (PD)

Public Health Nurse (PHN)

United Kingdom (UK)

United States of America (USA)
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ABSTRACT
The reorientation of health care systems towards a primary health care focus provides 

opportunities for the development of new or expanded nursing services. While considerable 

literature exists on nurse practitioner (NP) and new innovative roles in general, little has 

been written about influences on the development of innovative roles in primary health care 

nursing. An analytical tool of Force Field Analysis was used to identify and describe forces 

influencing the development of innovative roles, including the NP role, in primary health 

care nursing. At the commencement of the study an initial analysis of research, literature 

and policy identified forces driving or restraining the development of innovative roles. A 

mixed research method of surveys and focus group interviews with key stakeholders, 

namely nurses in innovative roles, General Practitioners and nurse leaders, was then used to 

identify factors influencing development within the Northland District Health Board 

(NDHB) of New Zealand. Descriptive statistics and interpretative methods were used to 

analyse the data.

A final analysis enabled a picture of forces influencing innovative role development to be 

presented. Driving forces reflected international trends and were strongly influenced by 

economics and a political imperative to reconfigure health care services towards a primary 

health focus. The Treaty of Waitangi was also a key influence. Driving forces had greatest 

impact on the development of new roles. Forces were identified as drives towards cost- 

effective evidence-based health care (effective services), equity for Maori, response to local 

needs and workforce reorganisation. The major forces restraining the development of 

innovative roles were reinforced by attitudes, customs and support systems. These forces 

were identified as poor professional identity and support, an outdated nursing image, 

inadequate education and training and slow transition from traditional practices and 

structures (tradition). These forces had a negative influence on support for innovative roles.

Promotion of Kaupapa Maori, involvement of the local community, local Maori and 

nursing in decision-making and promotion of a team culture have the potential to support 

further development of innovative roles. Political ideology and the Treaty of Waitangi will 

continue to be major influences directed through policy and the contracting and funding
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process. Nurses must develop their political astuteness and be ready to influence decision

making within their organisations, within primary health organisations and within the 

NDHB. This requires the development of leadership at all levels. A strong regional nurse 

leader network, development of individual nurses leadership competencies, development of 

education opportunities and support from strong leadership at a national level, has the 

potential to reduce restraining forces and positively influence the future introduction and 

support of innovative roles.

This work provides a research basis from which nurse leaders, the NDHB and others can 

develop strategies for planned change to contribute to future development of innovative 

roles including the NP role, in primary health care nursing.
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FOREWORD
The New Zealand Ministry of Health (MOH) (2001) has identified development of primary 

health care nursing as a way of promoting healthy populations and improving access to a 

wider range of health services. Anecdotal evidence suggests that some of this development 

is occurring through the introduction of innovative nursing roles (Northland District Health 

Board, 2001).

This section provides a personal insight into my choice of research on the development of 

innovative roles in primary health care nursing. I have a strong background in primary 

health care nursing and I had been involved previously with development of a new nursing 

initiative involving delivery of technical care, such as intravenous therapy, in client’s 

homes. At that time I became aware of the complexity of the political and health 

environment and the impact this had on the development of this nursing service. My 

experience highlighted the importance of understanding contextual influences before 

making decisions about future innovative nursing services. When I embarked on this 

professional doctorate, I wanted to support future development in primary health care 

nursing, particularly in innovative roles. I was particularly interested in how and why these 

roles were developing and what factors helped or hindered support. I also believed there 

was the potential for nurses in these roles to become Nurse Practitioners (NPs), an 

advanced nursing role recently introduced in NZ. Consequently, I wanted to know if nurses 

were interested in achieving NP status, but also what factors impacted on their ability to do 

so.

Therefore, as well as having an altruistic motive for this study, the opportunity to carry out 

practical research was instrumental in my decision to complete this work. As a nurse living 

and working in the Northland District Health Board (NDHB) region, I wanted to 

understand the context of the development of innovative nursing roles to be in a stronger 

position to influence future development. The professional doctorate enables research- 

based knowledge to be developed to address practical problems (White, 1999). With this 

practical focus in mind, I explored various approaches to structure my work including 

action research. I found that using Force Field Analysis offered me the framework I needed

XVI



to help me understand the contextual factors influencing the development of innovative 

roles in primary health care nursing. It could also help raise my political awareness and 

develop my competency as a leader in primary health care nursing. The ability to 

understand and manage politics is a key leadership requirement (Van Maurik, 1997) and, if 

nurses want to influence policy, they must develop political awareness as well as political 

leadership skills (Antrobus, 2003). From this beginning I was able to design and carry out a 

plan of work, including research with key stakeholders, to enable an in-depth understanding 

of the forces driving and restraining the development of innovative roles in primary health 

care nursing in the NDHB. This work will be useful to inform planned change for future 

development of innovative roles.
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Scope and Relevance of the Research Portfolio

CHAPTER 1: SCOPE AND RELEVANCE OF THE RESEARCH

PORTFOLIO

An appreciation of the scope and relevance of this research is required to understand the 

positioning of this portfolio. The purpose of this chapter then is to make explicit the context 

and aim of the research portfolio and to describe the research approach, including the 

application of Force Field Analysis.

The chapter commences with a problem statement. The justification for and application of 

Force Field Analysis is discussed and the overall aim of the work presented. The research 

approach provides an overview of each chapter of the research portfolio, demonstrating 

how each contributes, aided by Force Field Analysis, to achieving the aim. The chapter 

concludes by presenting a background to the research, including discussion on health 

reform, the development of primary health care nursing and a definition of innovative roles 

in primary health care nursing.

1.1 Problem Statement

In NZ, primary health care nurses are employed across a range of services including 

traditional roles as Practice Nurses (nurses employed by General Practitioners (GPs)), 

Public Health Nurses (PHNs) and Plunket Nurses (well-child focused nurses). Anecdotal 

evidence suggests that non-traditional innovative roles in primary health care nursing are 

developing in response to the changing context of primary health care, especially in new 

provider organisations such as Maori or Pacific Islander services. It was apparent that there 

were forces supporting development of innovative nursing roles, including the NP role. 

However, there was also a sense that there were forces that restrained this development. I 

thought that it was necessary to understand both sets of forces in order to facilitate future 

development of innovative nursing services. Antrobus and Kitson (1999) suggest that only 

by examining the contextual and cultural factors that restrain nursing leadership can nurses’ 

effect change.
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Scope and Relevance of the Research Portfolio

This work is required to provide a research basis on which to support the development of 

innovative roles in primary health care nursing in the NDHB. It is important because of the 

following issues:

1. Nationally, the NZ MOH (2001) identified the development of primary health care 

nursing as crucial to the implementation of it’s Primary Health Care Strategy. At a 

local level the NDHB (2001) recognised that support for the development of the 

primary health care nurse and the NP was necessary to promote health outcomes. 

The development of innovative roles in health supports access to local service needs 

as well as national policy objectives (Humphris & Masterson, 2000).

2. It was essential for nurses that forces influencing innovative nursing roles were 

identified so that a strategic direction / vision could be developed for the future to 

manage forces restraining or driving innovative roles.

3. The exploration of the key stakeholders’ perceptions was important in 

understanding the forces at a local level. This process also provided an educational 

opportunity for key stakeholders who might not be informed adequately about the 

roles.

4. A systematic approach to identifying forces could form the basis of planned change 

in future and identify areas for research. Lewin (1951) believed that successful 

change is more likely when change is planned.

The aim of this research portfolio is now presented.

3



Scope and Relevance of the Research Portfolio

1.2 Aim

The aim of this research portfolio is to identify and describe the forces driving and 

restraining the development of innovative roles (including the NP role) in primary health 

care nursing in the NDHB.

Force Field Analysis made it possible for me to achieve the aim of this portfolio through a 

progressive and deepening understanding of forces influencing development of innovative 

roles. This tool is explored in the following section.

1.3 Force Field Analysis: An Analytical Tool to Guide Research

1.3.1 Introduction

The analytical tool of Force Field Analysis (Lewin, 1951) supports the practical approach 

to this research portfolio work. As a nurse living and working in the NDHB whose focus is 

primary health care, I wished to understand and make explicit the context of the 

development of innovative roles in primary health care nursing in order to be in a position 

to influence future development. The intention was not to influence the wider context of 

innovative roles, but to provide valuable information to positively influence future 

development within the NDHB. The literature on Force Field Analysis suggested that this 

tool offered a way to manage the research and achieve the desired outcomes in a planned 

and systematic manner. Johnson and Webber (2001) argue that change is constant and that 

nurses must use theory, and be “flexible, adaptable and creative in their attempts to help 

stabilize health care systems and their environments” (p. 97).

1.3.2 Change Theory

Lewin’s original work on change was developed into what is now a classic view of the 

change process. This process involved three stages: ‘unfreezing’, ‘moving’ and 

‘refreezing’. From a change theory perspective, the process of Force Field Analysis has

4



Scope and Relevance of the Research Portfolio

been identified as part of the ‘unfreezing’ stage of the change process (Johnson & Webber, 

2001), in which the requirement for change becomes apparent. Restraining and driving 

forces are identified and activities initiated to influence forces driving or restraining 

change. The ‘moving’ stage that follows involves the detailed planning, initiating, and 

involving of key people in the changes. For change to stabilise it must be refrozen in the 

‘refreezing’ stage (Johnson & Webber; Schein, 1996).

The focus of this portfolio and associated research is the ‘unfreezing’ stage of the change 

process, utilising Force Field Analysis. The assumption underpinning the approach to this 

portfolio is that the use of Force Field Analysis is valuable in this ‘unfreezing’ stage and 

subsequently provides a platform from which the next stage of ‘moving’ can be planned. 

However, the literature suggests that this process has also influenced the ‘moving’ stage in 

which key people are involved. Key stakeholders have been involved in this research and 

have been exposed to thinking about innovative roles. It is not possible to gather 

information from stakeholders without introducing some change into their thinking (Lewin, 

1951; Schein, 1996). Schein believes that actions directed at understanding a system are 

also interventions in the change process and that the term ‘change’ might be better defined 

as ‘learning’. Change can best be promoted in social groups by encouraging a shift in group 

norms (Schein, 1996). Norms, or customary and expected behaviour in social groups, make 

it possible for members to work together. However, because norms are shared they can be 

difficult to change (Watson, 1969).

A purpose of including key stakeholders in this current research was the potential to change 

their thinking and thus reduce resistance. Lewin (1951) believes that being involved in the 

process of fact-finding changes attitudes to some degree. Watson (1969) believes that 

resistance to change occurs as forces in social systems work to keep the status quo. 

Resistance to change can occur at points in the change cycle (Drazin & Joyce, 1979) and 

moves through a series of stages (Watson, 1969). In the early stage there are only a few 

supporters. A growing movement for change marks the second stage and the forces for and 

against change can be identified. The third stage is marked by direct conflict and 

confrontation, as resistance develops to overcome the new ideas. It is at this stage that a

5
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more stable environment can be developed if opposing forces are diminished. Less tension 

manifests if resistance to change is reduced as this enables forces already in the system to 

introduce movement. Supporters in power mark the fourth stage and any resistance is of 

nuisance value. However, latent resistance can still be mobilised. An emergence of new 

ideas marks the fifth stage and previous innovators in the first stage may become resisters 

(Watson, 1969). Other literature on Force Field Analysis also indicated that the 

involvement of key stakeholders has the ability to influence or facilitate the desired change 

(Brager & Holloway, 1992) and introduce change in their thinking (Lewin, 1951; Schein, 

1996).

1.3.3 Theory of Force Field Analysis

Lewin’s tool of Force Field Analysis is in simple terms a graphic presentation of the 

opposing social forces influencing advancement towards a goal (Hoffherr & Moran, 1994). 

Force Field Analysis is based on the premise that stability is dynamic, not static. The 

equilibrium in the social system is a result of driving and restraining forces that can be 

influenced to produce disruption in equilibrium resulting in a new level of equilibrium 

(Brager & Holloway, 1992; Lewin, 1951). Figure 1 demonstrates how driving forces can be 

increased to drive change or restraining forces reduced to influence change towards the 

desired goal. LI represents the current level (equilibrium) (A). Opposing forces 

maintaining equilibrium are represented by opposing arrows. L2 demonstrates the new 

level (equilibrium) that can be attained. Either strengthening driving forces (B) or 

weakening restraining forces (C) promotes achievement of a new equilibrium (Lewin). The 

potential is also there to attain a higher level of development if movement occurs from both 

sides of the field (D).
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1.3.4 Rationale for Use of Force Field Analysis

The use of Force Field Analysis facilitates a range of outcomes. Firstly, it enables 

identification of problems and the development of strategies to bring about planned change. 

Secondly, it allows conclusions to be made about resistance to change in the group (Lewin, 

1951). Thirdly, it assesses change potential (Brager & Holloway, 1992) and fourthly, 

stimulates creative thinking by defining what you are working towards, and identifying 

strengths you can maximize and weaknesses you can minimise (Miller, 1986).

Wheelan, Pepitone and Abt (1990) support the usefulness of Force Field Analysis as a 

problem-solving methodology that can be used in a real life context. Many writers from the 

business sector view Force Field Analysis as a valuable approach for supporting 

innovation, strategic planning and change (Brager & Holloway, 1992; Hoffherr & Moran, 

1994; Miller, 1986; Nicholas, 1989; Ouellet & Rush, 1989; Thomson, 1993) and for raising 

political awareness in those who use it (Brager & Holloway). It is commonly used in 

business for quality improvement (Mersha, 1997) and has also been used before in research 

(Beaton-Beloyianis, 1994; Wagner, van Reyk & Spence, 2001) and policy analysis (Lan & 

Lee, 1997).

Only one major criticism of Force Field Analysis was found in the literature. Hoffherr and 

Moran (1994) suggest that, while it does enable identification of social forces, it does not 

allow quantification of the strength or potential impact. However, the ability to quantify the 

impact of forces was not necessary in this current research. Force Field Analysis appeared 

to have the potential to allow me to understand and make explicit the context of the 

development of innovative roles in primary health care nursing in order to be in a position 

to influence future development. This tool offered a way to manage my research and 

achieve the desired outcomes in a planned and systematic manner. The intention of this 

research portfolio was not to generalise results to the wider context of innovative roles, but 

to provide valuable information on which to base strategies to implement planned change to 

influence driving and restraining forces within the NDHB. The construction of forces 

enabled me to make sense of what was happening locally. Lewin (1951) suggested that in
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practical research the researcher should use constructs that he or she feels are most suited 

for the problem.

This approach using Force Field Analysis has similarities to action research. A number of 

action steps should occur in action research: these are planning, fact-finding, execution and 

analysis (McKeman, 1991). The steps form one cycle and can lead on to continuing cycles 

of action. However, the difference between action research and this piece of work is that 

the focus of this work was on understanding, rather than execution.

1.3.5 Application of Force Field Analysis

Force Field Analysis in the current day is recognised as having a number of steps. These 

steps have been developed since Lewin’s original work. For the purpose of this portfolio, 

the four steps identified by Miller (1986) were used. The first three steps involve 

determining the problem and the worst and best outcomes. Lewin (1951) saw graphic 

representation as part of the analysis. Miller included this in his fourth step which involves 

identifying and listing the forces that drive or restrain innovative roles and representing 

them graphically.

Step One - State the problem

The problem statement (see p.2) outlined why this research was necessary. In order to 

undertake this research the question asked is ‘how can the development of innovative roles 

(including the NP role) in primary health care nursing in the NDHB be promoted?’ The 

term ‘development’ refers to support of nurses in innovative roles as well as to the 

introduction of innovative roles. Research on professionals in innovative roles allied to 

medicine had identified factors influencing effective practice (Read et al., 2001). These 

factors were used to clarify the meaning of “support” in this current research context. For 

the purpose of this research support included the adequate provision of professional 

development, financial and physical resources and professional support for the nurse. In 

addition, clear job descriptions, role boundaries and evaluation processes should be in 

place.
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Step Two - State the worst scenario

The worst outcome for this investigation/scenario would be a low level of development of 

innovative roles as defined in step one.

Step Three - State the best scenario

The optimum outcome or goal for this investigation/scenario would be a high level of 

development of innovative roles as defined in step one.

Step Four - List the forces

As recommended by Brager and Holloway (1992), step four of the Force Field Analysis 

was used more than once during this research, in order to identify and describe forces 

influencing innovative roles and to develop a deepening understanding. The first time that 

step four was used I reviewed the literature and identified and listed the forces from the 

literature. The second time it was used I identified and listed forces from my research 

findings. Further iterations refined these forces. Key forces were identified and listed to 

make the best meaning of the influences on development of innovative nursing roles in the 

NDHB.

1.3.6 Involvement of Key Stakeholders

Although I had knowledge of the context of primary health care nursing in Northland (the 

area encompassed by the NDHB region), the perspective of key stakeholders was important 

for analysis in step four (see p.4). Key stakeholders had the potential to influence future 

development of NP roles and would be likely to facilitate the change process. Data from 

nurses in innovative roles, GPs and nurse leaders were added to and modified the 

information from literature, policy and research to develop the final Force Field Analysis.

Lewin (1951) believed that, when utilising Force Field Analysis, it is possible to change the 

level of development by reducing restraining forces or strengthening driving forces (see 

Figure 1). Lewin (1951) also believed that social change requires less effort and less
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tension manifests when restraining forces are reduced, as opposed to when driving forces 

are increased. This supports Watson’s (1969) view that reducing resistance allows the 

forces for change that are already in the system to introduce movement. Watson believes 

that resistance to change in a group can be reduced by top level support and promotion of a 

sense of ownership from those who bring the change. If change offers a reduction in 

burden, conforms to longstanding values and ideals, offers new or interesting experiences 

or does not threaten autonomy and security, resistance can also be reduced. In 

implementing the change, resistance can be reduced by participants perceiving the 

importance of the issue, adoption by group consensus, participants receiving empathy and 

understanding for their viewpoint and having their concerns addressed. Communication and 

clarification of the innovation, mutual trust and confidence, openness and a climate of 

readiness to change also reduces resistance (Watson, 1969). Thomas and Veno (1996) also 

suggest that there is a more negative impact from change if people feel they have no control 

or that it is being introduced from ‘outside’.

This section described the tool of Force Field Analysis and its application in this portfolio. 

The following section outlines a background of the changes in government policy and 

primary health care services underpinning development of primary health care nursing.

1.4 A Brief History of Changes in the New Zealand Health System

1.4.1 The Impact of Health Reform

The 1980s onwards saw a series of economic and social reforms in NZ. An increased focus 

on the free market impacted on health, housing and education (Ashton & Press, 1997). This 

focus introduced models of economic rationality and accounting control into the public 

sector (Jacobs, 1997). At the time of commencing this research, the latest development in 

health reform was the introduction of District Health Boards (DHBs). DHBs were given the 

responsibility for assessment and management of resources and services to meet local 

needs. Collaboration rather than competition was encouraged. The overall stated aim of 

these changes was to promote the best health possible and independence for New 

Zealanders (MOH [NZ], 2001).
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The DHBs are responsible for contracting Primary Health Organisations (PHOs) to achieve 

health goals locally (MOH [NZ], 2002d). A PHO is a local structure where primary health 

providers work together to deliver services to meet the needs of a defined group of people. 

Requirements of PHOs include having client and community representation as well as a 

range of health providers in governance. PHOs are non-profit-making and accountable for 

public funds (MOH [NZ], 2001). Many organisations can link together to develop a PHO to 

deliver comprehensive services (MOH [NZ], 2002d). These could include Independent 

Practice Associations (IPAs) of GPs, community owned and driven organisations such as 

Community Trusts, Union Health Centres and Maori and Pacific Island health services 

(Malcolm, Wright, & Barnett, 1999). Most of these organisations provide nursing services.

1.4.2 Development of Primary Health Care Nursing

The MOH identified the development of primary health care nursing as necessary to offer a 

wider range of health services and as crucial to implementing the Primary Health Strategy 

(MOH [NZ], 2001). The focus of primary health care is described as “working with 

communities and individuals to improve health, prevent illness and offer supportive care as 

well as assessing and treating acute problems” (MOH [NZ], 2000a, p.2). Many 

recommendations have been made by nurse leaders and policy makers in NZ to support the 

development of primary health care nursing (College of Nurses Aotearoa, 1999; Expert 

Advisory Group on Primary Health Care Nursing, 2002; Hughes & Carryer, 2002; Mackay, 

2002; MOH [NZ], 1998). A report on Implementing the Primary Health Care Strategy in 

Rural New Zealand promoted support of GPs as a way of improving health outcomes 

(Rural Expert Advisory Group to the MOH [NZ], 2002). However, in NZ it has been found 

that Maori and lower socio-economic groups do not access primary medical care (Malcolm, 

1996). Nurses with appropriate skills and training can provide a quality service (Sibbald, 

2000), including nurses in innovative roles in primary health care. Nurses in these roles 

could also achieve NP status. Mundinger (1994) estimated that NPs could manage up to 

90% of the care currently provided by doctors working in primary care.
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The potential effectiveness of primary medical care was emphasised in the report from the 

Rural Expert Advisory Group., especially in rural areas of NZ such as Northland. However, 

Northland has a disproportionate representation of both Maori and people in the lower 

socio-economic group (Health Needs Assessment Project Team and Public Health 

Consultancy, 2001). Therefore, an emphasis on the development of primary health care 

nursing is potentially more beneficial to promote access to primary health care services. In 

primary heath care organisations (PHOs), support for the development of primary health 

care nursing and of nursing involvement in decision-making will be essential to meet the 

needs of the clients and improve health outcomes. Chapter Two discusses in detail the 

contribution of nursing to improving health outcomes.

A document on development of PHOs in the NDHB proposed that extending the scope of 

practice for primary health care nursing was required. This included advancement to NP 

status and nurse prescribing. Development would promote a more multi-disciplinary 

approach, better use of nursing skills and service integration (NDHB, 2001). Thus it was 

timely to look at ways of supporting the development of primary health care nursing in the 

NDHB, specifically in innovative roles.

1.5 Definition of Innovative Roles in Primary Health Care Nursing

For the purpose of this research portfolio, an innovative role is defined as a new nursing 

role identified by health providers “as innovative, non-traditional, or taking responsibility 

for aspects of care previously undertaken by another group of health professionals” (Read 

et al., 2001, p.4). The innovative role also supports the primary health care focus (see p.12). 

In addition, the innovative role includes nurses associated with hospital based services but 

working in primary health care settings. The provision of primary health care, especially 

relating to diabetes, respiratory and cardiac disease, requires the assistance of hospital- 

based services (MOH [NZ], 2001). Excluded from this research were innovative roles in 

mental health nursing as this requires a specialised study. Innovative roles may include a 

range of nursing education, specialist, facilitative and coordinating roles. As previously 

stated, nurses in innovative roles have the potential to become NPs. The NP is “a registered
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nurse practising at an advanced level in a specific scope of practice, who has been prepared 

at Master’s level of education and has been recognised and approved by the Nursing 

Council as a NP” (Nursing Council of New Zealand, 2001b, p.9). The following section 

outlines the research approach used in this portfolio of work.

1.6 The Dissertation Plan

An analytical tool of Force Field Analysis enabled the identification and description of 

forces driving and restraining the development of innovative roles to achieve the aim of this 

research portfolio. Four steps were involved in this process. The first three steps, which 

were outlined in the last chapter (see p.9) have been completed. The first step was 

identification of the problem ‘How can the development (introduction and support) of 

innovative roles, including the NP role, in primary health care nursing in the NDHB be 

promoted?’ In steps two and three the worst and best scenarios were identified. Step four is 

the real work of this portfolio and involved a continuing process of analysis and 

development as further information became available. The process involved in step four 

becomes apparent in this portfolio as each chapter of work unfolds.

The background to the research is outlined in this chapter. Chapter Two presents a literature 

review containing a brief critique of research on primary health care nursing in NZ and 

international research on innovative roles and the NP role. It also outlines an initial Force 

Field Analysis, derived from the literature, which identified forces driving and restraining 

the development of innovative roles, including the NP role.

Chapter Three presents the following research questions that enabled further data from key 

stakeholders to inform the Force Field Analysis at a local level (within the NDHB).

• How are innovative nursing roles in primary health care being introduced and what 

are the factors influencing the introduction of innovative roles?

• What are the factors influencing the support of nurses working in innovative roles?

• What are the perceptions of primary health care nurses in innovative roles regarding 

their roles and their advancement to NP status?
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• What is the current level of educational preparation and training and education 

needs of primary health care nurses in innovative roles?

• What are GPs’ perceptions of the NP role?

• What are the factors influencing the development of the NP role?

Chapter Three also describes the research method, justifying why a mixed research method 

was required to inform analysis of forces at a local level. The data were obtained from three 

studies with key stakeholders, namely nurses in innovative roles, GPs and nurse leaders.

Chapter Four presents the findings from each of the studies separately. The results are from 

surveys of GPs and nurses in innovative roles and focus group interviews with nurse 

leaders.

In Chapter Five, a synthesis of data from the studies answers the research questions and 

informs analysis at a local level. The synthesis is presented using Force Field Analysis as a 

framework. It provides a picture of the current level of development of innovative roles 

within the NDHB and integrates the initial Force Field Analysis derived from literature, 

research and policy in Chapter Two with data from key stakeholders.

Chapter Six examines the change potential of forces driving and restraining the 

development of innovative roles within the NDHB, presents strategies for action and 

examines progress in enacting the strategies. An examination of leadership undertaken 

through this research project is also explored.

Chapter Seven examines the usefulness of Force Field Analysis as an analytical tool for use 

in similar work in other settings. The chapter concludes by discussing the weaknesses and 

strengths of the research and identifies areas for future research.
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1.6.1 Professional Doctorate / Rationale and Description

As mentioned previously, I believed that a professional doctorate (PD) would enable me to 

focus on the practical outcome of influencing the development of innovative roles in 

primary health care nursing. The PD enables a focus on practical problems (White, 1999). 

The work for this doctorate was comprised of course work as well as research. As a 

requirement of the PD three course subjects were completed focusing on leadership, health 

care policy and the international frame of professional practice. I was able to incorporate 

my work on health care policy and international practice to form the basis of the Force 

Field Analysis (Chapter Two). Progressive work on leadership in primary health care 

nursing resulted in publication of an article in Nursing Praxis in New Zealand entitled 

Leadership development: supporting nursing in a changing primary health care 

environment (Mackay, 2002) (see Appendix A). A further outcome of the research 

component was an article published in the New Zealand Medical Journal entitled General 

Practitioners’ perceptions towards the Nurse Practitioner role: an exploratory study 

(Mackay, 2003c) (see Appendix B). In addition, the local research with nurse leaders, GPs 

and nurses in innovative roles was presented in a research report (Mackay, 2003b) to 

Northland Polytechnic (my employer and local tertiary provider), senior managers in the 

NDHB, and nurse leaders from primary care organisations across the NDHB. A verbal 

presentation was also made to the nurse leaders (Mackay, 2003a). This information has 

been useful to support planned change within the NDHB.

This chapter has illustrated the positioning of the research portfolio by describing the 

relevance, aim, background and research approach. The following chapter presents a 

literature review and an initial Force Field Analysis of literature, policy and research.
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CHAPTER 2: INITIAL EXPLORATION OF FORCES

INFLUENCING INNOVATIVE ROLE DEVELOPMENT

The last chapter described the relevance and positioning of this research portfolio. Force 

Field Analysis was the approach chosen to facilitate the aim of the portfolio, which is to 

identify and describe the forces driving and restraining the development of innovative roles, 

including the NP role, in primary health care nursing. Four steps were outlined 

demonstrating the Force Field Analysis process and describing application of the first three 

steps- the problem, best scenario and worst scenario for development of innovative roles. 

The final step - step four - involves the construction, listing and graphic representation of 

forces. This step can be continually applied as further information becomes available to 

deepen understanding.

The major purpose of this chapter therefore is to demonstrate how step four enabled initial 

identification of forces through review of relevant research, literature and policy. This 

initial analysis influenced the development of research questions to be answered by 

research with key stakeholders.

This chapter begins by briefly reviewing international research surrounding innovative role 

development and the NP role. Further literature is presented throughout the thesis as the 

analysis of forces progresses.

2.1 Initial Literature Review

2.1.1 Development of Innovative Roles in Primary Health Care Nursing

A review of the literature revealed that there was no comprehensive description of 

influences on the development of innovative roles in primary health care nursing. There 

was no published research from NZ and minimal research on traditional roles in this area. 

However, the international literature did demonstrate that the development of specific non- 

traditional innovative roles in nursing was increasing. There was prolific research on
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advanced nursing roles in a variety of guises. Examples were the Clinical Nurse Specialist 

and NP roles. A literature review by Dunn (1997) on advanced clinical nursing practice in 

the USA demonstrated that two main roles had developed, Clinical Nurse Specialists (CNS) 

and Nurse Practitioners (NPs). The review demonstrated that development of the CNS role 

in North America had occurred predominantly in specialized, acute areas and NPs 

predominantly in primary care. Castledine (2002) outlined the history of development of 

nurse specialist roles in the United Kingdom (UK). Rapid development occurred in the 

1990s in response to shortage of medical cover and a call from the UK Central Council for 

Nursing Midwifery and Health Visiting for expansion of nursing roles. Nurse specialists in 

the UK used a variety of titles with the Nurse Consultant role being the most recent 

addition (Castledine, 2002). This development of advanced roles such as the NP is a global 

phenomenon in nursing (see international trends, p.34).

The Exploring New Roles in Practice (ENRiP) study in the UK focused specifically on 

innovative roles allied to medicine, including nurses, looking at the views of these 

professionals on aspects of their roles (Read et al., 2001). The study found that they were 

satisfied with their jobs, but it was essential that they felt adequately prepared and that the 

boundaries of the role were clearly outlined (Read et al., 2001). In addition, satisfaction was 

linked to career progression and professional integration (Collins, McDonnell, Read, Jones, 

& Cameron, 2000). Although nurses in innovative roles were included in the study, this 

research did not focus on nursing specifically. A review of literature by Shewan and Read 

(1999) described the influences and innovations affecting role changes in nursing in the 

UK. It indicated that policy, professional and managerial forces were behind nursing role 

development. However this review focused on the UK experience and did not focus 

specifically on primary health care nursing or look at restraining influences. In the USA 

Styles (1996) identified factors that were necessary for development of advanced practice 

roles including health need, support for innovation, regulation and health policy, workforce 

issues, professional support, advanced education and research development. A specific 

focus on primary health care nursing in a NZ context will add another perspective to 

current knowledge on factors influencing development of innovative roles.
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2.1.2 Importance of the Nurse Practitioner Role

Nurses in innovative roles have the potential to become NPs. There was increasing 

recognition in NZ policy and nursing documents that the introduction of NPs promotes 

health outcomes for clients (MOH [NZ], 1998; MOH [NZ], 2002i; Nursing Council of New 

Zealand, 2000d; Nursing Council of New Zealand, 2000e; Nursing Council of New 

Zealand, 2001b). This appeared to be based in part on increasing evidence from other 

countries of the contribution that NPs could make to health outcomes. In the area of 

primary health care there had been multiple international studies demonstrating their 

effectiveness. Comparisons of the care provided by NPs to that provided by doctors 

demonstrated an equal or higher level of client satisfaction with care provided by a NP, 

with no difference in health outcomes (Kinnersley et al. 2000; Mundinger et al., 2000; 

Reveley, 1998; Shum et al, 2000; Venning, Durie, Roland, Roberts, Leese, 2000). The 

development of the NP role in NZ followed international trends (see p.34).

This increasing evidence of the positive influences of the NP role led me to the need for 

greater emphasis on identifying factors that aided or constrained this development in the 

NDHB. There had been some research examining the contextual influences on the NP role 

from an international perspective. Price (1998) described the political ecologies in four 

countries: Canada, Australia, the United States and Great Britain. It was demonstrated that 

impediments to practice and institutional, cultural and historical context were major 

domains. Other domains were the political struggle that nurse leaders had to advance 

nursing and the assumptions regarding workforce issues under which policy makers 

perceived nursing. Key issues identified across the domains were domination by the 

medical profession, a multiplicity of definitions of nursing and the fact that nursing as a 

profession had a small part in influencing its own development (Price, 1998).

The issues of medical dominance and lack of nursing influence (Price, 1998) highlight the 

importance of understanding GPs perceptions of the NP role and the need to increase the 

influence of the nursing profession in development of these roles. Early research in the US 

found that 49% of physicians were willing to hire a NP and 47% were favourable to the 

concept of a NP (Radke, 1977). A later study, using an adapted version of the same
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questionnaire, demonstrated that the more knowledgeable a physician is about the NP role, 

the more willing the physician is to hire one (Ivkovich, 1997). These findings have 

implications for the introduction of the NP role in NZ. At the time this current research 

was instigated there were no NPs in practice. It was thought that the inclusion of a NZ 

study on the perceptions of GPs towards the proposed NP role would assist in identifying 

forces influencing development of this role. Nurse leaders could then use this information 

to influence future development.

2.2 Contribution of this Current Study

The intention of this current research is not to generalise to other areas of NZ or other 

countries. The research focuses specifically on primary health care nursing and on forces 

driving and restraining the development of innovative roles. The findings are particularly 

relevant to the context of the NDHB to support future development in this area, including 

the NP role. This application of Force Field Analysis to guide the research process also 

provides the opportunity for some assessment of the value of this analytical tool for applied 

research.

This section has presented a brief literature review on innovative roles and NPs. The 

following section presents a more extensive review for the initial Force Field Analysis 

identifying forces influencing development. The literature in this ensuing section was 

reviewed as part of the analysis before the local research studies were completed. Therefore 

only relevant literature up to and including 2001 is included. Current literature (2002 to 

2004) is integrated in Chapters 5 and 6 as part of further analysis.

2.3 Force Field Analysis of Literature, Research and Policy

Thomson (1993) believes that forces driving change are often strongly influenced by 

economics. For this reason NZ policy documents were considered to be a key source in 

identifying driving forces and formed the starting point. Lewin (1951) believed that 

restraining forces are often strongly influenced by social habits or custom. Thomson
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supports this by suggesting that attitudes are an influence on restraining forces. These ideas 

assisted in the search to identify restraining forces.

Electronic searches for literature and research on a range of databases used a variety of 

search terms related to primary health care and expanding practice, advanced roles and role 

development in primary health care nursing. In addition, terms such as barriers, forces, 

drivers, restrainers and attitudes were included. Reference lists from policy documents and 

identified publications were manually searched to ensure key documents had been included.

A full graphic representation of forces appears at the start of this section to promote clarity 

for the reader (see Figure 2). However, this figure and the following description of forces 

are the end result of a progressive review of the literature to build an initial Force Field 

Analysis. Although the forces in Figure 2 have been placed opposite each other this does 

not signify that a force on one side corresponds specifically to a force on the other side. The 

forces on each side are also interrelated and impact on each other. This figure and others 

representing the Force Field Analysis have been adapted from diagrams by Lewin (1951, 

p.321) and work by Nicholas (1989, p.29).

Driving Forces Restraining Forces

Effective Services
---------------------------------- ►

Outdated Nursing 
image

Health Equality

---------------------------------- ►
Poor Professional 
Identity

Response to Local
Needs
---------------------------------- ►

Inadequate
Education and 
Training

id
Workforce
Reorganisation

---------------------------------- ►

Tradition

◄--------------------------

Worst Position Current Level Ideal Position

Figure 2. Force Field Analysis (identified from literature, policy and research)
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Alongside the graphic representation a descriptive summary of key forces was developed to 

outline major forces. The major driving forces were named as drives towards cost-effective, 

evidence-based health care (effective services), health equality in society, response to local 

needs including cultural needs, and workforce reorganisation. The major restraining forces 

were named as outdated nursing image, poor professional identity, inadequate education 

and training, and slow transition from traditional practices and structures. Although in 

many cases these forces cannot be linked specifically to innovative roles, the forces have a 

direct impact on reorientation of health services or on perceptions and actions of 

stakeholders and subsequently have an indirect positive or negative impact on role 

development.

The following sections present a descriptive summary of these major forces.

2.4 Forces Driving the Development of Innovative Roles

2.4.1 Cost-effective, Evidence-based Health Care (Effective Services)

A major drive towards cost-effective, evidence-based health care was a key influence on 

the reorientation of health services and the subsequent development of innovative roles in 

primary health care nursing (see Figure 3). Influences on this force appeared to be changes 

to funding and reorientation of health services towards a primary health care focus and an 

increasing emphasis on integration and evidence-based practice.

Driving Forces 1 Restraining Forces j

Effective Services
______ h*. 1 !

Worst Position Current Level Ideal Position

Figure 3. Effective services
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Reorientation towards Primary Health Care

As a health service approach “primary health care requires a balanced system of health 

promotion, prevention of ill-health, rehabilitation and accessible affordable health care” 

(Wass, 2000, p.ll). A number of policy documents in NZ have been released promoting a 

focus on primary health care (MOH [NZ], 2000a; MOH [NZ], 2000b; MOH [NZ], 2001). 

This focus has also been occurring in the UK (Godber, Robinson & Steiner, 1997) and 

other Western countries (Starfield, 1994; 2001). Wass (2000) believes this focus is a 

response to inequalities in health. As the reorientation towards primary health care occurs, 

opportunities for nursing are developing (Goeppinger & Hammond, 2000). There is 

increasing evidence of the positive contribution nurses can make to health outcomes and 

client satisfaction in this area of health (Kinnersley et al. 2000; Mundinger et al., 2000; 

Reveley, 1998; Shum et al, 2000; Spitzer et al., 1974; Venning et al., 2000). Advanced 

practice nursing positions such as the NP role also offer a way to provide cost-effective 

care (Mundinger, 1994; Sinclair, 1997).

Capitation

The drive to maximise health dollars came to a peak in NZ with the market reforms of the 

1980s, which introduced an element of competition for contracting health services and 

opened up access to health care in the community (Ashton, 1996; Brown & Crampton, 

1997; Cheyne, O’Brien, & Belgrave, 1998). New providers have competed for and obtained 

contracts for service provision, especially those meeting Maori health needs (Cunningham 

& Durie, 1999). In future there will be further change towards captitated funding. 

Capitation refers to the process of assigning a bulk-funded amount of money to an 

organisation according to the number of clients registered and the services provided. The 

intention of the move towards capitation in NZ was to control expenditure and promote 

choice (Cumming & Mays, 1999). Capitation was also becoming a key feature of the UK 

health system and of managed care in the USA (Steiner & Robinson, 1998). There was 

some evidence to suggest that managed care can limit cost without impacting on health 

outcomes (Murray, Greenfield, Kaplan and Yano, 1993), could even improve these 

outcomes (Gribben & Coster, 1999) and the quality of health care (Safran, Rogers, Tarlov, 

Inui, Taira, Montgomery, Ware & Slavin, 2000; Steiner & Robinson, 1998). Under
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capitation in NZ, providers will be able to offer their community the most appropriate 

service to meet their needs. The intention is that clients will see the health professional - 

who may or may not be a nurse - who is best able to provide this service (MOH [NZ], 

2001). The growing emergence of capitation and managed care in the USA is seen as a 

significant positive development offering opportunities for nurses in advanced practice 

(Buerhaus, 2000). In NZ this is also likely to be the case. Under capitation, nurses will have 

the potential to contract directly with the DHB to provide nursing services (MOH [NZ], 

1998). In future this practice may support the development of innovative roles in primary 

health care nursing as direct funding of nursing and other services through the proposed 

PHOs occurs (MOH [NZ], 2001).

Evidence-based Health Care

NZ Policy documents, such as the Primary Health Care Strategy (MOH [NZ], 2001), 

demonstrated a drive for evidence-based services. The early days of evidence-based 

practice focused mainly on evidence-based medicine (EBM) rather than other areas of 

health care (Sackett, Richardson, Rosenberg & Haynes, 1997). However that is changing. 

EBM refers to “the conscientious, explicit and judicious use of current best evidence in 

making decisions about the health care of patients” (Sackett et al., 1997, p.2). The 

importance of basing clinical practice on best evidence is now accepted practice across the 

health system with increasing emphasis found in health policy (Muir Gray, 1997). The 

demand for decisions in health care to be based on research evidence grows as pressure on 

resources increases (Muir Gray, 1997). Ray (1999) also suggests that the drive for 

evidence-based practice is influenced by economic responsibility and is gaining importance 

as a basis for best practice, as well as demonstrating an improvement in outcomes for health 

organisations. The move towards evidence-based health care must be viewed in a proper 

context. Even if healthcare is based on best evidence, on interventions that have the highest 

effectiveness for populations and are of the highest quality, other factors such as the 

physical and social environment and genetics will influence the health of a population 

(Muir Gray, 1997). In addition, although the use of evidence-based practice appears to be 

justified, there is concern about the appropriateness of uncritical acceptance of the use of 

evidence as a basis for practice, as it could jeopardise professional autonomy and authority
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(Bonell, 1999). However, the literature suggests the advantages of an evidence-based 

approach outweigh the disadvantages. Evidence is just one source of knowledge that health 

professionals can use to inform their clinical decision-making (Fawcett, Watson, Neuman, 

Walker, & Fitzpatrick, 2001; Sackett et al., 1997) and just one approach in making 

decisions and policy to improve the health of populations (Muir Gray, 1997).

Integrated Care

NZ policy also included components focusing on integrated care, information systems and 

reporting requirements (MOH [NZ], 2001). Multi-disciplinary pathways of care were being 

increasingly used to combine evidence and integration of care (Wilson, 1998), and 

integrated information systems were being used to support clinical integration and reporting 

requirements (Jacobsen & Hill, 1999). The move towards integrated care partnerships was 

also a growing focus in the USA in an attempt to promote collaboration between health 

services and community organisations to improve health outcomes (Lasker, Weiss & 

Miller, 2001; Mitchell & Shortell, 2000; Roussos & Fawcett, 2000). The approach to 

funding focusing on coordination across providers is also a strategy that is being used in 

NZ to promote integrated care and foster the delivery of cost-effective quality health 

services (Entwistle, 1997). The move towards an integrated contract-based approach in 

primary health care is also occurring in the UK (Pearson, 1997).

Research and Innovation

Innovation in service delivery is one result of an emphasis on the use of evidence for 

changing practice. Tolson (1999) asserts that innovation is an inevitable part of a health 

system that is strongly focused on evidence-based practice. Innovations in health care 

create opportunities for change in nursing (Aiken, 1992). This was apparent in new nursing 

roles such as the NP role, which incorporates a research component and supports the 

development of research knowledge to improve practice, improve health outcomes and 

manage resources. In NZ there was a strong drive to introduce these roles (see p.21). In the 

UK, there were also strategies for promoting nursing research and development 

(Department of Health [UK], 2000) and use of evidence in health and social services 

(Department of Health [UK], 1998). The aim was to promote use of evidence in practice.
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Policy documents on the planned development of the National Health Service and nursing 

also highlighted use of evidence in supporting quality and effectiveness in the UK 

(Department of Health [UK], 1997; Department of Health [UK], 1999).

2.4.2 Health Equality (In Society)

A drive for equality in health was a strong force (see Figure 4). This force appeared to be 

influenced by increasing emphasis on recognition of the impact of social disparity on health 

and the role of primary health care services and nursing in reducing inequality.

Driving Forces

Effective Services

Restraining Forces j

|
|

Health Equality
W

Worst Position Current Level Ideal Position

Figure 4. Health equality

Socio-economic Status and Health Equality

In NZ, unmet socio-cultural and economic needs were known to have a direct correlation 

with poor health (National Advisory Committee on Health and Disability, 1998). Research 

in the United States (Kaplan, Pamuk, Lynch, Cohen & Balfour, 1996; Kennedy, Kawachi 

& Prothrow-Stith, 1996; Lantz, House, Lepkowski, Williams, Mero & Chen, 1998) and 

Britain (Ben-Shlomo, White & Marmot, 1996) also demonstrated a link between higher 

mortality rates and wide income variation. Research in the UK also associated deprivation 

with excessive mortality (Eames, Ben-Shlomo & Marmot, 1993; Sloggett & Joshi, 1994).

In NZ, it was apparent that the wholesale introduction of a market philosophy had had an 

adverse impact on some groups in NZ society such as Maori, Pacific Islanders and others 

with low income (Kelsey, 1997; Reid, 1999a). The impact of market reform had also been
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identified in Australia on a number of sub groups of the population such as Aboriginal and 

Torres Strait Islander people (Oldenberg, McGuffog & Turrell, 2000; Wass, 2000). In NZ, 

the response to inequality in health had been a move from a purely market-driven approach 

in health service to one that recognised the socio-cultural needs of the population (Cheyne 

et al., 1998). Kingdon (1995) believes that any perceived imbalance or inequity in society 

becomes so compelling that it drives the political agenda. In the NDHB region, those with a 

relatively low socio-economic status had increased health needs, and higher mortality and 

morbidity rates and lower life expectancy rates compared with the NZ average (Health 

Needs Assessment Project Team and Public Health Consultancy, 2001). These statistics 

suggested that there would be strong support to address this imbalance.

Health Equality and Primary Health Care

There was an emphasis in government policy on the reorientation of health services to 

promote equality in health (MOH [NZ], 2000b; MOH [NZ], 2001; National Advisory 

Committee on Health and Disability, 1998). The drive for health equality was also one of 

the fundamental principles underpinning primary health care philosophy internationally 

(Wass, 2000; World Health Organization, 1986, 1978). From an international perspective 

there was evidence that health equality is promoted in countries that focus on primary 

health care. Starfield (2000) found that in a comparison of the seven countries with the 

highest health rankings, five had a strong focus on primary care. The provision of primary 

medical care is one aspect of comprehensive primary health care service delivery. Shi, 

Starfield, Kennedy & Kawachi (1999) found that in the United States an orientation 

towards primary medical care could negate some of the adverse impact of income 

inequality on health. However, in NZ, it was found that Maori and those in lower socio

economic groups, under-use primary medical services, in comparison with other groups 

(Malcolm, 1996). This is known as inverse care when those who most need services do not 

access them (Starfield, 2001). An Australian study also supported the findings of inverse 

care found in the New Zealand research. Patients in lower socio-economic groups had 

lower rates of GP consultations than those in more advantaged groups (Furler et al., 2002). 

Starfield (2001) believes that a health system based on strong principles of primary health 

care, rather than primary medical care, makes a difference in reducing health inequality.
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Nursing and Reduction in Health Inequality

Nurses have an important part to play in addressing health inequality for disadvantaged 

populations. There was some evidence from the international literature that suggests nurses 

working in primary care can assist clients to access health care more effectively (Forbes, 

2000) and that nursing initiatives can promote access to health in communities with high 

health needs (Glick, 1999; Glick, Hale, Kulbok & Shettig, 1996; Hooke, Bennett, Dwyer, 

van Beek, & Matrin, 2001). The development of primary health care nursing in NZ had also 

been identified as essential to meet the Primary Health Care Strategy, in which one of the 

aims is to address the issue of inequality (MOH [NZ], 2001).

2.4.3 Response to Local Needs (Including Cultural Needs)

A drive towards responsiveness to local needs including cultural needs (see Figure 5) was a 

strong force influenced by increasing emphasis on responsiveness to local and cultural 

needs and nursing development in rural areas.
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Figure 5. Response to local needs

Response to Need

There was evidence in policy, of an emphasis on reorienting health services to promote 

responsiveness to local needs, including cultural needs (MOH [NZ], 2000b; MOH [NZ], 

2001; National Advisory Committee on Health and Disability, 1998). The drive for 

responsiveness to the needs of local communities is also one of the fundamental principles 

underpinning primary health care philosophy internationally (Wass, 2000; World Health
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Organisation, 1978; 1986). In Australia, NZ and Canada, colonisation has impacted on 

Indigenous culture and resulted in adverse outcomes for Indigenous peoples (Havemann, 

1999; McMurray, 1999). There is worldwide emphasis on working with Indigenous peoples 

in identifying and planning health services to promote health and reduce inequality 

(McMurray). Increasing research evidence demonstrates the importance of the inclusion of 

Indigenous peoples in decision making in Australia (Kelaher, Baigrie, Manderson, Moore, 

Shannon & Williams, 1998; Wakerman & Field, 1997) as well as New Zealand (Voyle & 

Simmons, 1999).

Maori in New Zealand

In NZ there was a growing awareness of the needs of tangata whenua (Indigenous Maori 

people) who make up 31% of the population in the NDHB. Maori are represented 

negatively in health statistics with higher rates of morbidity and mortality (National 

Advisory Committee on Health and Disability, 1998). There was recognition that 

mainstream health services were not meeting the needs of Maori and therefore not meeting 

the Crown’s obligations under the Treaty of Waitangi. A separate funding stream for Maori 

Health Providers was set up to decrease this gap and improve access (Durie, 1998b). Maori 

Purchasing Organisations (MAPOs) had the responsibility of funding Maori Health 

Providers in their local iwi (tribal group) (Health Needs Assessment Project Team and 

Public Health Consultancy, 2001). New nursing roles had developed as a result of this 

funding (Cunningham & Durie, 1999).

The growing awareness of the Treaty of Waitangi and its importance as a founding 

document began in the latter half of the twentieth century (Reid, 1999b). The Treaty and 

the addressing of grievances arising from lack of adherence to the Treaty have become 

entrenched in NZ’s political and legal systems (Brownlee, 1992). The application of the 

Treaty in a practical context has been difficult because of different interpretations between 

the English and Maori language versions (Durie, 1998b; Reid, 1999b). However, the Treaty 

of Waitangi Act 1975 requires that both versions be considered (Reid, 1999b). The Treaty 

began to feature strongly in the health system in 1985, following the recommendations of 

the Standing Committee on Maori Health (Durie, 1998b). It recommended that the Treaty
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be seen as a foundation for good health. The NZ Board of Health, in response to that 

recommendation, added that the Treaty should be recognised in all legislation relating to 

health (Durie, 1998b). The outcome of the increasing focus on the Treaty was a move 

towards self-determination for Maori and Kaupapa Maori. Kaupapa Maori is a 

philosophical framework that promotes Maori culture, knowledge and values. It underpins 

the concept of ‘by Maori, for Maori’ (Reid, 1999b).

Local and Cultural Needs and Nursing

The Health Needs Assessment Project Team and Public Health Consultancy (2001) found 

that in Northland, isolation, distance and low socio-economic status were barriers to 

accessing health services. Many nurses in NZ live and work in their local communities, 

especially in rural areas. The NDHB found that innovative nursing roles were developing in 

rural areas to work with local communities (NDHB, 2001). Rural nurses therefore are in an 

ideal situation to respond to their community’s needs. The process of identifying, 

prioritising and responding to local needs requires community participation and community 

development (McMurray, 1999). The Primary Health Care Strategy (MOH [NZ], 2001) 

identified that over the following ten years the focus would include working with local 

communities and improving access to a wide range of health services. The delivery of 

culturally competent nursing care promotes response to the health needs of communities, 

especially ethnic communities (Kim-Godwin, Clarke & Barton, 2001; Lusk & Holst, 2001) 

and in NZ this promotes responsiveness to those of Maori ethnicity. Internationally the 

profile of culture in nursing was raised by the work of Leininger (1995). However, the 

concept of culture has different connotations in New Zealand because of the Treaty of 

Waitangi and the emphasis on biculturalism rather than transculturalism. A NZ nurse, 

Irihapiti Ramsden (1996) developed the concept of ‘cultural safety’, which emphasises 

biculturalism, partnership and awareness of oppressive processes. It is now widely adopted 

in nursing education and practice in NZ.
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2.4.4 Workforce Reorganisation

A drive towards workforce reorganisation was a strong force influencing the reorientation 

of health services and the subsequent development of innovative roles in primary health 

care nursing (see Figure 6). This force appeared to be strongly underpinned by economics 

driving changes in skill mix, increased emphasis on collaboration and support for 

development of primary health care nursing and NP roles at an international, national and 

regional level.
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Figure 6. Workforce reorganisation

Skill Mix and Collaboration in Primary Health Care

A review of policy indicated that the drive towards workforce reorganisation was a growing 

trend. The Primary Health Care Strategy (MOH [NZ], 2001) identified that the focus for the 

next ten years included integrating and coordinating health services across different service 

areas and developing the workforce. There was a growing demand in NZ for configuration 

of labour to provide cheaper, more accessible and effective services that met the needs of 

clients and local communities (de Raad, 1998). This demand was fostering collaboration 

and teamwork across professional groups as well as the introduction of new and expanded
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roles for health care workers (Heath, 1994; MOH [NZ], 2001), including primary health 

care nursing. The concept of teamwork and collaboration of health professionals and health 

providers to promote the most effective services to meet client needs is an international 

trend (Porter-O’Grady, 1999). A goal of government in introducing PHOs was also to have 

shared representation from health professionals into decision-making within the PHO 

(MOH [NZ]). A shared governance structure becomes essential when care is integrated at 

the point of delivery following the introduction of new integrated systems (Aikman, 

Andress, Goodfellow, LaBelle, & Porter-O’Grady, 1998; Evan, Aubry, Hawkins, Curley, & 

Porter-O’Grady, 1995).

Development of Primary Health Care Nursing and NP roles

The NZ Primary Health Care Strategy (MOH [NZ], 2001) saw primary health care nursing 

as crucial to the implementation of the strategy. There was also increasing recognition in 

NZ policy and nursing documents that the introduction of NPs promoted effectiveness and 

health outcomes for clients (see p.21). Developing the potential of nursing could promote 

cost-effective and accessible services (MOH [NZ], 2001). However in rural areas where 

increased health needs are present, there were low numbers per capita of many health 

workers (including doctors and nurses) and problems with recruitment and retention 

(Health Needs Assessment Project Team and Public Health Consultancy, 2001).

International Trends towards NP roles

In NZ the development of the NP role reflected international trends. This development is 

part of a general growth in non-medical roles such as the NP role, in response to market 

forces and quality and access issues (Cooper & Aiken, 2001). The NP role was first 

established in the USA where it was introduced in response to a shortage of medical 

practitioners in primary care (Cooper & Aiken; Ford, 1992; Stilwell, 1988). This has also 

been a factor in Canada (Birenbaum, 1994; Sptizer et al.). In the UK the role had only been 

formally introduced since the 1990s (Venning et al., 2000) and clarification of the role 

continues. In the UK research in 1999 on preparation of the NP enabled consensus on 

competencies and clarification of difference between the NP and Clinical Nurse Specialist. 

Issues were also identified to inform policy on education and regulation (Read, Nolan, &
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Roberts-Davis, 1999). In Australia, the literature demonstrated that the NP role was also 

developing and pilot projects were implemented to develop and evaluate the role (Adrian & 

O'Connell, 2000b; Offredy, 1999).

There were varying legislative requirements for NPs internationally (Price 1998). Some 

countries such as Canada did not have a requirement for an additional licence or 

certification. However, a register was maintained by the College of Nursing in Ontario. In 

Britain there was no legislation and in the USA the majority of states had statutory 

regulation (Price, 1998). NSW had introduced a Nurses Amendment Bill through which the 

NSW Nurses Registration Board was able to authorise NPs and nurse prescribing 

(Whitecross, 1999). The Nursing Council of New Zealand had responsibility for regulation 

and endorsement of NPs in NZ (Nursing Council of New Zealand, 2001b) and under 

Section 24 of the Nurses Act 1977, responsibility for registration of nurse prescribers 

(Nursing Council of New Zealand, 2000c).

National Nursing Leadership Support

In NZ the Nursing Council and professional nursing organisations had pushed forward the 

agenda to introduce NPs. Professional nursing organisations formed an alliance in 2001 for 

the purpose of working with the government on policy. As outlined by Antrobus and Kitson 

(1999) this type of alliance provided the support required to effect change at a political 

level. It also provided the chance for nurses to identify and take advantage of windows of 

opportunity such as they did for the NP role using research evidence to support this 

process. The increasing research evidence of nursing effectiveness is useful in informing 

recommendations from nursing interest groups to governments (O’Brien-Pallas & 

Baumann, 2000). However, using research evidence to direct policy requires political 

astuteness about how science and values interact (Diers, 1998). Kingdon (1995) believed 

that policy windows open as the three streams of problems, policies and politics merge 

within the political system. These streams flow independently until an opportunity for 

action occurs. Once all the variables of problem recognition, solution availability, receptive 

political climate and lack of constraints are present, advocates can act and put forward their 

own agenda (Kingdon, 1995).
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Regional Support for Primary Health Care Nursing and NP Roles 

At a regional level in NZ there was also support for primary health nursing and NP roles. A 

plan for the development of primary health organisations in the NDHB proposed extensions 

to the scope of practice for primary health care nursing including the advancement to ‘NP’ 

and ‘nurse prescribing’. It was thought that this development could promote a more multi

disciplinary approach, better use of nursing skills and service integration (NDHB, 2001).

2.5 Forces Restraining the Development of Innovative Roles

Having explored the driving forces emerging from the review of literature, policy and 

research, the second part of this section will discuss the forces restraining the development 

of innovative roles. These restraining forces include: outdated nursing image; poor 

professional identity, inadequate education and training and slow transition from traditional 

practices and structures (tradition).

2.5.1 Outdated Nursing Image

The traditional image of the nurse was a restraining force to the development of innovative 

roles in primary health care nursing (see Figure 7). This image appeared to be influenced by 

a traditional power imbalance and the medical profession’s perception of nurses’ practice.
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Figure 7. Outdated nursing image
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Historical Power Imbalance

Longstanding power and gender issues reinforce a traditional image of nursing and 

therefore act as barriers to role innovation. In primary health care, GPs have long been the 

dominant professionals. Nursing has had a long history of being subservient to medicine 

because doctors have had professional status and power that has not been ascribed to 

nursing (Wiles & Robison, 1994). Historically in primary health care, specifically General 

Practice, funding contracts required doctors to be employers of nurses. This continued to 

place funding for nursing in medical hands, further disempowering nurses and restraining 

the ability of nurses to interact with doctors at a collaborative, partnership level (MOH 

[NZ], 1998). The social and cultural construction of gender influences medical dominance. 

A caring profession such as nursing, which is dominated by women, has lower status and 

power as opposed to medicine, which traditionally is dominated by men (Hugman, 1991; 

Wicks, 1999).

The past experience of GPs in NZ may also be a barrier to changing their attitudes towards 

nurses in innovative roles. Legislative changes were made in 1996 enabling midwives to 

access funding for obstetric care (Ferguson, 1999). GPs left this area of work because the
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change in funding enabled midwives to be lead providers of care (National Health 

Committee, 1999). It is possible that this experience will influence GP support for 

developing the scope or roles of nurses in the community, especially NP roles, as they may 

see this as another threat to their practice and income. Another barrier to acceptance of 

nurses in innovative roles may be public perceptions of nurses as traditionally working for 

GPs (MOH [NZ], 1998).

General Practitioner Support and the Nurse Practitioner role

The original development of the NP role in the USA was a collaborative arrangement 

between nursing and medicine; however, in practice there was less evidence of 

collaboration and more of a directive approach from doctors (Stilwell, 1988). Attitudes 

towards innovative roles - specifically the NP role - for primary health care nurses 

appeared to vary. In the UK research showed that GPs were prepared to delegate to NPs 

(Jenkins-Clarke, Carr-Hill, & Dixon, 1998). However, in a research study in the USA on 

the perceptions of physicians towards NPs, most doctors believed that nurses should work 

under the direct supervision of doctors rather than in a collaborative manner (Bambini, 

1995). In the USA there has been debate over independence of advanced practice nurse 

roles versus the need for oversight by a physician and the regulation of the relationship 

(Minarik & Price, 1999). In Australia concern and confusion have also been expressed over 

NP-GP collaboration (Chiarella, 1998; Whitecross, 1999). In NZ it was proposed that NPs 

work in independent practice or in practice alongside other health professionals including 

GPs (Nursing Council of New Zealand, 2000b). Both approaches will require GP support. 

In research studies, GPs demonstrated varying support for role development in nursing (see 

p.21). These findings have implications for the introduction of the NP role in the NDHB of 

NZ as GP support has the potential to positively or negatively influence NP role 

development.
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2.5.2 Poor Professional Identity

A second restraining force was poor professional identity of nurses (see Figure 8). A range 

of factors including confidence, role clarity, leadership and professional support appeared 

to influence this force.
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Figure 8. Poor professional identity

Confidence in Professional Identity

Confidence of nurses in their professional identity (i.e. in their ability to practise as 

autonomous professionals) is important for developing or working in innovative roles. 

Williams (2000) expressed a concern that in the UK GPs will remain dominant in primary 

health care, as nurses may not have the confidence in their professional identity to be 

effective collaborators with other professionals. Williams also argued that nursing’s 

professional identity is becoming confused as roles change, leading to a culture of 

uncertainty and vulnerability. Confusion over role boundaries is understandable as primary 

health care nurses’ scope of practice increases.
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Role Clarity. Leadership and Professional Support

Issues such as role clarity, leadership and professional support were also identified as 

influences on professional identity. Confusion about how expanded roles fit in with 

traditional roles creates confusion for both nurses and doctors (Stocking, 1988) and creates 

conflict if the expanded role is seen to be threatening a traditional role (Birenbaum, 1990). 

Research has also shown that in innovative roles it is important that role boundaries are 

established (Collins et al., 2000; Williams, 1999). Research from the UK also highlighted 

conflict over patch protection of traditional clinical roles (McDonald, Langford, & Boldero, 

1997). Effective nursing leadership positively influences nursing practice and health policy 

(Antrobus & Kitson, 1999). However, in NZ, the constant health restructuring and 

competitive environment had removed traditional nursing leadership structures (MOH 

[NZ], 1998). This lack of leadership influence must also have negatively impacted on 

development of innovative roles. A lack of professional support from colleagues was also 

identified as an issue for nurses and other health professionals in a UK study on innovative 

roles (Collins et al., 2000).

2.5.3 Inadequate Education and Training

A third restraining force to the development of innovative roles in primary health care 

nursing was inadequate education and training (see Figure 9). Influences on this force 

appeared to be poor access, lack of research on training and education needs at a local level 

and the requirements for a Masters level clinical qualification for NPs.
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Figure 9. Inadequate education and training

Access to Education and Training

Adequate preparation through the provision and accessibility of an appropriate range of 

training and education courses has the potential to support nurses in innovative roles. 

Research on health professionals in innovative roles in the UK found that it was important 

that they were adequately prepared (Collins et al., 2000).

In NZ there had been little research on education needs of primary health care nurses. A 

very early study of Practice Nurses was carried out in 1981 on nurses working in the 

Otumowtai health centre (Seddon & Eaton, 1984). This small study focused on one health 

centre servicing 13,000 clients. The study was descriptive, exploring the role of the nurse in 

the community. Later research had been carried out in the Waikato region of NZ in 1991 

(Lightfoot et al., 1999). This research was also a descriptive study that illustrated the 

education activity, working conditions, clinical work and demographics of a sample of 

Practice Nurses. The information was taken from a larger study of General Practice 

characteristics and client visits. Further research had been carried out on rural nurses in the 

southern region of NZ in 1996 (Ross, 1999). This was a small survey studying the skills of
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rural nurses employed by GPs and Crown Health Enterprises. The results were used to 

inform the development of a clinical postgraduate course for rural nurses based at the 

Christchurch School of Medicine, University of Otago. Research on education needs had 

also been undertaken on district nursing in a city area (Clayden, 1997).

A lack of training and access to relevant training, especially for Practice Nurses in the UK, 

was an issue that appeared often in the literature (Atkin, Hirst, Lunt, & Parker, 1994; Atkin 

& Lunt, 1996; Jewell & Turton, 1994; Mackereth, 1995; Wiles, 1997). In the UK, research 

demonstrated GP fund-holding practices were more likely to develop the skill mix of 

Practice Nurses than non-fund-holding practices (Atkin & Lunt, 1996).

Education for Nurse Practitioner Status

The Nursing Council of New Zealand (2001b) advised that Master’s-level study was 

necessary for nurses to become certified as NPs. The advent of nurses with the ability to 

call themselves NPs may be slow in NZ because of this requirement and therefore hinder 

NP role development. A survey of nurses’ educational qualifications by the Nursing 

Council of New Zealand in 2000 indicated that only 0.7% had Master’s degrees (Nursing 

Council of New Zealand, 2000a).

2.5.4 Slow Transition from Traditional Practices and Structures (Tradition)

Another restraining force was a slow transition from traditional practices and structures (see 

Figure 10). A range of factors appeared to influence this force including adherence to 

traditional funding contracts, GP domination in contracts, GPs continued role as employers 

of nurses and continuing barriers to autonomous nursing practice.
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Driving Forces

Effective Services
--------------------------------------►

Health Equality

----------------------------------------------------------►

Response to Local 
Needs
-------------------------------------

Workforce
Reorganisation
------------------------------------- ►

Restraining Forces

Outdated Nursing 
image

◄---------------------------------------------
Poor Professional 
Identity

Inadequate 
Education and 
Training

Tradition
◄-----------------------------

Worst Position Current Level Ideal Position

Figure 10. Tradition

Traditional Funding Contracts

Traditional funding arrangements appeared to be hindering the introduction of innovative 

roles in primary health care nursing. These contracts had no independent funding stream for 

nursing and were particularly evident in general practice (MOH [NZ], 2000a). Negative 

influences in this area could be the attitudes of doctors towards nursing and poor 

professional identity of nurses. The reality of expanding nursing roles while working in a 

GP owned and controlled Independent Practice Association (IPA) appeared to be remote 

without support from GPs or independent funding from the DHB. Research showed that 

this was also the case in the UK (Dent & Burtney, 1997).

General Practitioners as Gatekeepers to Primary Health Care

GPs have traditionally been the primary gatekeepers to health care in the community. For 

some time the funding system that brought about this situation had been viewed as a barrier 

to access and the effectiveness of health services in the community (Brown & Crampton, 

1997). However, this situation had been slow to change because the medical profession in 

NZ used its collective power to prevent changes to primary health funding it saw as
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undesirable (Brown & Crampton; Jacobs, 1997). The introduction of the General Medical 

Subsidy in 1941 also allowed GPs to continue to charge clients as well as receive an 

uncapped fee for service (Cheyne et al., 1998). This effectively gave them a gate keeping 

role and access to an unending funding stream, as well as the ability to continue to increase 

part charges to clients.

Changes in the funding of primary health care through the Accident Rehabilitation and 

Compensation Insurance Corporation (ACC) and managed care contracts had the potential 

to remove some of the main barriers to independent practice or more autonomous practice 

of nurses in NZ. However, although positive changes have been occurring in the ability of 

nurses to contract to ACC, many barriers remained (Brown, 2000; MOH [NZ], 1998).

General Practitioners as Employers of Nurses

There was a traditional practice of nurses working for GP owned IPAs. GPs have 

traditionally controlled funding for other services such as nursing (Jacobs, 1997). A study 

in the UK found that employment of Practice Nurses by GPs limited nurses’ potential (Dent 

& Burtney, 1997). The development of innovative roles and inclusion of nurses at a 

management level in IPAs or future PHOs may be difficult to initiate because of these 

issues. This is problematic because GPs have a vested interest in the IPAs, having put some 

of their own resources into establishing the organisation and also because nurses, such as 

Practice Nurses, may not be ready to make a change in the way they practise. Nurses who 

have traditionally worked as employees of an organisation may baulk at the possibility of 

investing their own funds into a practice or of facing the possibility of being paid purely on 

the basis of client contacts.

Barriers to Autonomous Nursing Practice

The Ministerial Taskforce on Nursing (MOH [NZ], 1998) highlighted the legal and 

structural barriers that prevented nurses from being valued as autonomous practitioners 

working alongside other health professionals in the community. In the USA significant 

barriers to development of advanced nursing practice roles were regulation of scope of 

practice and the ability to claim direct payment for services (Hickey, 2000; Wilken, 1995).
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Although there was evidence that these barriers were lessening (Safriet, 1998), they had 

been key obstacles to development (Hoffman, 1994; Safriet, 1994). In NZ the ability to 

claim direct payment was also an issue (MOH [NZ], 1998). Recommendations were made 

by the taskforce (MOH [NZ], 1998) to address barriers to practice, but it is unlikely that 

rapid change will occur. We may see some change as funding systems change towards 

capitation. However, it is likely that IPAs, umbrella organisations for supporting and 

integrating services supplied by GPs, may be used as a foundation structure of the proposed 

new PHOs. It could be very easy for the decision-making monopoly that GPs have in IPAs 

to be translated to these new organisations to the detriment of other health providers - 

including nursing - and consumers. This could hinder moves by nursing groups to reduce 

barriers to development of innovative roles.

This section focused on forces driving and restraining the level of development of 

innovative roles in primary health care nursing. Force Field Analysis enabled an initial 

review of current (2001 and earlier) international literature, research and national policy 

before the local research was carried out in 2002.

2.5.5 Summary of the Initial Analysis

It was apparent that there were strong forces driving the reorientation of health services and 

the subsequent development of innovative roles. It appeared that driving forces were 

strongly underpinned and interlinked by economics and by a political imperative to 

reorientate health services. This was demonstrated through policy and funding aimed at 

reconfiguring health care services and the workforce to meet health and cultural needs and 

improve health outcomes. The development of these driving forces supported the premise 

by Thomson (1993) that driving forces are strongly influenced by economics. The major 

forces influencing the development of innovative roles were drives towards: cost-effective, 

evidence-based health care (effective services); health equality in society; response to local 

needs including cultural needs and workforce reorganisation.
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However, it appeared that there were power issues at play as well as ingrained attitudes, 

customs and structures that either directly restrained these forces or reduced their impact. 

Identification of these restraining forces supports the premise by Lewin (1951) and 

Thomson (1993) that restraining forces are underpinned by attitudes, habits and social 

custom. Forces restraining the development of innovative roles were: an outdated nursing 

image; poor professional identity; inadequate education and training and slow transition 

from traditional practices and structures (tradition).

This chapter demonstrated that there was minimal research on primary health care nursing 

and none on innovative roles in NZ. Internationally there was research on innovative roles 

and a wealth of research on the NP role and advanced roles in general. A Force Field 

Analysis of current (2001 and earlier) policy, research and literature identified forces 

driving and restraining the development of innovative roles in primary health care nursing.

Further information was required to inform the analysis at a local level (within the NDHB); 

therefore research questions were developed to obtain data from key stakeholders to inform 

analysis at a local level within the NDHB and promote further understanding of forces. The 

following chapter presents the research questions and justifies the method used to collect 

this information.
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CHAPTER 3: METHOD FOR THE RESEARCH WITH KEY

STAKEHOLDERS

The purpose of this chapter is to describe and justify the chosen research method. After 

conducting a review of the international literature, research and policy to identify the forces 

driving and restraining innovative nursing roles, the purpose of the research is to identify 

these forces locally. The chapter comprises a rationale for the chosen research method, an 

outline of the effects of triangulation on the research and a description of each study.

3.1 Description of Research Questions, Method and Rationale

The overall aim of this research is to identify and describe the forces driving and restraining 

the development of innovative roles (including the NP role) in primary health care nursing. 

The question to guide the Force Field Analysis to achieve this aim was ‘how could the 

development of innovative roles, including the NP role, in primary health care nursing in 

the NDHB be promoted?’ The term ‘development’ for the purpose of this research refers to 

support of nurses in innovative roles as well as to the introduction of innovative roles. The 

factors influencing support were previously identified as the adequate provision of 

professional development, financial and physical resources and professional support for the 

nurse. In addition, clear job descriptions, role boundaries and evaluation processes should 

be in place. These factors and results of an initial Force Field Analysis were considered 

when developing the questions to be answered by research studies with key stakeholders.

In order to answer the question guiding the analysis it was important to ascertain whether 

key stakeholders themselves were driving and/or restraining forces within the Force Field 

Analysis as this was clearly the case in the international literature. A skill of political 

leadership is being able to identify stakeholders and understand where they stand in regard 

to your issue (Antrobus, 2003). For the purpose of this research I identified three key 

stakeholder groups, nurses in innovative nursing roles, GPs and nurse leaders as those most 

likely to influence the development of the innovative roles in the context of the NDHB of 

NZ. Lewin (1951) believes it is essential to find the best informants. Brager and Holloway 

(1992) support this belief and add that stakeholders may be those with formal or informal
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influence in regard to the proposed goal. The perceptions of key stakeholders aided in 

understanding restraining and driving forces (see discussion p.10) and influenced the 

change process (see discussion p.4).

A mixed method of survey research using questionnaires and a qualitative design involving 

focus group interviews incorporated the views of key stakeholders. The Force Field 

Analysis approach recognises that a combination of quantitative and qualitative data is 

necessary for analysis (Lewin, 1951). Crotty (1998) also suggests that a combination of 

subjective and objective data from people’s experiences is useful in identifying objective 

meanings.

From the literature a number of issues arose. The influence of economics and a political 

imperative to reorientate health services was demonstrated through policy and funding 

aimed at reconfiguring health care services and the workforce to meet health and cultural 

needs and improve health outcomes (see discussion pp.24-36). The influence of GPs 

perceptions featured strongly in the literature and a historical power imbalance positively 

favouring GPs negatively impacted on nursing identity and support as well as restraining 

change from traditional practices and structures (see discussion pp.36-44). NP roles in 

particular were likely to be detrimentally affected by GP perceptions. The introduction of 

NPs follows international trends and has the potential to be a key growth area in innovative 

nursing roles (see discussion p.34). The literature also identified that nurses’ own 

perceptions of professional identity was an issue as well leadership support and inadequate 

education and training. Nursing leadership is a pivotal factor in the introduction and support 

of nurses in innovative roles. Political awareness of the context of practice is a key 

leadership requirement (Van Maurik, 1997) and nurses need this awareness to be in a 

position to influence policy (Antrobus, 2003).

The literature suggests therefore that the key stakeholders with the most potential to 

influence innovative roles in the NDHB are nurses in innovative roles, nurse leaders and 

GPs. Integration of information from key stakeholders aided in understanding restraining 

and driving forces influencing the level of development of innovative roles, including the
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NP role. In view of the issues identified in the literature and to address the research aim and 

the question for the Force Field Analysis, the following research questions were developed 

to gather the information required about innovative roles in the NDHB:

• How are innovative nursing roles in primary health care being introduced and what 

are the factors influencing the introduction of innovative roles?

• What are the factors influencing the support of nurses working in innovative roles?

• What are the perceptions of primary health care nurses in innovative roles regarding 

their roles and their advancement to NP status?

• What is the current level of educational preparation and training and education 

needs of primary health care nurses in innovative roles?

• What are GPs’ perceptions of the NP role?

• What are the factors influencing the development of the NP role?

The research was made up of three studies, two of which involved questionnaires. These 

have the ability to obtain data on attitudes and belief as well as facts (Beanland, Schneider, 

LoBiando-Wood, & Haber, 1999). The third study involved focus group interviews, which 

provided data on the participants’ personal experience and perceptions. Two instruments 

used in previous research on innovative roles (Read et al., 2001) and GP perceptions 

(Radke & Wright, 1975) were identified as suitable to adapt to obtain the information 

required from nurses in innovative roles and GPs. Consent was obtained from the original 

developers to use these (see Appendix C).

The first study (Study A) was a survey of nurses in innovative nursing roles. It identified 

their perceptions of their role, training and education needs and factors that facilitate or 

hinder their practice. Lack of professional identity and inadequate training and education 

were identified as restraining forces in the initial Force Field Analysis. Nursing’s 

professional identity is becoming confused as roles change (Williams, 2000) and adequate 

education is necessary for innovative role development (Collins et al., 2000).

The second study (Study B) explored the perceptions of GPs towards the NP role 

identifying their knowledge, experience and perceived problems of the role. Traditional
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practices and structures and an outdated image of nurses were identified as restraining 

forces in the initial analysis. GPs featured strongly in this discussion. The NP is an 

innovative nursing role that could be developed in primary health care in the NDHB. It has 

been found that the image of nursing subservience to medicine is reinforced by adherence 

to traditional structure and practices (Wiles & Robison, 1994) and by the attitudes of 

doctors (Williams, 2000). However in addition to the research purpose of engaging GPs, 

there is also a secondary purpose, as befits the work of a professional doctorate. The NP is 

an innovative nursing role that could be developed in the NDHB. It was hoped that the 

process of GPs being involved in the research and reading any subsequent published 

articles (see Appendix B) would introduce change in their thinking about the NP role (see 

discussion on change theory p.4).

The third study (Study C) explored the perceptions and experience of nurse leaders through 

focus group interviews. It was anticipated that the nurse leaders would have a wider view of 

the influences on innovative roles in the NDHB including information on resources, 

education, training and funding. The research studies were planned to provide further 

contextual information to aid in understanding forces. The initial analysis identified that 

nursing leadership is a key issue, as traditional nursing leadership structures have been 

disestablished (MOH [NZ], 1998). Involving nurse leaders will promote change in their 

thinking about innovative role development (see discussion on change theory p.4). In 

addition, providing them with the research evidence about forces driving and restraining the 

development of innovative roles will enable them to be more effective in positively 

influencing the introduction and support of innovative roles. Effective nursing leadership 

positively influences nursing practice and health policy (Antrobus & Kitson, 1999).

Table 1 provides an overview of the questions and how they were answered by the research 

studies. The shaded areas signify which research studies will answer the research questions 

presented on the left hand side of the table.
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Table 1. Overview of research studies.

RESEARCH QUESTIONS RESEARCH STUDIES

STUDY A 
Questionnaire 
Nurses in
innovative roles

STUDY B
Questionnaire
GPs

STUDY C
Focus group 
Interviews
Nurse leaders

How are innovative nursing roles in primary 
health care nursing being introduced and 
what are the factors influencing the 
introduction of innovative roles?

What are the factors influencing the support 
of nurses working in innovative roles?

What are the perceptions of primary health 
care nurses in innovative roles regarding 
their roles and their advancement to Nurse 
Practitioner status?

What is the current level of educational 
preparation and training and education 
needs of primary health care nurses in 
innovative roles?

What are GPs’ perceptions of the Nurse 
Practitioner role?

What are the factors influencing the 
development of the Nurse Practitioner role?

Although the studies may have answered specific questions, a triangulation of method 

enabled a clearer picture to emerge. These studies are presented in the following section.
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3.2 Methods

3.2.1 Study A: Nurses in Innovative Roles

Design and Participants

A postal survey of nurses working in innovative nursing roles in primary health care in the 

NDHB was carried out. Participants were a snowball sample of all nurses identified by 

health providers as working in innovative roles in primary health care for at least six 

months. A mapping exercise involving managers of organisations providing primary health 

care identified participants.

Materials

Permission was gained to use a self-completion questionnaire (see Appendix D) designed 

for exploring new roles in practice in the UK entitled ‘Exploring New Roles in Practice: 

Implications of developments within the clinical team (ENRiP)’ (Read et al., 2001). The 

questionnaire was originally developed from issues arising from interviews and case studies 

in early stages of the ENRiP project. Members of the ENRiP team then developed and 

refined the questionnaire and a draft version was piloted in the UK with nurses and other 

health professionals.

In the current study content validity was promoted by consulting nurses with experience in 

research and primary health care nursing and a researcher with expertise in developing 

questionnaires. The questionnaire was reviewed to ensure that it sampled the domains of 

interest in the NZ context and minor changes were made to promote applicability in the NZ 

context and to focus on nurses only, rather than all health professionals in innovative roles. 

Minor changes were also made to language and new questions were added to identify the 

structure of the employing organisation (Question 9c) and the perceptions of nurses towards 

attaining NP status (Questions 32, 33a, 33b). These questions were important in the NZ 

context and to this research. Questions relating directly to the previous ENRiP study in the 

UK were removed. Credibility was promoted for the qualitative aspects of the study by 

working with a research colleague to demonstrate the interpretative process recommended 

by Dey (1993) and to verify the analysis of the qualitative data.
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Procedure

Participants’ received a letter/information sheet (Appendix D) with enclosed pre-stamped 

reply envelope to advise them of the purpose of the study and invite them to participate. A 

follow-up letter was sent out to encourage completion of the questionnaire. Participants 

were advised that the commitment involved was one-time only and that the questionnaires 

took approximately twenty minutes to complete and post. It was not envisaged that an 

understanding of the English language would be a problem as all participants were health 

professionals with a working knowledge of English. A pen for participants was enclosed as 

a minor acknowledgement of their input in completing the questionnaire.

Ethical Considerations

Notes, questionnaires and computer records were and are being kept in my office to 

maintain confidentiality of participants. Any documents or discs related to the research are 

kept in a cabinet and will be shredded or destroyed five years after completion of the study. 

Computer files will be deleted. No participants are identified in any way in the research 

report. It is likely that the title of some of the participants’ positions will make them 

identifiable, but no information in the report is specifically linked to any one position. No 

person other than myself, an assistant or the statistics support person has access to the raw 

data. The questionnaires were coded and numbered to allow follow-up letters to be sent. 

However I was the only person to see the list linking the numbers of the questionnaires 

with the participant’s names. This is kept separately from all other data.

As part of the informed consent process the participants were informed that there were no 

potential risks and that they had the freedom to choose to participate in the study and that 

any decision to participate or not would have no detrimental effect. Consent to participate 

was assumed from return of the questionnaire. A potential benefit may have been the ability 

of the participants to clarify issues in their role and in working towards NP status. 

Participants were clearly informed of the purpose of the research and the use to which the 

research findings would be applied. Ethics approval was obtained from the ethics 

committees of the University of Technology Sydney and Northland Polytechnic,
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Whangarei. Written support for the local research was obtained from the NDHB following 

consultation with the Maori Health Directorate, GP liaison, Director of Primary Health 

Care Nursing and the Manager of Primary Health Care Services. It was not anticipated that 

any specific issues for Maori health professionals would arise during the research process.

Data Analysis
An Excel® computer statistical package facilitated analysis. The mainly categorical data 

obtained from the questionnaires were summarised using descriptive statistics. A technique 

of interpretive qualitative analysis recommended by Dey (1993) was used to identify 

categories and themes from qualitative responses. As recommended by both Dey (1993) 

and Krueger and Casey (2000) a word processor simplified this process. The qualitative 

data from the open questions were pasted on the left side of a two-column table. The right 

side was used to make comments and identify major categories and themes as the data were 

viewed on the left side. A descriptive summary was then developed for each question.

3.2.2 Study B: General Practitioners

Design and Participants

A postal survey of GPs working in general practice in the NDHB was carried out. 

Participants were a purposive sample of the total population of GPs, identified through the 

NDHB (n=108). In purposive sampling the researcher’s knowledge of the population is 

used to identify participants to be used in the sample. A constraint of this approach is that 

of a limited ability to generalise (Beanland et al., 1999). However, there was no intention to 

generalise the results of this study to a wider population, as the data were applied in the 

context of the NDHB of NZ. This is perfectly appropriate in the work of a professional 

doctorate. The purpose is to enable the researcher to develop research-based knowledge to 

address practical problems (White, 1999).

Materials, Procedure, Ethical Considerations and Data Analysis

Permission was gained to use a self-completion questionnaire (Appendix E) designed for

exploring the opinions of physicians towards the NP in the US entitled ‘Survey of General
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Practice Physicians’ Opinions Concerning the Family Nurse Practitioner’ (Radke & 

Wright, 1975). At the time the GP questionnaire was developed, Radke and Wright 

promoted validity and reliability by consultation with a clinical psychologist. They used 

five categories of response to increase reliability and promoted validity by providing clear 

instructions, ensuring items were objective enough to be understood and through a carefully 

constructed scale. Research colleagues, university nursing faculty members and a physician 

involved in the education of NPs pre-tested the instrument for content validity. The final 

pre-testing was carried out with physicians from a neighbouring county.

Content validity for this study was ascertained by consulting nurses with experience in 

research and primary health care nursing and a researcher with expertise in developing 

questionnaires. The questionnaire was reviewed to ensure it measured what it was intended 

to measure in the NZ context. Minor changes were made to language. The term ‘Physician’ 

was changed to ‘Doctor’ and ‘Family Nurse Practitioner’ changed to ‘Nurse Practitioner’. 

The question on practice setting (Question d) was changed to reflect the NZ context. Three 

questions were removed because of differences in the role of the NP in the NZ context. A 

new question was added regarding the prescribing of medication (Question c), as in NZ an 

NP can have prescribing rights endorsed within their scope of practice.

Identical processes were followed for the procedure, ethical considerations and data 

analysis as that for the survey of nurses in innovative roles. The letter/information sheet and 

questionnaire is attached as an appendix (see Appendix E).

3.2.3 Study C: Nurse Leaders

Design and Participants

Two focus group interviews were carried out with nurse leaders from primary care 

organisations across the NDHB. Participants were a snowball sample of nurse leaders from 

organisations providing primary health care in the NDHB. A few known key informants 

were used to identify other participants. The range of organisations included independent 

practice associations (IPAs), a rural consortium of GP practices in rural Northland, Maori
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health providers, an integrated care organisation, a voluntary agency and the District Health 

Board. It was anticipated that all the participants had a good understanding of the topic 

under discussion. When a more homogenous population is interviewed, less focus group 

interviews are needed to obtain perceptions from the group, although more than one focus 

group is recommended (Morgan, 1988).

Materials

A semi-structured approach using open-ended questions was used to address the main 

research questions (see Table 1. p.52). This took the form of an open discussion and the 

researcher acted as moderator to ensure that they were answered. Questions to guide 

discussion included the following:

• What are the factors driving the development of innovative roles?

• What are the factors driving the development of the NP role?

• How are innovative nursing roles identified and established?

• What innovative roles should be introduced?

• What training and education is available or necessary to support innovative roles?

• What are the factors restraining the development of innovative roles?

• What are the factors restraining the development of the NP role?

• What support is put in place for nurses in new roles?

Advantages of using a focus group interview are that the approach minimises the input of 

the researcher, encourages freedom of response and opportunities for increased as well as 

specific information. However, these advantages can turn to disadvantages when too much 

freedom encourages irrelevant discussion or domination by individual participants, leading 

to a biased discussion (Sarantakas, 1993). The researcher acts as moderator to ensure that 

the questions are answered (Morgan; 1988; Polit & Hungler, 1995).

Procedure

Nurse managers or nurse leaders in primary care organisations were initially approached by 

telephone to identify nurses in innovative nursing roles. They were also notified of the 

focus group interviews at this time. Potential participants were invited to attend one of two
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focus group interviews at a predetermined date and time. One focus group interview was 

placed in the mid-north to meet the needs of the far-north nurse leaders. Initial contact was 

made by telephone followed by a letter and information sheet to inform the nurse leaders of 

the study and invite them to participate (Appendix F). Participants were given two weeks to 

consider the invitation to participate. At the time of the interviews an explanation of the 

study was given and consent obtained. The interviews were audiotaped with the help of an 

assistant and notes were kept on main points during the interviews.

A method recommended by Krueger and Casey (2000) promoted validity. Following this 

process field notes were taken about key points arising in the discussion. These key points 

were relayed to the participants at the end of the focus groups and they were asked to verify 

this summary. They also had the opportunity at this point to add additional information. A 

research assistant also took notes on key points and linked discussion to participants. These 

notes assisted in analysis and interpretation of the participants’ comments.

Ethical Considerations

Ethical considerations were the same as those attended to for the participants in the surveys 

but with the inclusion of tapes and transcripts as confidential material. In addition it is 

likely that participants at the focus groups were able to identify each other; however, they 

were asked to keep any discussion in the focus group confidential. It is also likely that the 

title of some of the participant’s positions makes them identifiable but no information in the 

report is specifically linked to any one position. A potential benefit for nurse leaders from 

the research was the clarification of issues around the future development of innovative 

roles, including the NP role.

Data Analysis

The audiotapes of focus group interviews were transcribed. The transcriptions of both 

interviews were compared and collated using the method of interpretive qualitative analysis 

(see p.55). Reference was also made to the notes that the researcher and research assistant 

had made. Themes and patterns were identified using predetermined questions as a guide. 

As outlined earlier (see p.55) a word processor simplified analysis. In addition to the steps
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outlined earlier Word® files were opened for each of the key questions and comments and 

themes from the transcript were pasted under the relevant question. Occasionally the 

responses were relevant to two questions, so these sections were pasted under both. A 

descriptive summary was then developed using the key questions as a guide. These 

categories were valid in the context of this research and this categorisation assists with 

identifying factors influencing innovative roles. Following initial analysis and development 

of categories and themes a research colleague verified this interpretation.

Finally triangulation of method enabled a picture of forces driving and restraining 

innovative role development to emerge. The findings of each study are presented separately 

(see Chapter 4) and then were integrated (see Chapter 5). Initially the research questions 

guided integration. However, presenting the synthesis using Force Field Analysis gave a 

clearer picture of forces influencing the level of development of innovative roles within the 

NDHB. “The distinctions drawn must be those of the analyst, and related to the overall 

direction and purpose of the research” (Dey, 1993, p.98).

In conclusion, a mixed method was used to incorporate quantitative and qualitative data 

from three studies with key stakeholders - namely nurses in innovative roles, nurse leaders 

and GPs. These studies included a survey of nurses in innovative nursing roles in primary 

health care (Study A), a survey exploring the perceptions of GPs towards the NP role 

(Study B) and a qualitative design involving focus group interviews to explore the 

perceptions and experience of nurse leaders in Northland regarding innovative roles (Study 

C). A combination of interpretative qualitative analysis, descriptive summaries and 

descriptive statistics were used to analyse and present the findings in Chapter Four. This 

triangulation of method and data sources enabled integration of the data from key 

stakeholders to inform step four of the Force Field Analysis at a local level within the 

NDHB in Chapter Five.
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CHAPTER 4: FINDINGS FROM RESEARCH WITH KEY

STAKEHOLDERS

In the chapter describing application of Lewin’s Force Field Analysis, four steps were 

outlined (see p.9). The fourth step forms the major component of the work for this portfolio 

and involves identifying and listing the forces that drive or restrain innovative roles and 

representing them graphically. This step can be applied more than once. The fourth step 

was initially used in Chapter Two when a review of the international literature was 

undertaken to identify the forces driving and restraining innovative nursing roles from an 

international perspective. The purpose of undertaking the research studies described in 

Chapter Three was to develop an overview of the local forces driving and restraining 

innovative nursing roles in the NDHB and then to plot those through the fourth step of the 

Force Field Analysis. This would determine whether there is congruence between the 

international literature and the local environment in the NDHB.

Before these findings are analysed and integrated into the Force Field Analysis, it will be 

helpful to present the findings individually from each study. The purpose of this current 

chapter therefore is to present the outcomes of each study with key stakeholders separately. 

Firstly the outcomes of a survey of primary health care nurses in innovative roles (Study A) 

are presented, followed by outcomes of a survey of GPs (Study B), and lastly those from 

focus group interviews with nurse leaders from primary care organisations within the 

NDHB (Study C). Some analysis has occurred within the boundaries of each specific study. 

Chapter Five presents a synthesis of the findings to answer research questions and to 

develop a local Force Field Analysis.

4.1 Outcomes from the Survey of Nurses in Innovative Roles

In May 2002 a non-experimental survey design sought responses from a snowball sample 

of nurses in innovative roles in primary health care in the NDHB of NZ (n=84). Fifty-four 

questionnaires (64%) were returned within two weeks of being sent. A follow-up letter 

resulted in fifty-five questionnaires being included in the data analysis forming a total 

return rate of 65.5%.
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The survey concentrated on a number of the main research questions that address the aim of 

the research, the question for the purpose of the Force Field Analysis and issues in the 

literature (see discussion p.48).

• How are innovative nursing roles in primary health care being introduced and what 

are the factors influencing the introduction of innovative roles?

• What are the factors influencing the support of nurses working in innovative roles?

• What are the perceptions of primary health care nurses in innovative roles regarding 

their roles and their advancement to NP status?

• What is the current level of educational preparation and training and education 

needs of primary health care nurses in innovative roles?

• What are the factors influencing the development of the NP role?

As previously indicated, an Excel® computer program was used to collate and summarise 

the nominal and interval data. Descriptive statistics were calculated to provide a basis for 

understanding the responses from the nurses. A simple interpretative qualitative analysis 

was carried out on the responses to any open-ended questions (see p.55).

4.1.1 Demographics

Nurses were asked questions about themselves and their nursing status. All were Registered 

Nurses apart from one who was an Enrolled Nurse. One was male. Thirty-one nurses 

described themselves as non- Maori, 19 as Maori and eight as other. Three nurses selected 

non- Maori or Maori in addition to ‘other’. Other identified ethnicities were part- Maori 

combinations, European, Irish, Australian, New Zealander and Samoan or combinations of 

these.

All nurses were 30 years of age or older with 45 nurses aged 40 years or older. Twenty-nine 

nurses had more than 10 years’ post-registration experience with two having more than 35 

years’ experience (see Table 2).
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Table 2. Age and years of nursing experience since registration

Age Number of Respondents (n=55) % of Respondents

30-34 5 9.1%

35-39 5 9.1%

40-44 15 27.3%

45-49 9 16.3%

50-54 11 20.0%

55-59 6 10.9%

60+ 4 7.3%

Years of nursing experience Number of Respondents (n=54) % of Respondents

<5 8 14.8%

5-9 7 13.0%

10-14 12 22.2%

15-19 5 9.3%

20-24 8 14.8%

25-29 8 14.8%

30-34 4 7.4%

>35 2 3.7%

4.1.2 Education and Training

Nurses were asked about education and training for their role. The majority were hospital- 

trained (n=41) (one was an Enrolled Nurse). Since their initial training many had completed 

or were involved in further study (see Table 3). However none had Masters degrees or 

doctorates.

Of those 16 currently enrolled in first or higher-degree courses, nine had paid study leave. 

The funding for the courses came from a variety of sources (see Table 3). Employing 

organisations who provided funding were Community Trusts (n=2), Maori Health 

Providers (n=3) and the District Health Board (n=3). However, no funding was 

forthcoming from Independent Practice Associations.
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Table 3. Qualifications and current enrolment in study of nurses in innovative roles.

Qualification * Number of Respondents (n=55) % of Respondents

Hospital Training (1 Enrolled Nurse) 41 74.5%

Diploma 20 36.3%

Advanced Diploma 9 16.3%

Graduate Certificate 11 20.0%

First Degree 22 40.0%

Postgraduate Certificate 7 12.7%

Masters Degree 0 0.0%

PhD/Doctorate 0 0.0%

Current study -enrolled Number of Respondents (n=55) % of Respondents

First degree 7 12.7%

Higher degree 9 16.3%

Funding Source Number of Respondents (n=16) % of Respondents

Themselves 7 43.8%

Employers 8 50.0%

Other 1 6.2%

* Responses not all mutually exclusive

Nurses were asked a series of questions on essential skills and asked to tick all skills that 

they though applied. The results on perceived essential skills are summarised in Table 4. 

Interpersonal skills, teaching patients, time management and specialist clinical skills were 

skills nurses thought were most essential to their role. Least important was financial 

management. The skills that nurses had most training in were specialist clinical skills, 

teaching patients, IT/computer skills and interpersonal skills. Paradoxically, they also 

identified that training was most needed for IT/computer skills, as well as for undertaking 

research and in specialist clinical skills (see Table 4).

66



Findings From Research with Key Stakeholders

Table 4. Essential skills for nurses in innovative roles.

Essential Skills *

Skills essential to the

role

Have received

training

Require further

training

Number % of Number % of Number % of
of Respon of Respon of Respon
Respon dents Respon dents Respon dents

dents (n=52) dents (n=51) dents (n=44)

Specialist clinical skills 45 86.5% 39 76.5% 20 45.5%

Financial management 11 21.2% 6 11.8% 14 31.8%

Teaching staff 40 76.9% 25 49.0% 15 34.1%

Teaching patients 49 94.2% 39 76.5% 15 34.1%

People management 44 84.6% 20 39.2% 17 38.6%

Undertaking research 30 57.7% 21 41.2% 26 59.1%

Audit 33 63.5% 18 35.3% 14 31.8%

IT/computer skills 45 86.5% 37 72.5% 29 65.9%

Time management 47 , 90.4% 23 45.1% 12 27.3%

Interpersonal skills 50 96.2% 29 56.9% 13 29.50%

Negotiation skills 39 75.0% 23 45.1% 15 34.1%

* Responses not mutually exclusive

Many nurses (n=45) indicated that the education or training they had received so far had 

prepared them sufficiently for their current specialist role. However, a larger majority 

thought that further education or training was important (n=52). Thirty-seven nurses 

identified that there were barriers to obtaining that education or training. The responses to 

the list of barriers are summarised in Table 5. Time, distance and lack of cover (availability 

of replacement staff) were the three most commonly indicated. However, three respondents 

specified other barriers. These included: family commitments, the need to develop the role 

and associated new skills, as well as time needed to identify these skills.
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Table 5. Barriers to education of nurses in innovative roles.

Barrier * Number of Respondents (n=37) % of Respondents

Cost too high 19 51.3%

Funding not available 16 43.2%

Lack of time 28 75.5%

Distance 26 70.3%

No cover 22 59.4%

Organisation does not think it is relevant 5 13.5%

No appropriate course 7 18.9%

Other 3 8.1%

* Responses not all mutually exclusive

When asked a question about professional activities, 17 nurses indicated that they had 

undertaken research (30.9%). However of those 17, only three had their name published 

amongst the authors. Twenty-six nurses had presented a conference paper related to their 

work (47.3%) and 25 had held a position in a professional organisation, either locally or 

nationally (45.5%).

4.1.3 Background to Current Position

The nurses were asked questions relating to the background of their current position. There 

was great variation in job titles. These fell into the following broad categories: Management 

or coordination positions (for example ‘Clinical Team Leader’), specialist clinical positions 

(for example ‘Diabetes Resource Nurse’), clinical positions (for example ‘Mobile Nurse’), 

dual clinical and management or coordination positions (for example ‘Supervisor / Disease 

State Management Nurse’) and dual clinical positions (for example ‘Practice Nurse / 

Infection Control Nurse’) (see Table 6).
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Table 6. Categories of job titles of innovative roles

Categories of job titles of innovative roles Number of Respondents

(n=55)

% of Respondents

Clinical 22 40.0%

Specialist Clinical 13 23.6%

Clinical/Clinical 4 7.2%

Management or Coordination /clinical 4 7.2%

Management/Coordination 12 22.0%

The majority of nurses had their position written on their name badge, although some had 

titles reflecting their registration, i.e. ‘Registered Nurse’. Titles reflected management or 

coordination (for example Health Centre Coordinator) and management of diseases or 

chronic health states such as communicable disease and asthma. Titles also reflected a 

focus on health promotion, such as monitoring the well elderly or generic focuses such as in 

community health.

Of interest was the fact that four nurses had joint employers, one with an Independent 

Practice Association and the District Health Board, two with a Community Trust and the 

District Health Board and one with three employers: a Maori Health Provider, Community 

Trust and the District Health Board. The largest single employer was the District Health 

Board (45.4%) (see Table 7).

Table 7. Employing organisation of nurses in innovative roles.

Employer * Number of Respondents % of Respondents

Independent Practice Association 6 10.9%

Community Trust 11 20.0%

Maori Health Provider 16 29.1%

District Health Board 25 45.4%

Voluntary Agency 1 1.8%

Don’t know 1 1.8%

* Responses not all mutually exclusive
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There was a wide variation in annual salary. The most common range was between 30,000 

and 40,000 NZ dollars. Fifty-six percent of nurses (n=31) had worked in the same 

organisation prior to taking up their current position. Their positions were advertised in a 

variety of ways with the majority being advertised within the organisation or in a 

newspaper or journal (see Table 8).

Table 8. Salary ranges and advertisement of innovative roles

Salary Number of Respondents (n=54) % of Respondents

> $20,000 1 1.85%

$20,000-30,000 1 1.85%

$30,000-40,000 32 59.3%

$40,000-50,000 18 33.3%

<$50,000 2 3.7%

Ways positions advertised* Number of Respondents (n=55) % of Respondents

Within the organisation 30 54.5%

In a newspaper or journal 21 38.2%

Not at all 8 14.5%

Never advertised -position evolved 7 12.7%

Don’t know 4 7.3%

* Responses not all mutually exclusive

Forty percent of nurses (n=22) indicated that they had been involved in developing their 

current role before they took up the position and 87% (n=48) said that applications for the 

position were restricted to nurses.

Nurses were given a list of resources and asked questions related to these. A telephone, 

desk and office were the items most commonly supplied when starting the position. A 

computer, telephone and desk were the most common resources currently available. 

However, resources most needed were a printer, adequate secretarial support, appropriate 

software and a computer (see Table 9).
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Table 9. Organisational resources to support nurses in innovative roles.

Resources provided

when starting

position

Current resources

provided

Resources needed

Resources *

Number

of

Respon

dents

% of

Respon

dents

(n=47)

Number

of

Respon

dents

% of

Respon

dents

(n=46)

Number

of

Respon

dents

%of

Respon

dents

(n=27)

Desk 42 89.4% 37 80.4% 4 14.8%

Filing cabinet 38 80.9% 34 73.9% 3 11.1%

Office 39 83.0% 35 76.1% 6 22.2%

Telephone 44 93.6% 38 82.6% 3 11.1%

Bleep/pager 11 23.4% 11 23.9% 5 18.5%

Computer 29 61.7% 38 82.6% 9 33.3%

Printer 24 51.1% 31 67.4% 12 44.4%

Appropriate software 18 38.3% 31 67.4% 11 40.7%

Specialist equipment 25 53.2% 34 73.9% 8 29.6%

Adequate secretarial

support

24 51.1% 31 67.4% 11 40.7%

* Responses not mutually exclusive

4.1.4 Managerial / Development Issues

Nurses were asked questions relating to management or development of their role. The 

majority (96%) had a job description (n=53) and most thought it reflected their current role 

reasonably well (55%) or very well (40%). Three nurses thought their job description did 

not reflect their current role very well or not at all.

Almost all the nurses (98%) also worked to some sort of protocol in at least one aspect of 

their role. Those who did work to protocols were asked who wrote them. Managers were 

involved most often in writing protocols (n=51). Many nurses were also involved (n=21) 

(see Table 10). Many chose more than one option demonstrating a collaborative approach.

71



Findings From Research with Key Stakeholders

Table 10. Ways protocols for innovative roles were written

Ways protocols were written * Number of Respondents (n=54) % of Respondents

Yourself 21 38.9%

A manager 30 55.6%

A business manager 4 7.4%

Medical staff 19 35.2%

Other 17 31.5%

*Responses not all mutually exclusive

Nurses were also asked to specify other ways protocols were written. There was a large and 

varied list specified by the nurses. Included was development by a multi-disciplinary team 

within the organisation and with other providers. Also included were trustees, joint effort of 

service staff, nurse manager, manager in consultation with the nurses, professional 

development nurses and infectious disease nurses. Others listed were the MOH [NZ], 

Kaumatua (respected elder - Maori man) /Kuia (respected elder - Maori woman), 

governing organisation, with doctor’s input, quality assurance officer, nursing colleagues 

and national teams or professional organisations.

4.1.5 Support / Effectiveness

Nurses were asked to describe their relationship with their nursing colleagues at work. Of 

those who responded (n=54), a majority described their relationship as very well integrated 

(59%). Thirty-seven percent felt reasonably well integrated and two nurses (4%) felt 

somewhat isolated. When asked the same question about their relationship with their 

immediate colleagues of any profession at work, similar responses were received. Fifty- 

nine percent described them as very well integrated, 40% as reasonably well integrated and 

one nurse felt somewhat isolated.

Nurses were asked two open-ended questions to identify the two most important factors 

that helped or hindered them in working effectively in their innovative role. Comments 

varied in length from one word to full sentences. A simple interpretative qualitative 

analysis process (see p.55) was used to develop categories and themes to enable a
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descriptive summary of nurses’ comments to be made. Credibility was promoted by 

verification of the analysis by a research colleague. The categories and themes are 

presented in Figure 11 and Figure 12.

Factors That Helped Nurses in Working Effectively

Three major categories emerged from the comments made by the nurses in relation to 

factors that helped them in working effectively. These were personal/practice related 

factors, organisational factors and external factors (see Figure 11).

Personal and Practice Related Factors

The first category that emerged was of personal / practice related factors. Under this 

category were four themes of skills and attributes, knowledge and experience, social 

support and autonomy. Skills and attributes was the first theme. Examples of nurses 

comments in this area were “people skills”, “communication skills”, “interpersonal skills”, 

“adult education skills”, “teaching ability”, “teaching skills”, “lateral thinking”, “feeling 

confident in what I do” and ’’identifying what I know and what I don’t know and not being 

afraid to acknowledge the difference”.

Knowledge and experience was the second theme. Examples of the comments in this area 

were “knowledge and experience of areas in which I work and the opportunity to extend all 

of these” and “having a broad knowledge and experience base in community health nursing 

prior to this role”. Other examples were “local knowledge”, “an understanding and 

knowledge of the particular role and community that I work in”, “specialist knowledge” 

and “excellent clinical knowledge”.

A third theme was social support. One comment was “support from friends and family”. 

The last theme was that of autonomy. Nurses’ comments in this area included “autonomy”, 

“autonomous role”, “free hand to develop job to suit my personal way of working'1 and 

"scope to be innovative”.
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Organisational Factors

Other comments from nurses suggested that a second major category was that of 

organisational factors. This category had themes of support, Kaupapa Maori and resources. 

Support from being part of a team and getting peer, management, team and Kaupapa Maori 

support helped nurses’ work effectively. Examples of the range of nurses’ comments were 

“support of colleagues and management”, “the supportive team in which I work” and “good 

support internally”.

Kaupapa Maori was a key influence for Maori nurses working for Maori Health Providers. 

Kaupapa Maori is a philosophical framework that promotes Maori culture, knowledge and 

values (see discussion p.31). Examples from the range of comments in this area included “I 

feel safe working under Maori Kaupapa with Maori colleagues as support”, “Kaumatua and 

Kuia support” and “working with a Maori community health worker makes me appropriate 

to the majority of people I work with.”

A final theme was that of resources. Examples of the range of comments in this area were 

“resources and support”, “private room with computer for consultations with patients”, 

“manageable workload” and “booked appointments schedule”.

External Factors

The third major category developed was that of external factors. Factors impacting on 

nurses from outside the organisation emerged as a key influence on effectiveness. The 

themes in this category included Kaupapa Maori, community support and intersectoral 

collaboration. Nurses included statements such as “strong partnership with community”, 

“supported and nurtured by Maori in the community" and "working collaboratively across 

or with other disciplines”.

The main categories and themes of factors helping effective working in innovative roles are 

presented in Figure 11.
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Categories/Themes

Autonomy

Support

Knowledge/Experience Kaupapa Maori

Community Support

Kaupapa Maori

Intersectoral Collaboration

Skills/Attributes

Social Support Resources

EXTERNALPERSONAL/PRACTICE RELATED ORGANISATIONAL

Figure 11. Factors helping effectiveness of nurses in innovative roles.

Factors That Hindered Nurses in Working Effectively

Nurses were asked to identify factors that hindered effective working. A similar range of 

categories included practice related, organisational and external factors (see Figure 12).

Practice Related Factors

Under the category of practice related factors three themes emerged. These were heavy 

workload, lack of training and limited scope of practice. Examples of comments included 

“pressure of work”, “heavy clinical case-loads”, “lack of computer skills”, “inexperience 

and lack of specialised training”, “no prescribing rights” and “restrictions to practice”.

Organisational Factors

Organisational factors once again emerged as a category. Those themes that related to the 

organisation included organisational structure, management and resource issues and poor 

communication and attitudes. Examples of comments in these areas included 

“organisational structures”, “lack of clerical assistance”, “physical restraints”, “staff 

shortages”, “lack of management support”, “negative attitudes towards change” and “lack 

of communication”.
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External Factors

Factors external to the organisation also hindered nurses’ effectiveness in their roles. A 

category of external factors included five themes. These were the geography of Northland, 

poor intersectoral collaboration, population factors, lack of peer or leadership support and 

lack of education.

The first theme under the category of external factors was the geography of Northland. This 

theme was highlighted by comments such as “distances”, “isolation of the territory” and 

“isolation from main centres”. A second theme of population factors emerged. Comments 

included “working with an oppressed population probably the bottom 5% with high health 

needs” and “low socio-economic patients, it is difficult to get them good access to 

services”. Poor intersectoral collaboration was the third theme. Comments from nurses 

included “intersectoral collaboration”, “lack of referrals from external providers” and “no 

relationship with doctors”. The fourth theme was lack of peer and leadership support. 

Comments included “working in isolation” and “lack of other people in such a role” and 

“isolation from my peers (this is improving)”. The last theme was lack of education. 

Although the comments regarding education could also be viewed as practice related, 

availability of education appeared to be a factor. Comments in this area included “further 

education” and “inexperience and lack of specialised education”.

The main categories and themes of factors hindering innovative roles are presented in 

Figure 12.
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Categories/Themes

Lack of Access to Education

Poor Intersectoral Collaboration

Lack of Training Management Issues

Poor Communication/Attitudes

PRACTICE RELATED ORGANISATIONAL

Heavy Workload Organisational Structure

Limited Scope of Practice Lack of Resources

EXTERNAL

Geography of Northland

Population Factors

Lack of Peer/Leadership Support

Figure 12. Factors hindering effectiveness of nurses in innovative roles.

4.1.6 Current Activities

Nurses were asked some questions relating to their current activities. The majority were 

contracted to work a 40-hour week (64.8%). A large majority (n=36) regularly worked 

more than their contracted hours with one reporting that she/he worked 45-50 hours extra a 

week (see Table 11).

Not all respondents spent all their working time working in their innovative roles. When 

asked to focus on their innovative role, of the 49 who responded a large majority (n=20) 

worked 40 or more hours in their innovative roles (40%). Others (n=18) worked between 

32-38 hours (14%) and 20-25 hours (22%). The remainder (n=l 1) worked 16 or less hours 

per week (22%).
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Table 11. Contracted hours of work and overtime hours

Contracted hours of work/ week Number of Respondents (n=54) % of Respondents

40 hours 35 64.8%

37 hours 1 1.9%

36 hours 7 13.0%

32 hours 3 5.5%

30 hours 1 1.9%

24 hours 4 7.4%

>16 hours 3 5.5%

Hours regularly worked above

contracted
Number of Respondents (n=36) % of Respondents

< 5 hours 18 50.0%

5-10 hours 16 44.4%

10-15 hours 1 2.8%

45-50 hours 1 2.8%

Over half of respondents (56%) indicated that funding for their innovative role was 

permanent, 22% indicated it was not and 18% did not know if it was. The majority of roles 

(66.7%) had only been established in the previous five years (pre 2002). Only a few roles 

had been in existence more than ten years. Of those established in the three years 2000

2002 (n=25), eleven (44%) were in Maori Health Provider Organisations. The majority of 

nurses had commenced working in their roles from 2000 onwards (55%) (see Table 12).
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Table 12. Year of employment and number of years role established

Year of establishment of role Number of Respondents (n=54) % of Respondents

> 1 year 5 9.3%

1-3 years 20 37.0%

3-5 years 11 20.4%

5-10 years 8 14.8%

<10 years 10 18.5%

Year of commencement by nurse
in role

Number of Respondents (n=52) % of Respondents

2002 4 7.7%

2001 12 23.1%

2000 13 25.0%

1999 10 19.2%

1998 4 7.7%

>1997 9 17.3%

Cover for leave appeared to be variable. The majority of nurses were covered usually or 

sometimes, however many were not covered at all. When asked the same question about 

someone else covering for them outside their normal working hours a large number 

indicated no cover at all (see Table 13).

Table 13. Cover for leave and after hours

Cover for leave Number of Respondents (n=55) % of Respondents

Usually covered 18 32.7%

Sometimes 24 43.65%

Never covered 13 23.65%

Cover for after Hours

Usually covered 8 14.5%

Sometimes 16 29.1%

Never covered 31 56.4%
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Of those who indicated ‘usually’ or ‘sometimes’ for coverage while on leave or outside 

normal working hours (n=50), 70% said cover was provided by their own profession, 21% 

said it was provided by the medical profession and 9% indicated others such as a manager, 

district nurses, an enrolled nurse and the hospital.

Nurses were asked about assessment of performance (see Table 14). The responses 

demonstrated that often more than one method was used to assess their performance. 

Assessment by appraisal was by far the most common method with much less reliance on 

other methods such as peer review. Two nurses said their performance was not assessed at 

all. Other ways of assessment were through reports to committees or boards, supervision, 

national statistics and by ear, nose and throat specialists. The majority indicated that 

someone from their own profession was involved in assessing their performance in their 

role; however, others such as service or business managers or other professionals were also 

involved. These professionals included medical specialists and general practitioners. Others 

specified as being involved in assessing performance were trustees of the organisations and 

a national coordinating centre.
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Table 14. Evaluation of performance of nurses in innovative roles.

Method of assessment of performance

in role *
Number of respondents (n=55) % of respondents

Appraisal 50 90.9%

Peer review 29 52.7%

Review by external agency 2 3.6%

Competency assessment 10 18.2%

Annual report 10 18.2%

Other 6 10.9%

Not at all 2 3.6%

People involved in assessment of

performance *
Number of respondents (n=55) % of respondents

From own profession 46 83.6%

Another health profession 13 23.6%

Business manager 23 41.8%

No one 2 3.6%

Other 4 7.3%

* Responses not all mutually exclusive

Effectiveness of their work was also assessed by a variety and combination of methods (see 

Table 15). Most common was outcome evaluation - evaluation of the end results of care 

(50.9%), followed by process evaluation - evaluation of organisational aspects of their 

work (49.1%). Effectiveness was also assessed through other methods such as meetings 

with trustees, patient and accreditation surveys, statistical measures, as well as through 

client-related and funding-related goals.

The nurses or another health professional were most commonly involved in collecting 

information for assessing the effectiveness of their work. Others specified by nurses were 

managers, trustees, national coordination centres, quality assurance people and 

administration.
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Table 15. Evaluation of effectiveness of innovative roles.

Measurements of effectiveness of work * Number of respondents (n=55) % of respondents

Audit 23 41.8%

Process evaluation 27 49.1%

Outcome evaluation 28 50.9%

Evaluation of costs 4 7.3%

None of these 7 12.7%

Other 3 5.5%

Don’t know 3 5.5%

Method of collection of measurements

listed above *
Number of respondents (n=50) % of respondents

Nurse 25 50.0%

Audit department 11 22.0%

Another health professional 17 34.0%

Other 16 32.0%

Don’t know 5 10.0%

* Responses not all mutually exclusive

4.1.7 Future Career

Nurses were questioned about their future careers. The results of a question on where they 

saw themselves in five years time is summarised in Table 16. Many indicated more than 

one choice. More than a quarter of the nurses (n=16) did not know where they saw 

themselves in five years (29%). Thirty-one percent (n=17) indicated that they saw 

themselves still in that position or in a similar position elsewhere. Only two nurses saw 

themselves in a more traditional professional role (see Table 16). Five nurses saw 

themselves in a NP role, travelling, researching Maori health, in private practice in a similar 

role, as open to opportunities and in a more specialised area.
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Table 16. Where nurses in innovative roles saw themselves in five years time

Perception of position in 5 years time * Number of Respondents (n=55) % of Respondents

Still in position 13 23.6%

In a similar position elsewhere 4 7.3%

Moving into education 5 9.0%

In a more traditional role 2 3.6%

In clinical management 7 12.7%

In general management 3 5.4%

Taking a career break 4 7.3%

Leaving the profession 2 3.6%

retired 6 10.9%

Other 5 9.0%

Did Not know 16 29.1%

* Responses not all mutually exclusive

The majority (80%) thought that working in the role had enhanced their career prospects, 

11 % were not sure and 9% thought it had not. When asked for explanations, nurses who 

thought that working in the role had enhanced their career prospects included answers with 

the following themes: development of skills including management, leadership and 

specialist skills, ability to be autonomous and increased knowledge of Maori and Maori 

health issues. Also included were knowledge and experience of working across different 

settings and with different health professionals and health providers, increased work 

opportunities, and increased scope of practice. The following comment was included; “I 

have developed strong leadership skills, partnership skills and greatly enhanced my clinical 

skills across a broad range of health issues. I have also learnt a lot about service 

integration.”

Nurses who thought that working in the role had not enhanced their career prospects 

included answers with the following themes: that a speciality focus limited their ability to 

diversify, working in a small organisation with limited resources, lack of postgraduate 

qualifications negated any benefits and that the role continued to change. Those who were 

unsure were more likely to have a positive and a negative factor in their answer such as the
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following: “Being in a specialist role can limit your future aspirations; however, it can also 

assist you to develop skills such as clinical or management skills to progress with.”

4.1.8 Job Satisfaction

When asked if working in this innovative role had enhanced their job satisfaction the 

majority (93%) thought it had, two (4%) indicated it had not and two (4%) were undecided. 

Nurses who indicated that working in the role had enhanced their job satisfaction were 

asked to comment. Once again interpretative analysis facilitated development of categories 

and themes to enable a descriptive summary of nurses’ comments to be made (see Figure 

13). Credibility was promoted by verification of the analysis by a research colleague.

Personal and Practice Related Factors

The first category was of personal and practice related factors. There were five themes 

including making a difference, scope of practice, knowledge development, personal 

development and autonomy. Under the theme of making a difference, nurses’ comments 

included “when you can see the difference your work makes for a whanau (Maori family) it 

is very rewarding” and “I identified very big gaps which have now been improved.” Under 

the themes of scope of practice and autonomy some comments were “this role has allowed 

so many barriers to be broken down and work with so many different health providers” and 

“I have never enjoyed a nursing job so much. It is autonomous yet collaborative.” Under 

the themes of personal development and knowledge development comments included 

“enjoy researching, reading and dreaming, vision building on present policies and effective 

nursing techniques”, “more knowledgeable -understanding what is required in the nursing 

profession” gained more confidence and motivation”.

Organisational Factors

Another category of organisational factors emerged with a theme of support and valuing by 

colleagues or management. One comment in this area was “the support and encouragement 

from management colleagues has given me the opportunity to work with a speciality in
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which I have a great interest and the opportunity to increase and expand the roles and 

knowledge of Practice Nurses”.

External Factors

Another category was of external factors with a theme of working with Maori. This theme 

arose from comments from nurses working for Maori Health Providers. Comments were “I 

have had the privilege of working closely with Maori (I am not Maori) and gaining a better 

understanding of their world view” and “I have always wanted to work with my people 

(Maori) and in doing so I have learned so much about myself as well as the people I serve.”

Categories/Themes

Autonomy

Personal development

Knowledge development

Making a difference Support/Valuing

Scope of practice

Working with Maori

ORGANISATIONAL EXTERNALPERSONAL/PRACTICE RELATED

Figure 13. Factors enhancing job satisfaction of nurses in innovative roies.

Those who did not think or were not sure that working in the role had enhanced job 

satisfaction mentioned aspects such as resistance to change by others, lack of scope in the 

role, too much autonomy and lack of client contact.

4.1.9 Commitment to the Profession

When asked to decide to what extent they agreed with the statement ‘I would leave my 

profession if I could’, 47% strongly disagreed; 40% disagreed; 11% agreed; and 2%
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strongly agreed. Nurses were asked to explain their answers. Those who strongly disagreed 

explained their response through comments that demonstrated that they loved or were 

passionate about nursing, were good at nursing, liked working with people or were 

committed to nursing as a profession and the opportunities it provided. Comments included 

those such as “I have a passion for nursing”, “ I have been involved in nursing all my life, it 

is what I am good at doing”, “I like patient contact and sharing my knowledge” and 

“nursing is a great career with good prospects and job satisfaction”.

The nurses who disagreed explained their response with similar comments, although none 

expressed that they were good at the job. Comments reflected a love or enjoyment of 

nursing, liking contact with people and the opportunities nursing offered, but also 

frequently mentioned nurses being underpaid for their work. Examples of comments in this 

area included ’’pay-wise it isn’t very good, but the job is interesting and I have quite a bit of 

variety”; “I still feel nurses are undervalued by management and underpaid for the 

responsibility we have” and “I still love nursing although the pay is not adequate”.

Those nurses who agreed or strongly agreed indicated that they were ready for a change or 

a break, or were considering other health-related work. Comments included “I love this job 

but sometimes feel very ready for a change”; “I would like to have a break from any kind of 

work” and “I have been in nursing a long time, I wouldn’t mind a job or career change”.

4.1.10 Role of Nurse Practitioner

Nurses were asked some questions relating to the role of the NP. The following statement, 

which described the education level and competencies, required to meet certification as a 

NP was included in the questionnaire for nurses to read.

Nurse Practitioners are expert in their field and use advanced 
knowledge and skills within their specialist scope of practice. Nurse 
Practitioners are educated through a clinically focused Masters 
degree programme and must meet the competencies set out by the 
Nursing Council. These include being able to articulate and advance 
the scope of their nursing practice, showing expert practice, working
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collaboratively with other disciplines as well as across settings, 
demonstrating leadership and consultancy in nursing, actively 
developing and influencing policy and nursing practice and through 
demonstrating research activities surrounding their nursing practice.
Nurse Practitioners may or may not choose to be nurse prescribers 
(Nursing Council of New Zealand, 2001b).

Almost half of the fifty-five nurses questioned (49%), were interested in becoming a NP, 

44% were not interested and 7% were undecided. Of those interested, 40% worked for 

Maori Health Providers and 30% for the DHB. Seventy-five percent (n=12) of nurses 

working for Maori Health Providers were interested in being NPs.

All those who were interested in becoming NPs were asked to identify the two most 

important factors that would help them work towards NP status. I used an interpretative 

analysis to develop categories and themes to enable a descriptive summary of nurses’ 

comments to be made (see Figure 14). I developed three main categories. These were 

personal factors, organisational factors and external factors. Credibility was promoted by 

verification of the analysis by a research colleague.

Personal Factors

The first category was personal factors. There were four themes including resources, 

qualifications, social support and personal attributes. Money and time were the factors in 

the theme of resources. Comments in this area included “more money”, “money to up- 

skill”, “time to study” and just “time”. Another theme was qualifications. The need to gain 

further qualifications was reflected in the comment, “Masters in Nursing with a child health 

focus”. A theme of personal attributes was highlighted by comments such as “good health” 

and “energy”. Social support’ was another theme with one nurse commenting that an 

“understanding family” would help.

Organisational Factors

Factors identified most frequently were those relating to the organisation. Under the 

category of organisational factors, the themes of study leave and cover, funding and study 

time emerged. Nurses frequently commented that paid study leave, time to study and
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funding would be important factors to help them towards NP status. Comments included 

“good support from the organisation in terms of time allocated for study and to meet 

requirements” and “financial help and also cover in my job when I am away”.

External Factors

Once again there were factors related to the external environment. Under the category of 

external factors there were themes such as peer and leadership support and education. 

Comments in these areas indicated the desire for support from other nurses and access to 

education at a local level. For example comments were, “being able to liaise and network 

with other nurses doing the same course”; “education locally” and “specialist education 

available in rural areas”.

Categories/Themes

Personal Attributes

Social Support

Qualifications

Study Time

Funding Education

ORGANISATIONAL

Study Leave/Cover

PERSONAL

Resources

EXTERNAL

Peer/Leadership support

Figure 14. Factors helping towards Nurse Practitioner status.

When asked to identify the two most important factors that would hinder them in working 

towards NP status, nurses’ comments were similar to those they submitted for the previous 

question on factors that would help them. However, the comments were made in the 

context of hindering rather than helping. For example “lack of funding” rather than 

“funding”. Most nurses identified the lack of time, organisational support, funding and 

study leave. Also identified were lack of money, rural isolation, too many commitments, 

lack of confidence, academic requirements, support and personal issues. Comments 

included “distance to study and resources”, “too many commitments”, “lack of a network
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of nursing leaders to be able to assist and work through the course with the practitioners” 

and “lack of support from my employing organisation”.

4.1.11 Summary of the Research with Nurses in Innovative Roles

This section presented the findings of a survey on nurses working in innovative roles in the 

NDHB. Descriptive statistics, interpretative qualitative analysis and a descriptive summary 

were used to analyse and present nurses’ perceptions. It identified their perceptions of their 

role, training and education needs and factors that facilitated or hindered their practice. It 

established the current education level, perceptions of education and training needs of 

nurses and support required.

All the nurses were female, 35% were Maori, over half were over 45 years of age and most 

had more than ten years’ post-registration experience. Although most nurses had trained 

within the former hospital system, many had or were currently upgrading their 

qualifications. There was variable support for funding and study leave for higher education; 

many funded themselves and some received support from other sources such as their 

employer. Nurses identified essential skills they thought were required for their role and 

those in which they had training. Most nurses thought that more training and education 

were necessary for their roles. The three most commonly chosen skills in which nurses 

thought they required further training were information technology/computer skills, 

followed by undertaking research and specialist clinical skills. Barriers to education most 

commonly identified included lack of time, distance and staff cover. Around a third of 

nurses had been involved in research and just under half had presented at conferences or 

held positions in professional organisations.

There was a wide range of job titles, which were organised into the following categories: 

management or coordination positions, specialist clinical positions, clinical positions, dual 

clinical and management positions and dual clinical positions. Over half of the nurses had 

worked in the same organisation prior to taking up their current position. Their positions 

had been advertised in a variety of ways, the most common being within the organisation.
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Some nurses had joint employers. The most common salary range was 30,000-40,000 NZ 

dollars. Nurses identified resources that were provided initially for their role and those they 

currently had. Some nurses thought that more resources were necessary; the three most 

commonly indicated were computer equipment, specialist equipment and adequate 

secretarial support.

Job descriptions were available for the majority of roles and reflected these reasonably or 

very well. Most nurses also worked to some sort of protocol that had been written most 

commonly by managers or themselves. Most nurses also felt very well or reasonably well 

integrated with their nursing and immediate colleagues at work.

There were three main categories of factors helping effective working in innovative roles. 

A category of personal and practice related factors included themes of skills and attributes, 

knowledge and experience, social support and autonomy. A category of organisational 

factors included themes of support, Kaupapa Maori and resources. Finally a category of 

external factors included themes of community support, Kaupapa Maori and intersectoral 

collaboration. Also developed were three main categories of factors hindering effective 

working in innovative roles. The first category was practice related factors with themes of 

heavy workload, lack of training and limited scope of practice. A second category of 

organisational factors emerged once again with themes of organisational structure, 

management issues, lack of resources and poor communication and attitudes. Finally, a 

category of external factors included themes of the geography of Northland, population 

factors, poor intersectoral collaboration, lack of peer and leadership support and lack of 

education.

Nurses most commonly worked a 40-hour week with half working more than their 

contracted hours. Often nurses had more than one aspect to their role and for many the 

innovative part of their role was in addition to other work. The majority of roles had been 

established in the last five years and over half of the nurses commenced their roles in the 

last two years. Of those roles developed in the last three years, a large proportion worked
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for Maori Health Providers. Staff cover while on leave was an issue with only a third of 

positions usually covered when nurses were on leave.

A variety of methods of assessing nurses’ effectiveness and performance were used. Nearly 

half of the nurses indicated that more than one method of performance assessment was 

used. Appraisals were used most commonly, followed by peer review. Although the person 

involved in assessment was most commonly identified as a nurse, others such as managers 

and other professions were involved. Effectiveness of work was also assessed by a number 

of methods, most commonly audit, process and outcome evaluation. Just over half of the 

nurses stated that funding for their role was permanent.

Nurses indicated some lack of vision about where they saw themselves in five years’ time. 

Less than a third of nurses saw themselves in the same position and a third did not know 

where they would be. The majority thought that working in their role had enhanced their 

career prospects by developing their skills, autonomy, knowledge and experience. Most 

also thought that working in the role had enhanced their job satisfaction. Categories in this 

area were identified as personal and practice related factors with themes of making a 

difference, scope of practice, knowledge development and personal development. A 

category of organisational factors included themes of autonomy and support/valuing and a 

category of external factors included working with Maori. Just over half of the nurses 

indicated that they were strongly committed to their profession.

Almost half of the responding nurses in innovative roles were interested in becoming an 

NP; most of these worked for Maori Health Providers or the NDHB. There were three main 

categories of factors that could help them to work towards NP status. A category of 

personal factors identified themes of resources, qualifications and social support. A 

category of organisational factors included themes of study leave/cover, funding and study 

time and finally, a category of external factors included themes of peer/leadership support 

and education. This concludes the summary of the findings from the survey of nurses in 

innovative roles.
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As discussed in Chapter One, GPs practising in Northland were also identified as key 

stakeholders. The following section presents the findings of a survey aimed at gaining their 

perceptions of the NP role.

4.2 Outcomes from the Survey of General Practitioners

In March 2002 a survey sought responses from a self-selected purposive sample of all 

General Practitioners (GPs) in the NDHB of NZ (n=108). Participants were given the same 

outline on the role of the NP that was included in the questionnaire for nurses in innovative 

roles. The survey addressed the research questions focusing on the NP role and GP 

perceptions (see discussion, p.48).

• What are GPs’ perceptions of the NP role?

• What are the factors influencing the development of the NP role?

• What are the factors influencing the support of nurses working in innovative roles?

Thirty-three questionnaires (30.5%) were returned within two weeks of being sent out. One 

was returned with no responses because the GP had left the area. A follow-up letter was 

sent out to encourage completion of the questionnaire and a further 17 questionnaires 

(15.7%) were received, making a total return rate of 46.3%. Two other questionnaires were 

largely incomplete and were put aside leaving 47 questionnaires in the data analysis. The 

Excel computer program was used to collate and summarise the data. Descriptive statistics 

were calculated to provide a basis for understanding GP perceptions of the NP role.

Seventy-nine percent of the GPs were male (n=37) and 21% female (n=10). There was a 

mean of 21 years since their graduation. The majority of GPs worked in group practices of 

two to four or five or more GPs, with only two GPs in solo practice. An IPA (umbrella 

organisation for GPs) was the most common type of organisation to which their practice 

was linked, with Community Trusts (CTs) being least common (see Table 17).
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Table 17. Organisation type and practice setting of GPs.

Organisation Type Practice Setting

Solo (n) Group 2-4 (n) 5 or more (n) Total %
Independent Practice 
Association (IPA) 1 20 9 65%
Primary Care 
Organisation (PCO) 0 2 3 11%
Community Trust (CT)

0 1 2 6%
Maori Health Provider 
(MHP) 1 2 1 9%
Other

0 2 2 9%

TOTAL (n=47) 2 27 17 100%

4.2.1 Role Functions of Nurse Practitioners

GPs were asked how they personally felt about the NP performing each of a list of role 

functions (see Table 18). The responses were distributed over all possible answers with the 

highest concentration of responses overall being favourable (44%), followed by highly 

favourable (24%).

The question on health teaching was rated most favourably. Also rated favourably were the 

questions on making home visits, participating in evaluation of care and obtaining health 

histories. The three questions rated most unfavourably were those on prescribing 

medications under the Nurses Act, ordering routine laboratory tests and performing a 

physical examination. The most uncertainty was around the prescribing of medication 

under the Nurses Act (48.8%) and the concept of the NP (32.6%). A final question was 

asked about the GPs’ overall perceptions towards the NP concept. Approximately a third of 

the respondents (32.6%) indicated that they were uncertain about the concept. However, 

54.3% were favourable or highly favourable and only 13% were unfavourable or highly 

unfavourable (see Table 18).
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Table 18. GPs feelings about NP role functions.

Highly
Fav.

Fav. Uncertain Unfav. Highly
unfav

Role Function n % n % n % n % n %

Makes initial assessment of an individual’s

health-illness status when he/she enters the

health care system (n=46).

17 37.0% 21 45.7% 4 8.7% 3 6.5% 1 2.2%

Prescribes medications with doctor

collaboration (n=47). 5 10.6% 23 48.9% 9 19.1% 5 10.6% 5 10.6%

Prescribes medications as directed under

Section 24 of the Nurses Act 1977 (n=43).

1 2.3% 10 23.3% 21 48.8% 6 14.0% 5 11.6%
Evaluates progress of patient with prescribed

therapeutic regimen and adjusts medications,

treatment or therapy in collaboration with

doctor (n=46).

6 13.0% 26 56.5% 6 13.0% 6 13.0% 2 4.3%

Provides health teaching to patient and family

in order to maintain or promote health and to

prevent illness (n=47).

32 68.1% 14 29.8% 1 2.1% 0 0.0% 0 0.0%

Performs a physical examination (n=46).

6 13.0% 13 28.3% 12 26.1% 10 21.7% 5 10.9%

Recommends plan for health care to patient and

family based upon clinical findings and in

consultation with a doctor (n=47).

8 17.0% 26 55.3% 9 19.1% 4 8.5% 0 0.0%

Makes home visits to do follow-up evaluations

of the condition of the patient and their family

(n=46). 16 34.8% 26 56.5% 1 2.2% 3 6.5% 0 0.0%

Identifies development and behavioural

problems of children / adolescents (n=47).

13 27.7% 27 57.4% 6 12.8% 1 2.1% 0 0.0%

94



Findings From Research with Key Stakeholders

Role Function

Highly
Fav.

Fav. Uncertain Unfav. Highly
unfav

n % n % n % n % n %

Initiates treatment and therapeutic regimens of

commonly occurring acute health problems of

individuals according to standing orders

authorised by a doctor (n=47).

10 21.3% 21 44.7% 6 12.8% 8 17.0% 2 4.3%

Obtains and records the patient’s and family’s

health history (n=47). 17 36.2% 23 48.9% 5 10.6% 2 4.3% 0 0.0%

Coordinates health care of individuals and

family referral to other health professionals/

community agencies (n=47).

13 28.3% 16 34.8% 12 26.1% 4 8.7% 1 2.2%

With written guidelines makes decision

regarding when to refer patient to a doctor

(n=46). 9 19.6% 22 47.8% 10 21.7% 3 6.5% 3 4.3%

Manages routine health care of essentially well

individuals (n=46). 13 28.3% 24 52.2% 4 8.7% 5 10.9% 0 0.0%

Orders routine laboratory studies as indicated

(n=47). 5 10.6% 15 31.9% 12 25.5% 10 21.3% 5 10.6%

Manages stabilised, long-term/chronic illness of

individuals (all ages) (n=47).

7 14.9% 16 34.0% 14 29.8% 6 12.8% 4 8.5%

Participates with doctor in continuous

evaluation of the quality/effectiveness of health

care (n=45).

13 28.9% 27 60.0% 2 4.4% 2 4.4% 1 2.2%

Provides counselling regarding the health-

illness problems of the individuals and families

(n=46). 13 28.3% 25 54.3% 5 10.9% 2 4.3% 1 2.2%

Overall, how do you feel about the Nurse

Practitioner concept? (n=46) 11 23.9% 14 30.4% 15 32.6% 4 8.7% 2 4.3%

n=number of respondents %= percentage of respondents
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4.2.2 Anticipated Problems

Overall the responses indicated that GPs saw ‘some to very few’ potential problems. 

However, if the first two columns are viewed as more positive (no and very few problems) 

than the second two (some and many problems), all items were viewed more negatively 

apart from the question relating to patients’ acceptance of the NP. This item was 

predominantly viewed as having none to very few problems (57.4%). The remaining seven 

items were rated more negatively (some and many problems). The item the GPs perceived 

to be most problematic was on funding of NP services, followed by doctors’ acceptance of 

the NP role, demands on doctors’ time and legal problems (see Table 19).

Table 19. GPs feelings about potential problems in the utilisation of a NP.

Potential Problems

Response

No

problems

Very few

problems

Some

problems

Many

problems

n % n % n % n %
Patients’ acceptance of NP (n=47). 5 10.6% 22 46.8% 19 40.4% 1 2.1%

Doctors’ acceptance of NP (n=47). 1 2.1% 8 17.0% 26 55.3% 12 25.5%

Other nurses’ acceptance of NP (n=46). 2 4.3% 16 34.8% 25 54.3% 3 6.5%

Quality of service rendered (n=47). 4 8.5% 14 29.8% 21 44.7% 8 17.0%

Legal problems (licensure, malpractice,

etc.) (n=46).
2 4.3% 11 23.9% 19 41.3% 14 30.4%

Interference with doctor-patient

relationship (n=47).
3 6.4% 15 31.9% 21 44.7% 8 17.0%

Availability of funds to cover NP services

(n=45).

1 2.2% 4 8.9% 21 46.7% 19 42.2%

Demands on doctor time for supervision

of and/or consultation with NP (n=47).
2 4.3% 10 21.3% 30 63.8% 5 10.6%

GPs were also asked to list other potential problems. Some GPs had positive comments to 

add about the NP role; one added the stipulation that “as long as it did not affect GP 

workload or income”. After-hours work was a real issue for GPs as they thought that the 

introduction of the NP role could result in increased after-hours commitment for 

themselves. It is presumed that the underlying assumption was that introducing NPs would
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result in fewer GPs as NPs took over the role of primary provider. Therefore there would be 

fewer GPs available to do on-call and as NPs would not be available outside normal 

working hours the after hours work of the remaining GPs would be increased. One 

indicated that this would reduce availability of after-hours care.

Most other comments were negative. One GP saw the introduction of NPs as a government 

ploy to replace GPs with NPs. Another thought that NPs would take up the cheaper-type 

visits currently provided by GPs and leave them with the more costly visits. One GP stated: 

“Doctors feel threatened...health funds may be diverted away from doctors”. This comment 

was related to this GP’s past experience with midwives. Another GP commented that 

“fractionation of services, duplication of services, mistrust between groups and over 

diagnosis of problems within the scope of NPs” were concerns and that "all of these 

problems had been seen with mid wives and mid wives prescribing”.

Another area of concern was confidence in competence, assessment skills and 

pharmaceutical knowledge. Training and experience was also identified as an issue. Some 

GPs thought that a potential problem was the fact that some nurses did not want to become 

NPs.

Confusion about the differences between the roles and boundaries of professional practice 

of GP and NPs was identified as an issue. Mistrust between groups was raised as well as 

fragmentation, duplication and overall coordination of services. One GP also highlighted 

over-diagnosis as a potential problem.

4.2.3 Knowledge and Experience

GPs were also asked to indicate the source of their knowledge of the NP and their 

experience of a nurse who uses advanced knowledge and skills within a specialist scope of 

practice. The responses indicated that all GPs have knowledge of the NP role. All GPs had 

read about the role and most had discussed the role with colleagues. The majority had
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experience of a nurse who ‘utilises advanced skills and knowledge within a specialist scope 

of practice’ (see Table 20).

Table 20. GPs source of knowledge of NPs and experience of nurses in advanced practice.

Knowledge and experience of the NP role

Yes Response

No of

respondents

% of

respondents

Have you read or heard about Nurse Practitioners before

receiving this questionnaire? (n=47) 47 100.0%

Have you discussed with other doctors or health

professionals the idea of Nurse Practitioners providing

health care? (n=45)
41 91.1%

Have you observed a nurse in action using advanced

knowledge and skills within a specialist scope of practice?

(n=46)

34 73.9%

Have you had experience in working with a nurse who uses

advanced knowledge and skills within a specialist scope of

practice? (n=45)
37 82.2%

Have you ever employed or are presently utilising a nurse

who uses advanced knowledge and skills within a specialist

scope of practice? (n=46)
26 56.5%

A series of five questions requiring yes/no responses was asked (see Table 21). A question 

on capitation of GP practices indicated that only 36.4% of GPs practices receive funding in 

this way. Over a third of GPs questioned indicated that there was a shortage of GPs in their 

community. Two thirds or more indicated that the services of a NP would enhance the 

delivery of health care in their community; that they would be willing to employ a NP and 

indicated a willingness to work in collaboration with a NP.
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Table 21. GP responses to additional questions.

Yes Response
Question No of

respondents

% of

respondents

Does your practice receive any funding through capitation?
(n=44) 16 36.4%

Do you feel that there is a shortage of General Practitioners

services in your community? (n=47) 20 42.6%

Would the services of a Nurse Practitioner enhance the

delivery of health care in your practice setting? (n=40) 28 70%

Would you be willing to employ a Nurse Practitioner?

(n=39) 25 64.1%

Would you be willing to work in collaboration with a Nurse

Practitioner? (n=43) 37 86%

GPs were asked to add any comments. Three doctors with experience of working with NPs 

overseas had comments to make about working with them. One commented, “They allow 

me to expand my practice and care for more clients. This could be a way for NZ and 

Northland to deal with the shortage of care providers”. Most other comments from the GPs 

duplicated the concerns listed under ‘other problems’. Some comments related to the 

questionnaire itself, highlighting a problem with assuming that doctors knew what 

prescribing under Section 24 of the Nurses Act involved. A new issue identified by GPs in 

this question was that primary health care was and still is poorly funded. It was also 

apparent from some comments that GPs are confused over the proposed role and legal 

status of the NP as some GPs compared the role of nurses they currently worked with to 

that of NPs. They also thought that nurses should be legally accountable for their own 

practice. A comment in this area was that NPs “would need to be legally responsible for 

their own mistakes”. Three GPs also indicated that if nurses wanted to be doctors they 

should go to medical school.
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4.2.4 Summary of the Research with General Practitioners

This section presented the findings of a survey of all GPs working in the NDHB. 

Descriptive statistics and a descriptive summary were used to present the GPs’ perceptions 

of the NP role. It identified their knowledge and perceived problems of the NP role and 

their experience of ‘nurses with advanced knowledge and skills in an area of specialist 

practice’. The NP is an innovative nursing role that could be developed in primary health 

care in the NDHB. The findings of this survey indicated that, although the overall 

perception of GPs towards the NP role was generally favourable, there was a degree of 

concern about some role functions including prescribing, undertaking physical 

examinations and ordering laboratory tests. These functions could be seen as those 

traditionally belonging to the domain of the medical profession. GPs thought most 

favourably towards role functions that have traditionally been part of the nursing role such 

as health teaching, home visiting, taking a health history and evaluating quality and 

effectiveness of care. GPs anticipated no problems with patients’ acceptance of the NP. 

Those items identified as most problematic were funding, doctors’ acceptance, demands on 

doctors’ time and potential legal problems. While GPs indicated that they have knowledge 

of the NP function it was apparent that there were knowledge gaps surrounding the NP role 

specifically in nurse prescribing, legal issues and funding.

Nurse leaders were also key stakeholders representing a cross-section of primary care 

organisations in Northland. The following section presents the findings of focus group 

interviews aimed at gaining their perceptions and experience of innovative roles in primary 

health care nursing.

4.3 Outcomes from the Focus Group Study with Nurse Leaders

In line with the research plan, two focus group interviews were held with a snowball 

sample of nurse leaders (n=8) representing organisations providing primary health care in 

the NDHB. One focus group was held in the urban setting and another in a rural setting. 

The range of organisations represented included an Independent Practice Association 

(IPA), a rural consortium of GP practices in rural Northland, Maori Health Providers, an
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Integrated Care Organisation, a voluntary agency and the District Health Board. Nurse 

leaders in management or leadership positions were identified through the mapping 

exercise to identify nurses in innovative roles. The nurse leaders’ ages ranged from 38 to 57 

years. The time the nurse leaders had spent working in their organisations ranged from one 

to twenty years. Positions included clinical leadership as well as formal management or 

supervisory positions.

A semi-structured interview schedule with open-ended questions was used to guide the 

discussion and enable some of the main research questions to be addressed (see discussion 

on questions, p.48).

• How are innovative nursing roles in primary health care being introduced and what 

are the factors influencing the introduction of innovative roles?

• What are the factors influencing the support of nurses working in innovative roles?

• What is the current level of educational preparation and training and education 

needs of primary health care nurses in innovati ve roles?

• What are the factors influencing the development of the NP role?

Participants were given the same outline on the role of the NP that was included in the 2 

questionnaires. The results of both focus group interviews were collated and compared. An 

interpretive qualitative analysis (see p.55) identified themes using the interview schedule 

and also forces outlined in the initial Force Field Analysis. The schedule and forces were 

used to help identify themes that would be useful in the context of this research. A 

descriptive summary was developed using the interview schedule questions as headings. To 

avoid repetition this was then changed to a descriptive summary using key themes as a 

guide, because many themes were identified under more than one of the interview 

questions. Credibility was promoted by verification of the analysis by a research colleague.

A range of themes emerged as influences on the development of innovative roles. The key 

influences included government contracting of health services, responsiveness to local
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needs, professional issues, workforce issues and education and training. The following is a 

description of the findings using key influences to guide discussion.

4.3.1 Government Funding and Contracting of Primary Health Care

A key influence that emerged from the focus group interviews was that of government 

contracting and funding of primary health care. The contracting of services, the 

collaborative approach of the contract itself or the way it was implemented influenced the 

development of innovative roles.

New Contracts

As new contracts were signed with the funding authority, new nursing positions were 

developed to provide the relevant services. One nurse leader stated, “Innovative roles are 

occurring because of the expectations of specific contracts”. She went on to say that “More 

and more (organisations) are employing a nurse to do those contracts”. Examples given 

were in the areas of immunisation, family and well child, hepatitis B and diabetes. 

Teamwork was often mentioned in conjunction with contracts as nurses in these positions 

worked collaboratively with other health professionals or across health provider 

organisations. Contracts also appeared to have been developed in response to statistical 

evidence of poor performance, e.g. immunisation rates. It appeared that often the ideas for 

these new positions originated with nurses. For example, one nurse leader commented, “it 

is generally nurses who come up with the idea”.

Development of New Maori Health Provider Organisations

New organisations and innovative nursing roles were being developed to meet the needs of 

Maori groups. One nurse leader explained that she worked for a relatively new Maori 

Health Provider that operated from a client-focus and a Maori -focus, providing a wide 

range of services: “We are the gaps,” she said. Another discussed a new nursing service 

stating, “The Maori mobile nursing service helps (access) by providing choice”.
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Capitation

Changes to funding of organisations through capitation (see discussion p.25), instead of all 

funding being directed through the General Medical Subsidy (GMS) (fee for service 

funding) also impacted on the development of innovative roles. One nurse leader explained 

that without the emphasis on GMS, nursing roles could develop. She stated “With the 

change from GMS funding to capitation formula, we actually expanded the nurses’ roles 

because we weren’t oriented to get income for the practice. By looking at how we can best 

utilise nurses, we developed two new roles in the last five years.”

In discussion about the future introduction of innovative roles, nurse leaders thought more 

roles would develop out of capitation to meet the needs of high-risk clients. For example, 

one nurse leader stated, “It will be interesting to see what roles develop out of capitation for 

the hard-to-reach population, the transient population and the non-enrolled population”.

The Nurse Practitioner Role

Nurse leaders also identified the influence of government contracting of health services 

through future Primary Health Organisations (PHOs) as an influence on the development of 

the NP role. “I think that in different models of health care delivery around Northland, there 

is real scope for that development (NPs). The PHO is going to have a huge influence on 

how those roles develop”. It was thought that any organisations that had links with Maori 

Health Providers would be at an advantage in future development because of the extra 

funding that could be accessed.

Adverse Impact of Contracts

Although contracting had a marked positive impact on the development of innovative roles, 

the influence of contracts was seen to be limiting at times. The practice of contracting with 

health providers to provide certain services meant that innovation was stifled because of the 

need to adhere to contracted work. One nurse leader commented, “Individual nurses say 

‘oh, yes, we can do that’, but then they are told ‘no, you can’t do that because” (of 

contracts). A focus on a requirement for measurable outcomes to meet contracts actually 

limited innovation. Contracts also caused conflict between services and encouraged
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competition. One nurse leader stated, “You may get a bit of resistance, for example 

between General Practice and Plunket (child health nursing service), and it all goes back to 

contracts”.

4.3.2 Responsiveness to Local Needs

Responsiveness to needs at a local level was a key theme that emerged. Innovative nursing 

positions were developed to fill these needs. For example, a diabetes nurse position was 

established because of an identified gap in service in a rural area. The nurse leaders 

identified that often it was nurses themselves who identified the needs in the community 

and the need for an innovative role. One nurse leader commented, “I think nurses can see 

where the needs are more than the general practitioners and our managers. We can see 

where they (innovative roles) need to develop”.

The need to complement existing nursing services was raised as an issue when asked about 

future introduction of innovative roles. It was also thought that new roles should be 

developed to meet community needs and community perceptions of what is important. “We 

have a very good idea of what we actually think should be developed, but it also needs to 

be what the community perceives as important, or they won’t have buy-in”.

4.3.3 Professional Issues

A wide and varied range of professional issues emerged as a key influence on innovative 

role development. These included development of primary health care nursing, role clarity 

and professional identity, standing orders, strategic planning, leadership development and 

the NP role.

Primary Health Care Nursing Development

Targeted funding for developing primary health care nursing was becoming available. 

Nurse leaders talked about the latest announcement by the MOH [NZ] regarding a 

contestable fund of money (competitive funding) that had just been made available for 

innovative roles. The nurse leaders in Northland had put in proposals for innovative roles
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and hoped to win some of the available funding to set these up. The proposed roles were to 

support the integration of primary health care nursing in the forthcoming PHOs as they 

were established.

There was a willingness from nurse leaders to redirect funding within existing funding 

limits to support current innovation or proposed future innovation. For example, one nurse 

leader stated, “Whatever I do as far as full-time equivalents (staffing) are concerned is 

within the funding we have. So I can look at being innovative within the funding, looking 

at specialised practice and nurse prescribing”. This nurse leader went on to say, “I can see 

that nurse prescribing would be a natural extension (for some nurses) and that would be 

hugely advantageous to the group of people they work with”.

In their discussion the nurse leaders demonstrated an awareness of the changing nature of 

primary health care nursing and a move towards more autonomous practice. One nurse 

leader commented “I think nurses are coming of age. Nurses have always known, 

particularly in their specialised area, that you actually know more than the doctor does and 

you train the doctor”. Another nurse leader commented, “I used to send pre-schoolers off to 

the doctor and he was a generalist and I was a specialist, so I actually knew more than he 

did and that was when the ivory tower around doctors came down for me”. Another 

comment made was that “most people who go to the doctor can be looked after by a nurse”.

Although nurse leaders demonstrated awareness of the changing nature of primary health 

care nursing, they thought that the traditional image of nurses as viewed by themselves, the 

community and other health professionals was a restraining factor. Comments were made 

about the expectation of the community to see a doctor. Horizontal violence was also 

mentioned, “We shoot down tall poppies. We are asked why we are doing post grad (sic) 

studies? Why are you being innovative?” In regard to support by organisations for ongoing 

study nurse leaders thought that there was still an image of nurses as ‘nice people’. One 

commented, “There is a general perception that nurses are nice people and do it (do study) 

just for the sake of doing it”.
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A slow change in acceptance of the potential of the NP was seen as a factor in restraining 

the development of the NP role. It was thought that NPs were accepted in other countries 

such as the United States and now Australia. One nurse leader commented in discussion on 

the NP role, “I think in NZ we are still debating people’s hurt feelings and asking is this the 

right thing to do and are nurses really worth it. How many times do you hear a GP justify 

his existence?”

Role Clarity and Professional Identity

A lack of role clarity and poor professional identity were identified as factors restraining 

development. Confusion over the actual role of nurses in innovative roles and boundaries of 

their role emerged, as sometimes the role of the nurse was unclear to other nurses or health 

professionals. One nurse leader commented, “The people working alongside her don’t 

really have a full knowledge of what it is that she is actually doing”. The situation of 

Practice Nurses being employed by a doctor was seen to be an issue. “There is still that 

tension between employer (employer-employee) relations that prevents some of that 

happening (collaboration and teamwork). It has a huge influence on how they (Practice 

Nurses) perceive themselves, and their scope of practice and their potential development”.

In discussion on factors restraining the development of the NP role, confusion over the role 

of the NP was evident from the language used. One nurse leader commented on the title 

NP, saying, “to doctors ‘practitioner’ means one thing, and maybe to nurses in this context 

it means something else. Maybe it comes back to knowing what the role is, what it means 

and being comfortable with that”. What the actual role entailed and the confusion between 

doctors’ and the NPs’ roles was highlighted by the following comment. “Some of that 

(nervousness of some doctors about the NP) is ignorance about the fact that nurses are not 

doctors, the practice is really different and instead of feeling threatened maybe it’s about re

examining what those roles are and how they fit together in a complementary way”.

One nurse leader recognised that in her own practice she was limited by her inability to 

prescribe: “I’m restricted so much by what I can do for clients because I cannot prescribe 

the medication they require”. Although she expressed the desire to develop her professional
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role to achieve NP status and nurse prescribing, she expressed lack of confidence and 

doubts about being able to achieve this and having the required skills. Another commented, 

“Nurses are always saying what is the value of what nurses do? Are we really worth it?”

Standing Orders

The introduction of standing orders came through as a strong influence. It appeared to be an 

area that was developing and also needed more development in future to support innovative 

roles. There appeared to be a big scope for introducing standing orders, although the area of 

General Practice was identified as being slow to introduce such orders. One nurse leader 

commented, “A nurse well trained, audited, is more than capable of being able to do that 

(work under standing orders). They’re doing that already”.

Strategic Planning

The lack of strategic planning in regard to innovative roles was identified as a factor 

restraining the development of innovative roles. There appeared to be no planning or 

mentoring in regard to the replacement of specialist nurses. One nurse leader stated, “I have 

concerns with the specialist nurse role. There is no mentoring. There is this sudden huge 

gap. There is no funding in place”. She added that it takes two years for a new nurse in a 

specialist role to develop the level of practice required in this role.

The discussion on support required for nurses in innovative roles demonstrated a need for 

planning for career pathways, workforce planning and pay equity. One nurse leader 

commented, ‘There is a huge disparity between how nurses in the primary health care field 

are reimbursed for their work. There would also need to be a different formula for funding 

to support NPs”. Another stated, “It’s not equitable. We need to look at equity, access and 

funding that support right across the board (NDHB) and make it a priority.”

It was also acknowledged that innovative roles and the problems they are addressing need 

to be supported by the community. One nurse leader commented “It’s not only the nurse on 

the ground level; it needs an infrastructure in the whole community to actually look at the 

problem to see what they can do to address it.”
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Leadership Development

It was thought that there was very little support for leadership development. “People often 

get positional leadership roles because they’re there, they’ve had the experience. But 

there’s very little to prepare people, especially for leadership that isn’t positional.” 

However, the recent leadership position developed to support primary health care nursing 

across the NDHB was viewed as a positive development. “The NDHB has introduced a 

nurse leader position in primary care to hold the nursing structure in place. It has been in 

place for less than a year, but it is working well”.

The Nurse Practitioner Role

There was a feeling that the NP roles would slowly develop. One nurse leader commented, 

“It will be a slowly evolving role and NPs would need to earn credibility and gain respect 

from other health professionals”. Another commented, “The NPs that they will have, will 

have been shoulder-tapped and told, you’re doing well in this. Why don’t you go ahead and 

work your way through to NP status and there will be a role for you”. It was also thought 

that the positions would be self-limiting by the number of nurses who want to take up the 

role and that, if supported; nurses might need to be contracted because they could leave 

after training and therefore the financial investment in their training would not be recouped.

4.3.4 Personal and Other Factors

Personal factors were seen to limit nurses in their ability to take on study to develop their 

qualifications or to take on innovative roles. These included factors such as the impact of 

constant change, legal concern over innovative roles, the age of nurses, motivation and 

energy, finances, other commitments and job security (many innovative roles were fixed 

short-term contracts). For example, one nurse leader stated, ”I’ve looked at jobs that have 

been a year’s contract and thought that would be a great experience, but then what do I do 

at the end of the year if it doesn’t work?” The geographical isolation of Northland was also 

a factor.
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4.3.5 Workforce Issues

The influence of workforce issues emerged in discussion mainly around shortage of GPs 

and on collaboration.

Shortage of GPs

The shortage of health professionals, namely GPs, was identified as an influence on the 

development of innovative roles and the NP role in conjunction with nurses’ mobility and 

the ability of the nurse to meet the needs of the community in this way. One nurse leader 

stated, “It makes you so short of medical expertise when you’ve got to reach a widespread 

rural area. Nurses can get out there and visit clients”.

Focus on Collaboration

Intersectoral and health professional collaboration was a key factor identified by nurse 

leaders in the development of innovative roles. The contracts and new nursing positions 

described above were developing as collaborative arrangements. It was apparent that nurses 

thought there was a strong drive towards collaboration in the health sector. They thought 

that a collaborative approach to managing health issues in the community between health 

professionals and health providers was an ideal approach. One nurse leader commented, 

“All health personnel have to start working together as a team”; another commented, “It’s a 

pathway (collaborative practice). It doesn’t require any more resources, just a different way 

of looking at client care”. It was also identified by the nurse leaders that nurses were ideally 

placed to work in this way in innovative roles. One nurse leader stated, “I think that what 

nurses do is collaborate with other providers, with other people, and maybe share 

knowledge and roles and are better at actually seeing what the community and the client 

need is”. Another nurse leader stated, “There’s a lot that nurses could be doing together in 

shared care requirements, sharing information, and being able to not duplicate what each 

other’s doing without having x-number of nurses walking through the door asking the same 

question”.

In discussion on future introduction of innovative roles, a scope for innovation within 

existing services was highlighted in the way nurses could work through existing barriers to
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provide a more effective service. One comment was, “I think one of the greatest gains for 

people is in nurses working through some of the barriers that constrain them and being able 

to do that effectively to find ways of doing better”. Another nurse leader stated, “There 

needs to be cohesiveness in meeting needs between various providers, no more funding, 

just co-ordinating”.

4.3.6 Training and Education to Support Innovative Roles

Training and education was a key influence on development of innovative roles. Nurse 

leaders thought that issues in education and training negatively influencing support of 

innovative roles included; limited local access to education, lack of choice of education 

courses, poor organisational and peer support and costs and recognition of education. Each 

issue is now discussed in more detail.

Local Access to Education

A factor that emerged in discussion was the need for local access to education. It takes 5 

hours to travel from the Far North to Auckland Universities. Many nurse leaders thought 

that access to Masters education in Northland was important. One nurse leader commented, 

“You still can’t complete a Masters in Northland, and I think that things like that have to be 

addressed if we are to see any real advancement in nursing practice in Northland”. Local 

education opportunities were thought to be limited and most people were required to go 

elsewhere. It was thought that some nurses found it difficult to study extramurally (by 

distance education). One nurse leader commented, “You could do some subjects through 

Massey (a university based at Palmerston North in the middle of the North Island) 

extramurally, but a lot of the nurses I know have tried that and pulled out. Unless they’re 

really good at doing something by themselves, they’ll pull out.”

Choice of Education Courses

While subjects (as part of a course) were offered locally or by distance education, there was 

limited choice available. One nurse leader commented that even if nurses’ enrolled in 

extramural subjects, choice was limited and further study required going to Auckland. “A
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lot of good papers (subjects) are being offered once a week in an evening. It’s not even 

conceivable to travel many hours at the end of the day to Auckland, attend and travel home 

again every week”. Nurse leaders also thought that good in-service education (within the 

organisation) was necessary. In addition, access to a wide range of further formal education 

opportunities such as certificates, postgraduate courses and Masters studies was seen as 

important. However, confusion was evident over the different types and levels of 

postgraduate courses (Level 8, Masters level) and undergraduate certificates (Level 7, 

Bachelor level).

If courses were offered in a distant location, one designed with the rural nurse in mind was 

considered by the nurse leaders to suit better. For example, schools in blocks of one to four 

days rather than weekly classes would allow nurses to plan and make it worthwhile to 

travel. One nurse leader identified an occasion when nurses got together to request a three- 

day course in Auckland to reduce travelling time and expense, rather than accept the initial 

presentation of the course as a one-day-a-week course.

Organisation and Peer Support for Education

Nurse leaders thought that organisational support and peer support for education was 

necessary. One nurse leader commented, “I think one of the really great things is when 

nurses get together with a group to share”. Study leave, staff cover for study and funding 

were all identified as issues. A comment was, “That’s a huge issue for people to be released 

from what they’re doing in order to do study”. It became apparent that some types of 

organisations gave more support to nurses than other organisations. Maori Health Providers 

and Community Trusts appeared more supportive in this way, with nurses in General 

Practice, especially smaller practices, being less supported. “I think the Trusts seem to find 

it easier. They seem to be able to release someone for a length of time and have someone 

cover.” Another nurse leader commented, “There’s a huge variance in what organisations 

will fund. Some people are totally funded and supported and are on full pay as well.”
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Costs and Recognition of Education

It was identified that there is a personal cost involved for nurses in Northland to study. 

Even if they got study leave, the distance, cost of travel and accommodation were factors. 

Although it was recognised it should not be all free either, it was thought that it should be 

made easier. It was acknowledged that nurses were not always rewarded for ongoing 

education. One nurse leader commented, “They’re not rewarded and the study leave is very 

limited and far between (sic). I think that is one of the major barriers (to developing 

innovative roles), especially for Practice Nurses. No incentive such as a pay increase or 

anything like that. No structure to work up to, to recognise the fact that you’re doing 

postgraduate studies.” Another commented, “They’re not getting any monetary reward for 

doing it, nor are they getting any money to be able to do it. They’re paying for it 

themselves.”

4.3.7 Summary of the Research with Nurse Leaders

This section presented the findings of the focus group interviews with nurse leaders from 

different primary care organisations across the NDHB. It explored the perceptions and 

experience of nurse leaders of innovative nursing roles. Factors perceived to be driving the 

level of development of innovative roles included government contracting and funding of 

health services. These were also seen to have the potential to influence the introduction of 

innovative roles and the NP role within the NDHB in future. New contracts resulting in the 

development of innovative nursing roles had been established and targeted; contestable 

funding was also becoming available for new positions. Funding and contracting through 

PHOs and alliances with Maori Health Providers offered the potential for support of NP 

roles. Responsiveness to local needs (often initiated by nurses themselves) and to Maori 

health needs, the development of nursing as a profession, the shortage of GPs and 

collaboration between providers and health professionals also influenced development of 

innovative roles. Community participation and response to local need was seen to be 

important in developing future roles.
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The availability of in-service education as well as undergraduate and postgraduate 

education was thought to be important in training and education to support innovative roles. 

Nurse leaders thought there was confusion about the different levels of education; local 

education opportunities were viewed as limited and distance education was associated with 

problems of lack of choice, lack of retention and the burden of travel. The personal and 

financial costs for nurses in innovative roles were identified as issues and it was thought 

that some nurses such as Practice Nurses were not always rewarded for ongoing education. 

Organisational factors such as funding, study leave and staff cover and peer support were 

identified as important. Organisational support varied between different organisations with 

Maori Health Providers and Trusts being more supportive than General Practice.

Factors perceived by the nurse leaders to be restraining the development of innovative roles 

included those identified for training and support. In addition, professional identity and role 

clarity were identified as issues for nurses in innovative roles and for other health 

professionals. Lack of strategic planning was a factor, with no apparent planning or 

mentoring programmes for replacement of nurses in specialist positions. Adherence to 

traditional methods of funding, disparate pay between nurses in different primary care 

organisations, the need for community support and constraints imposed by contracts were 

also influences restraining their development. The introduction of standing orders was an 

area that was developing strongly but needed further development.

It was apparent from the nurse leaders’ discussion that the traditional image of the nurse 

influenced attitudes of nurses in innovative roles, the community and health professionals 

towards expectations of care provided by nurses in innovative roles and support for nurses 

in innovative roles for ongoing study. This was seen as a restraining factor. Personal factors 

also limited nurses in innovative roles in their ability to study or to take on innovative roles.

Factors identified as restraining the development of innovative roles were also identified as 

restraining the development of the NP role. In addition, confusion over the potential role of 

the NP, slow change in acceptance of the role and lack of confidence by nurses in their 

ability to carry out the role were identified as issues. Factors identified previously also
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featured in support required for innovative roles. These included those of education and 

training, standing orders and clarification of roles. Other factors that emerged were those 

around career pathways, workforce planning and pay equity. Leadership development was 

also a key factor.

The findings of the three studies were presented separately in this chapter. This enabled the 

research questions to be answered and the perceptions of key stakeholders to be articulated 

and described. Some questions were covered by more than one study. Triangulation of 

method will enable integration of the data from the three research studies to inform analysis 

of forces influencing the level of development of innovative roles at a local level within the 

NDHB. This synthesis is presented in the following chapter.
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CHAPTER 5: LOCAL ANALYSIS OF FORCES INFLUENCING

INNOVATIVE ROLE DEVELOPMENT WITHIN THE NDHB

This chapter integrates the findings of the three local studies to provide a holistic picture of 

the forces driving and restraining the development of innovative roles, including the NP 

role, within the NDHB.

This chapter will argue that the authority of the Treaty of Waitangi in New Zealand law and 

drive for equity for Maori strongly influenced the introduction and support of innovative 

roles. These influences are unique to the New Zealand and Northland context. ‘Support’ in 

the context of ‘development’ in this local research also came to encompass a much wider 

array of factors than those originally described when defining that concept (see p. 9).

The chapter sets the scene by presenting a brief summary of the initial analysis from 

Chapter Two (literature, policy and research). Following analysis of data from the local 

research some forces were reconfigured to relect local findings. The next section presents a 

graphic representation of reconfigured forces (see Figure 15) followed by a descriptive 

summary of each force. The chapter concludes with a comparison of the initial and local 

analysis illustrated by a diagram with a juxtaposition of the two analyses (see Figure 24).

5.1 Summary of the Initial Force Field Analysis

The following forces best described the major influences on development of innovative 

roles in the initial literature (see discussion p.22). The drivers or positive forces were 

towards: cost-effective, evidence-based health care (effective services); health equality in 

society; response to local needs, including cultural needs and workforce reorganisation. 

These were powerful forces driving the reorientation of health services and the subsequent 

development of innovative roles. Driving forces appeared to be strongly underpinned and 

interlinked by economics and by a political imperative to reorientate health services. This 

was demonstrated through policy aimed at reconfiguring health care services and the 

workforce to meet health and cultural needs and improve health outcomes.
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However, the literature identified power issues at play as well as ingrained attitudes, 

customs and structures that either directly restrained these forces or reduced their impact 

(see p.45). The major forces restraining the level of development of innovative roles were 

identified through the literature as: outdated nursing image; poor professional identity; 

inadequate education and training and slow transition from traditional practices and 

structures.

The local research was undertaken to see whether the forces driving and restraining 

innovative roles in the NDHB were the same as those identified through the literature. A 

graphic representation and descriptive summary of the local analysis is presented in the 

following section.

5.2 The Local Force Field Analysis

Following analysis of data from the local research, the major forces that drive development 

are identified as drivers towards: cost-effective, evidence-based health care (effective 

services); equity for Maori; response to local needs and workforce reorganisation. The 

major forces restraining the level of development of innovative roles are identified as: 

outdated nursing image; poor professional identity and support; inadequate education and 

training and slow transition from traditional practices and structures. A graphic 

representation of these forces is presented in Figure 15.
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Driving Forces Restraining Forces
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Figure 15. Local Force Field Analysis

5.3 Forces that Drive the Development of Innovative Roles

5.3.1 Cost-effective Evidence-based Health Care (Effective Services)

At a local level this appeared to be a major force evidenced by the influence of contracting, 

funding and integration of delivery of primary health care on development of innovative 

roles. The use of protocols also reflects an increasing emphasis on using evidence to 

promote best practice (see Figure 16).

Driving Forces

I Effective Services
few

| Restraining Forces

w

Worst Position Current Level Ideal Position

Figure 16. Effective services
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Contracts

Contracts, funding and integrated care influenced the introduction of innovative nursing 

roles in the NDHB. The number of these roles increased in response to the way the 

government (through funding organisations) was contracting and funding primary health 

services. The majority of roles were established in the five years preceding the local data 

collection and nearly half were established in the preceding three years. As new contracts 

were signed with the funding authority, new nursing positions were developed to provide 

these contracted services. The actual contract for a service was often reflected in the title, 

for example, ‘Immunisation Co-ordinator’ or ‘Asthma Project Co-ordinator’. A UK study 

on innovative roles associated with medicine also found that government initiatives and 

changes to contracting and funding influenced development (Read et al., 2001).

Research with nurses in innovative roles indicated that a wide range of roles was 

developing. These roles fell into main areas in clinical, clinical specialist and management 

or coordination positions. The broad scope of roles identified in the survey of nurses in 

innovative roles supports previous research in the UK aimed at preparing the NP for the 

twenty-first century (Read et al., 1999). This research identified domains of innovative 

roles as specific to: role, condition, area, client group, community clinical nursing and 

public health nursing. In this current study there were examples that fell into each of these 

domains. However, in contrast to the UK study, coordination and management nursing 

positions were identified, area-specific positions were not identified and many positions in 

this current study had more than one function.

Integrated Care

This research demonstrated that contracts were available for nursing services in which 

nurses were employed across different provider organisations. The range of innovative 

roles reflects the developing focus of the NZ health system on integrated care. Vertical 

integration is occurring. This refers to the development of services for a specific health 

problem such as diabetes (Silestri, 1997). Another term for this in the literature is disease 

management (Bums & Pauly, 2002). An example of this innovative role would be the 

Diabetes Nurse Educator role. In addition horizontal integration is occurring, which refers
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to integration of care so that people who have chronic and complex health problems receive 

a comprehensive package of care (Silestri, 1997). An alternative term in the literature is 

case management (Bums & Pauly, 2002). An example of an innovative role in this area 

would be the Maori Disease State Management Nurse role.

Funding

This current research demonstrates that changes to funding of organisations through 

capitation, rather than just funding through the General Medical Subsidy (GMS), also 

influenced development and integration. Nurse leaders in the Northland study anticipated 

that changes towards capitation would have a major impact on the development of NP 

roles. Studies from the USA also suggest that capitation has an impact on development of 

innovative roles (Harrison, 1999; O’Donnell, Cohen, Mason, Baxter & Chase, 1998).

Protocols

The use of protocols, or clinical guidelines as they are also known, played a large part in 

the work of nurses in innovative roles. Nurses indicated that the development of protocols 

involved a wide range of different professionals (including the nurses themselves) and 

community people inside and outside the organisations. This representative approach 

involving relevant health professionals and consumers is recommended in guideline 

development (Thomas & Hotchkiss, 2002) and in creating ownership and subsequent use of 

guidelines in practice (Greenhalgh, 1997; Thomas & Hotchkiss, 2002).

Evidence-based practice is becoming a strong focus of health policy and influences the 

drive for effectiveness (see p.26). Hotchkiss and Sutherland (2002) suggest that the next 

step in the evidence-based health care movement is ensuring health services are informed 

by policy based on best evidence. They go on to say that this supports consistent standards 

of evidence-based care across organisations and application as part of everyday practice.
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5.3.2 Response to Local Needs

Recognition of the local needs of the community underpin the contracting and funding of 

health services within the NDHB (see Figure 17).

Driving Forces Restraining Forces

Effective Services
---------------------------------- ►

Response to Local
Needs
---------------------------------- ►

Worst Position Current Level Ideal Position

Figure 17. Response to local needs

New Contracts

Contracts appear to have been developed in response to poor health related statistics, for 

example, low immunisation rates. As stated earlier, in many cases new nursing positions 

were developed for these, such as Immunisation Coordinator. Addressing low 

immunisation rates in the community is one of the objectives outlined in the NZ Health 

Strategy (2000b).

Nurses’ Roles in Meeting Local Needs

Often the idea for the innovative positions originated with the nurses. Nurses indicated that 

they recognised and responded to local needs, coordinated care and reduced barriers to 

accessing health care. More than half the nurses worked in the same organisation before 

taking up their position and many were involved in developing the role. These nurses 

would have been in a position to build on their previous knowledge of their community 

when taking on and/or developing their new roles. It is apparent that nurses who work on a 

daily basis within the community are in an ideal position to listen to the community and 

identify local needs. Wass (2000) believes that an essential part of needs assessment is 

listening to the community either formally or informally. Research in the UK also found
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that nurses have an important role in identifying and developing contracts for health 

services because of their awareness of health needs in the community (Kaufman, 2002). 

Another UK study found that service development in response to client need and nurse-led 

initiative were factors in development of innovative roles in professions associated with 

medicine (Read et al., 2001).

This finding is also supported by research on a nurse-managed Nocturnal Enuresis 

Treatment Programme in Northland (McKillop, Mackay & Scobie, 2003). This community- 

based nursing initiative was set up with the assistance of local voluntary organisations such 

as Rotary. It resulted in some primary health care nurses taking on additional work 

supporting children with nocturnal enuresis (bedwetting). The theme of making a difference 

that contributed to the job satisfaction of nurses in innovative roles identified in this current 

study was also identified in the research on the enuresis treatment programme. In this 

current research, further involvement of the community was seen as essential to support the 

appropriateness and effectiveness of innovative roles.

5.3.3 Equity for Maori

The local research suggested that the drive for responsiveness to Maori and the influence of 

the Treaty of Waitangi was of more significance in the study than were the cultural and 

health equality issues identified in the literature (see discussion p.31 and p.28). In response 

to this, within the Force Field Analysis a new driving force of ‘equity for Maori’ was 

identified which is quite unique to the NZ context. Equity in this context refers to the 

sharing of available resources (Wass, 2000) in a way that social justice is upheld and those 

least advantaged receive equal care and service (MeMurray, 1999; Starfield, 2001). In the 

NZ context it is often Maori who experience inequity. This was a very strong force 

positively influencing the level of development within the NDHB (see Figure 18). The 

force was substantiated at a local level by the development in Maori Health Provider 

organisations of new roles and by the focus on Kaupapa Maori (a philosophical framework 

that promotes Maori culture, knowledge and values, see p.31).

124



Local Analysis of Forces Influencing Innovative Role Development Within the NDHB

DRIVING RESTRAINING

FORCES FORCES

Effective Services
---------------------------------- ►

Response to Local
Needs

---------------------------------- ►

Equity for Maori---------------------------------- ►

Worst Position Current Level Ideal Position

Figure 18. Equity for Maori

New Roles

The development of new organisations and innovative nursing roles to meet the cultural 

and health needs of Maori is a key positive influence on the introduction of new roles. A 

large proportion of roles established in the last three years up to 2002 were with Maori 

Health Provider organisations and a third of all innovative roles are currently in these 

organisations. Thirty-five percent of the nurses in innovative roles are Maori. This is much 

higher than the figure of 3% given for Maori nurses and midwives in the workforce in 1998 

(Nursing Council of New Zealand, 2000a) and mirrors the percentage stated previously of 

31% of Maori in the general population in Northland. There is evidence from nurse leaders 

that there may be further positive support for development of the NP role in organisations 

affiliated with Maori because of the additional funding that could be accessed to promote 

Maori health.

Inequity and Kaupapa Maori

The strong influence of Kaupapa Maori on nursing effectiveness within Maori Health 

Provider organisations demonstrates a focus on promotion of culturally appropriate services 

for Maori to promote acceptability and accessibility of primary health care. In countries 

such as New Zealand the assimilation of non-dominant Indigenous cultures, such as Maori 

and Pacific Island people, into the dominant cultural group has had a major negative impact 

on these cultures (Thomas, 1996). As stated previously (see p.31) in New Zealand Kaupapa
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Maori is a philosophical framework that promotes Maori culture, knowledge and values 

thus fostering empowerment, self-determination and justice for Maori. It underpins the 

concept of ‘by Maori, for Maori’ (Reid, 1999b) or Tino Rangatiratanga (self-determination 

for Maori) (Maaka & Fleras, 2000) and promotes accessibility and acceptability of services 

for Maori. In this research, nurses in innovative roles working for Maori Health Provider 

organisations believed Kaupapa Maori to be a positive influence on their effectiveness in 

their role.

Nursing as a profession in New Zealand is strongly aware of the importance of culture and 

empowerment in working effectively and safely with Indigenous peoples. Nursing in NZ is 

underpinned by the concept of ‘cultural safety’ (see p.32). The Nursing Council of New 

Zealand (2002) provides guidelines for kawa whakaruruhau (cultural safety within the 

Maori context). It has been suggested that this approach towards cultural safety could be 

used internationally as a post-colonial perspective to promote positive health outcomes in 

aboriginal peoples (Smye & Browne, 2000). Literature from the USA (Lusk & Holst, 2001) 

and Australia (Ritchie, 2001; Sanderson, 2000; van Holst Pellekaan, 1995) demonstrates a 

growing emphasis on culturally safe practice in an international context.

The Treaty of Waitangi

The Treaty of Waitangi underpins all government policy and subsequently strengthens a 

drive towards equity for Maori (see p.31). It is apparent from this research that the Treaty 

of Waitangi and the drive towards reducing health inequality and promoting the 

appropriateness and accessibility of health services for Maori are key influences on 

innovative roles in the NDHB.

The inclusion of the newly identified driving force of ‘equity for Maori’ in the Force Field 

Analysis also comes from further reading, exploration and increasing recognition of the 

unique place that the Treaty of Waitangi plays in New Zealand history and legal systems. 

Internationally, the term ‘Indigenous people’ has become synonymous with discussion 

around the impact of colonisation on ‘native’ peoples. Protection of Indigenous peoples has 

become more prominent in some political systems since 1945 as various human rights
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legislation or conventions attempted to focus on ways of protecting these peoples 

(Brownlee, 1992). It is now accepted that today there is worldwide inequality in the health 

of Indigenous peoples (Reading & Nowgesic, 2002) and there is continuing awareness of 

the impact of colonisation on adverse health outcomes (Hunter & Harvery, 2002).

In NZ the protection of Indigenous people has been emphasised by the importance placed 

on the Treaty of Waitangi. This treaty is an agreement between the Indigenous people of 

NZ (tangata whenua) and the Crown (Havemann, 1999). Although other countries such as 

Canada have treaties with Indigenous peoples (Havemann), NZ appears to be in a unique 

situation in that the Treaty of Waitangi has become entrenched into politics and legislation 

(Brownlee, 1992; Pocock, 2000). Canada utilises the concept of monoculturalism in public 

policy (Havemann) and in Australia the concept of multiculturalism is utilised (Rice, 1997). 

In contrast to these countries NZ utilises bi-culturalism as the basis of public policy 

(Havemann, 1999) because of the importance placed on the Treaty of Waitangi. The Treaty 

takes the requirement of equality and non-discrimination for Indigenous peoples to a more 

self-empowered position of partnership and racial equity for Maori (Brownlee, 1992).

5.3.4 Workforce Reorganisation

At a local level, workforce issues such as the development of the local nursing workforce 

and primary health care nursing and difficulties in GP recruitment were factors which 

positively influenced the introduction of innovative roles (see Figure 19).
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Figure 19. Workforce reorganisation

GP Shortage and Nurses as a Local Workforce

The issue of GP shortage highlighted by nurse leaders and GPs was a positive influence on 

the development of innovative roles, including the NP role. Organisations located in rural 

areas have problems with recruitment and selection of staff (Rural Expert Advisory Group 

to the MOH [NZ], 2002). This influence on development of the NP role appears to mirror 

that in other countries (see p.34). A UK study also found that medical recruitment problems 

were a factor in development of innovative roles in professions associated with medicine 

(Read et al., 2001).

Development of Primary Health Care Nursing

Nurse leaders in Northland identified that applications were being made to access targeted 

funding for the development of innovative nursing roles in primary health care nursing. The 

development of new roles is also occurring in the USA as health professionals such as 

nurses take advantage of the opportunities that arise from the reorientation and expansion 

of health services (Aiken, 2003). Research has demonstrated that preventive services in 

particular are a growth area in the USA for nonphysicians such as nurses (Druss, Marcus, 

Olfson, Tanielian & Pincus, 2003).
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Intersectoral and Interdisciplinary Collaboration

In this current study better coordination, collaboration and sharing of information between 

health professionals and health providers has been identified by nurse leaders as a way of 

promoting the provision of cost-effective services within existing funding. The government 

also recognises the need for this approach to promote effective services (see discussion 

P-33).

The need for improvement in intersectoral and interdisciplinary collaboration identified by 

both nurse leaders and nurses in innovative roles may be cause for concern in view of the 

fact that GPs also expressed anxiety about the threat of competition from NPs (see 

discussion p.96). Cooper and Aiken (2001) suggest that, as non-medical roles such as 

innovative nursing roles develop, there is the potential for competition between health 

professionals to occur. Contracting and funding health services to promote cooperation 

between professionals appears to be one strategy to promote collaboration. In the USA, 

managed care funding structures are promoting linkages between health professionals 

(Aiken, 2003) and the potential for increased scope and autonomy in practice for NPs 

(Jacobson, Parker & Coulter, 1998).

5.4 Forces that Restrain the Development of Innovative Roles

Having explored the driving forces emerging from the research, the second part of this 

chapter will discuss the forces restraining the development of innovative roles in the 

NDHB. These restraining forces include: outdated nursing image; poor professional 

identity and support; inadequate education and training and slow transition from traditional 

practices and structures.

Although overall these were identified as restraining forces, there were nevertheless some 

positive elements within them which can be capitalised upon when attempting to address 

the impact of restraining forces. These will be explored further in Chapter 6.
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5.4.1 Outdated Nursing Image

The concerns, uncertainty and confusion expressed by GPs in Northland about the NP role 

suggest that that the traditional image of the nurse is still a negative influence at a local 

level, as it was found to be in the literature review (see Figure 20).

Driving Forces

Effective Services

Response to Local Needs

Equity for Maori

Workforce Reorganisation

Restraining Forces

Outdated Nursing Image

Worst Position Current Level
Figure 20. Outdated nursing image

Ideal Position

Public Perceptions of Nursing

Nurse leaders in Northland thought that the public and other health care professionals had a 

traditional view of the role of the nurse. These views influenced attitudes towards 

expectations of care provided by nurses in innovative roles and also influenced support for 

ongoing study. The nurse leaders identified that the attitudes of nurses in innovative roles, 

the community and health professionals were all affected. Hood and Leddy (2003) support 

this view by asserting that unflattering media portrayals of nurses influence public 

perceptions and subsequently nurses’ image, which in turn influences nurses’ own 

professional identity.

GP Perceptions of the NP role

The NP role is one example of an innovative role in primary health care nursing. Although 

there were no NPs in Northland at the time of this current research, nurses in innovative
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roles have the potential to work towards NP status. Therefore, results from the survey of 

GPs’ perceptions towards the NP role have implications for the future development of 

innovative roles. The survey of GPs indicates that GPs’ perceptions are generally 

favourable towards the NP role and they have knowledge of the role. GPs identified that 

they felt most favourable towards role functions that have traditionally been part of nursing 

roles, such as health teaching, home visiting, taking a health history and evaluating quality 

and effectiveness of care.

However, GPs do have some concern about a number of potential role functions including 

prescribing, undertaking physical examinations and ordering laboratory tests. These role 

functions have traditionally been associated with the diagnostic and treatment domains of 

the medical profession. The concern of GPs over role functions foreshadows the potential 

for resistance and conflict between nursing and medicine over nurses’ taking on role 

functions traditionally carried out by GPs. Birenbaum (1990) believes that there is the 

potential for resistance and conflict as new roles threaten traditional roles. This division 

between traditional medical and nursing roles is due in part to the traditional gender 

allocation of role which has resulted in medicine becoming the dominant profession (see 

p.37). This dominance impacts on nursing autonomy in regulation and management, 

knowledge and education and clinical practice (Chiarella, 2002).

The list of role functions included in the questionnaire was not intended to be prescriptive 

or exhaustive. For example, many NPs may elect not to be nurse prescribes. The focus of 

the NP role will not be on tasks, but rather on a scope of practice. NPs will define their own 

scope of practice according to their area of expertise (Nursing Council of New Zealand, 

2001b). If the NP is authorised to carry out those role functions traditionally associated 

with medicine they will be well prepared to do so. The emphasis of the NP role will be on 

health promotion and prevention of disease, and it will be developed to meet client needs 

(Berger et al., 1996; Hughes & Carryer, 2002). For example, in primary health care it is 

possible a scope of practice may emphasise focus on health promotion such as in women’s 

health. Alternatively NPs may focus on disease management such as diabetes.
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GP Acceptance of NP Services

While it appears that GPs at one level believe that NPs would enhance services, it seems 

that at another there is still a problem with their acceptance of the NP. Comments indicate 

that this could be due to a perception that NPs will be in competition with doctors or will 

replace GPs. A concern was expressed about a repeat of the experience with midwives. 

This is a well-founded concern in view of the fact that, after midwives were able to provide 

independent care and claim reimbursement, there was a reduction in the number of GPs 

providing maternity care (see p.37). It is estimated in the USA that NPs working in primary 

care can manage up to 90% of the care provided by doctors working in primary care 

(Mundinger, 1994).

This local research demonstrates that GPs have mixed attitudes towards these roles and 

therefore there is the potential for them to positively or negatively influence the 

development of innovative roles. If enhanced roles are seen to be threatening traditional 

roles there is potential for conflict to occur (Hugman, 1991). The initial literature review 

demonstrated variable GP support for NPs and confusion about legal responsibility and 

professional collaboration (see p.38). There were similar responses to GPs’ perceptions of 

the role functions of NPs and potential problems in an early study of physicians in general 

practice in Southern California (Radke, 1977) and in a more recent study of primary care 

physicians in Michigan (Ivkovich, 1997). In this current study and those by Radke and 

Ivkovich, GPs viewed acceptance by patients of the NP role as least problematic, health 

teaching was seen as the most favourable role function and doctors’ acceptance of NPs was 

problematic.

Role Confusion

The responses of the GP study indicate that all GPs have knowledge of the NP role and the 

majority have had experience with a nurse who ‘utilises advanced skills and knowledge 

within a specialist scope of practice’. GPs in this current study had more knowledge and 

discussion of the NP role than those in Radke’s original study in 1977. This is not 

surprising, given that the NP concept has appeared frequently in the international literature 

over the last twenty years.
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The degree of uncertainty regarding the concept of NP and concern over legal problems and 

demands on doctor time indicates some role confusion regarding scope of practice and the 

boundaries between the GP and NP roles. NPs will be legally accountable for their own 

practice or malpractice. Role confusion and frustration was reflected in comments such as 

“nurses going to medical school.” Nurse leaders also identified that role clarity and 

confusion over the NP role could negatively impact on the development of the NP role. 

Williams (1999) found that as role boundaries change, there is increasing uncertainty in 

professional identity for doctors as well as nurses. Other studies in the UK (Carr, Bethea & 

Hancock, 2001; Carr, Armstrong, Hancock & Bethea, 2002) also found that confusion 

exists amongst GPs about what is involved in the NP role.

Influence of GPs on Innovative Roles

The results of the survey of GPs indicate that Northland GPs expressed relatively 

favourable attitudes towards working with NPs and believe NPs can enhance care in the 

community. However, GPs as key stakeholders have the ability to influence the 

development of the NP role positively or negatively. In the UK, research on professionals 

in innovative roles in practice identified the medical profession as a key influence on the 

introduction of innovative roles (Read et al., 2001).

The uncertainty expressed by GPs, in conjunction with their perceptions about role 

functions and the problems regarding the NP role, have the potential to restrain the level of 

development of innovative roles, including the NP role within PHOs. Thomas and Veno 

(1996) suggest that people resist change when it challenges their values, social standing or 

when they oppose the objectives of the change. They also suggest that change imposed 

from outside rather than inside is viewed more negatively. In the case of GPs, the 

introduction of innovative roles is challenging their position as the gatekeepers to primary 

health care and potentially threatening their income. As midwives in the USA worked 

towards obtaining legal authorization, prescriptive authority, licensure and direct funding, 

challenges from medicine were directed at safety and control rather than from an economic 

basis (Diers, 1992). Comments by GPs in this current study indicate that this will also be
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the case in the NDHB. Challenges to the NP role in Australia from the medical profession 

have also been voiced in terms of safety, public interest, competence and other emotive 

expressions (Adrian & O’Connell, 2000b).

5.4.2 Poor Professional Identity and Support

At a local level it became apparent that, while nurses in innovative roles had very positive 

perceptions of roles and a high degree of job satisfaction, there was a range of other factors 

that negatively influenced support (see Figure 21).
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------------------------------------------------------►
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------------------------------------- ►

Equity for Maori
------------------------------------------------------►

Workforce Reorganisation
------------------------------------- ►

Restraining Forces

Outdated Nursing Image
◄--------------------------------------------------

Poor Professional Identity

and Support
◄------------------------------------------

Worst Position Current Level Ideal Position
Figure 21. Poor professional identity and support

This section begins by discussing the perceptions of nurses in innovative roles towards their 

roles and towards becoming NPs. An expanded definition of support is presented, as is an 

exploration of support including: organisational, external, personal/practice related and 

leadership influences.

Perceptions of Nurses in Innovative Roles

The perceptions of nurses towards their innovative roles were very positive. Although 

many nurses did not have any idea of where they would be in five years time, the majority 

indicated they would not leave nursing. They were passionate and committed, thought they
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were highly competent and liked working with people. The majority of nurses thought that 

working in their role had enhanced their career prospects by enabling them to develop new 

skills, become autonomous in practice and increase their scope of practice. They also 

thought that there had been an increase in their knowledge and experience of Maori and of 

working with different health professionals and health providers.

Most nurses also thought working in an innovative role had enhanced their job satisfaction. 

A range of personal, organisational and external factors influenced job satisfaction. These 

were: personal development, knowledge development, enhanced scope of practice, the 

ability to make a difference, autonomy and organisational support and working with Maori 

(for those working for Maori Health Providers). Research demonstrates the importance of 

nursing autonomy, in particular in increasing levels of job satisfaction (Freeman & 

O’Brien-Pallas, 1998) and subsequently quality of care (Kramer & Schmalenberg, 2003a; 

Laschinger, Almost & Tuer-Hodes, 2003; Rafferty, Ball & Aiken, 2001). High job 

satisfaction was also found in a study of professionals in innovative roles allied to medicine 

(Read et al., 2001). In addition, satisfaction was linked to career progression and 

professional integration (Collins et al., 2000). The study by Kramer and Schmalenberg 

(2003a) is one in a long line of research studies aimed at developing the description of the 

essential qualities of Magnetism, the presence of which promotes a professional practice 

environment for hospital nurses’ and thus promotes positive client outcomes. Research 

suggests that there are organisational factors that can be modified to promote Magnetism in 

hospital settings (Aiken, Havens & Sloane, 2000; Havens & Aiken, 1999; Kramer & 

Schmalenberg, 2004a; 2004b; Kramer, Schmalenberg & Maguire, 2004). This may also be 

the case in community organisations.

Nurse Practitioner Role

Almost half of the nurses in innovative roles were interested in becoming NPs. This 

contradicts the GPs’ view (see p.96) that a potential problem was that nurses would not 

want to become NPs. The NP title is legally protected in NZ and nurses wishing to progress 

towards NP status must meet certain criteria, including a clinical Masters degree
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qualification (see p.21). The majority of the nurses interested in becoming NPs worked for 

Maori Health Provider organisations or the NDHB.

Nurses in innovative roles were positive towards the NP role. They identified that nurses 

would be helped towards NP status by personal factors such as adequate resources in the 

way of money or time, qualifications, personal attributes and social support. Organisational 

factors that would assist them in their pursuit of NP status included the provision of leave 

for study, staffing cover, funding and time to study. External factors that would assist them 

in their pursuit of NP status included adequate peer and leadership support and local access 

to appropriate education.

However, what is important for this aspect of the Force Field Analysis is that nurses 

believed they would be hindered in advancing to NP roles by the absence of these factors. 

Nurses also had concerns about legal issues around practice. There was evidence from these 

studies on nurses in innovative roles and nurse leaders that some nurses may lack 

confidence in their ability to be NPs, evidenced by questioning of the value of nursing and 

their ability to increase their scope of practice. Confidence of nurses in their professional 

identity (their ability to practise as autonomous professionals) hinders their effectiveness 

and could lead to ineffective collaboration with other health professionals; including 

doctors (see p. 39). The issues of role clarity, professional identity and confidence in 

abilities are barriers to nursing development and effective collaboration (Collins et al., 

2000; Wiles & Robison, 1994; Williams, 1999; 2000) Role clarity was also an issue in the 

study of professionals in innovative roles allied to medicine (Read et al., 2001).

A third of the nurses in innovative roles who were interviewed had been involved in 

research in some way. Almost half had presented at conferences and had held positions in 

professional organisations either locally or nationally. This implies that, with support and 

appropriate education to build confidence and knowledge, these nurses are well placed to 

continue their professional and individual leadership development towards NP status, as 

two of the competencies they would need to meet in order to be authorised as NPs are 

involvement in research and leadership activities (Nursing Council of New Zealand,
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2001b). Commitment and responsibility towards the profession can also promote nursing 

leadership effectiveness (Chan, 2002).

Definition of Support

Support, for the purpose of the original Force Field Analysis derived from the literature, 

referred to four factors. These factors were: the adequate provision of professional 

development; financial and physical resources and professional support for the nurse. In 

addition, clear job descriptions; role boundaries and evaluation processes were identified as 

defining factors (see p.9). Following completion of the research aspect of this portfolio, 

‘support’ in the context of ‘development’ came to encompass a much wider array of factors 

than had previously been envisaged in the original literature review. The questions posed to 

nurses in innovative roles on factors helping or hindering effectiveness of their role resulted 

in 3 new categories. These categories were: personal and practice related; organisational; 

and external factors. Professional support was also a key factor in discussion. Factors 

related to professional development and education and training are discussed under a 

separate restraining force of inadequate education and training. Financial and physical 

resources, job descriptions, role boundaries and evaluation processes are discussed under 

organisational factors below.

Organisational Support

Organisational factors featured as elements of a restraining force in relation to the 

development of innovative roles. These factors include physical, human, structural and 

systems factors. Although office resources for the positions had been supplied, nurses 

indicated more office resources were needed. Workloads, lack of time, inadequate staff 

coverage and hours of work all appeared to be factors. Often there were dual aspects to the 

role, or the role was introduced in addition to other existing work. Only just over half of 

these roles were permanent positions. These factors will restrain role development because 

multiple responsibilities, heavy workload and short-term contracts may influence 

effectiveness and nurses’ desire to take on innovative roles. Recent research in Australia 

(Cheung, Bessell & Ellis, 2004) has demonstrated that poor working conditions, including
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understaffing and unsupported working environments, contribute to nurses’ dissatisfaction 

and nurses leaving nursing.

Other factors included support from management and the team, Kaupapa Maori support (in 

Maori Health Provider organisations), organisational structure, poor communication and 

negative attitudes whose presence or absence could positively or negatively influence 

support. The importance of interpersonal support for nurses is apparent in research on 

teamwork and professional autonomy (Rafferty, Ball & Aiken, 2001). This research 

demonstrates a strong positive association between teamwork and autonomy, which in turn 

influences job satisfaction and quality of care.

Nurses appeared to be well “supported” with regard to job descriptions which appropriately 

reflected actual roles and in assessment of performance and job effectiveness. Recent 

policy and contract arrangements prescribe how service quality will be enforced through 

performance management and by assessment of effectiveness. Arrangements include: 

service specifications for future PHOs (MOH [NZ], 2002d); reporting requirements for 

PHOs (MOH [NZ], 2002h); and legislation on the Health Practitioners Competency 

Assurance Bill (MOH [NZ], 2002g).

Read (1999), highlights the importance of organisational support for new roles at the 

interface between medicine and nursing. Read led research in numerous studies involving 

nurses in new or expanded roles and found that these roles often did not reach their 

potential. This was partly because of the inadequate planning and support by management, 

either in the implementation stage or in support once the position was established.

Professional Support

Professional support factors also impacted on the development of innovative roles. 

Although there were some positive aspects to these factors, overall these exercised a 

negative influence on development. These factors were leadership, peer support, strategic 

planning, role clarity, professional identity, confidence in abilities and use of standing 

orders.
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It was evident that peer support was variable. Whilst most nurses in innovative roles felt 

integrated with other nurses at work, they and nurse leaders also thought that there was a 

lack of support from other nurses. This research also revealed fragmentation between 

different primary health care nursing groups and lack of strategic planning across the 

NDHB towards professional issues. Progression planning, mentoring of nurses into 

innovative roles, career progression and pay structures appeared to require further 

consideration and coordination in the NDHB. Nurses employed in General Practice in 

particular had problems with lack of incentives for career progression and lack of pay 

equity. Many of these barriers were also listed in a recently released report on primary 

health care nursing (Expert Advisory Group on Primary Health Care Nursing, 2002).

Personal/Practice Support

A number of personal or practice related issues were negative influences on support for 

innovative roles. Personal factors such as other commitments, lack of energy and 

motivation, age, security fears and constant change limited nurses in their ability to take on 

study to develop their qualifications or to take on innovative roles.

Factors relating to the nurses personally or to their practice also featured often in 

discussions on effectiveness. Nurses attributed personal factors such as skills and attributes, 

knowledge and experience, autonomy in practice and social support as helping them to 

work effectively in innovative roles. When identifying factors that hindered effective 

working, there was more focus on practice-related issues such as heavy workloads, lack of 

training and limited scope of practice. This identification of practice related issues 

hindering effectiveness is supported by Magnet hospital studies (Kramer & Schmalenberg, 

2004a; 2004b). Kramer and Schmalenberg (2004a; 2004b) also identified support for in

service education and continuing education, adequate staffing, and nurse autonomy and 

accountability, as three of the eight essentials of Magnetism which, if present, support 

nurses’ job satisfaction and quality client care.
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External Support

External support factors were those identified as influences external to provider 

organisations, but within the NDHB region. Community, population and geographical 

factors were negative external influences on nurses working in innovative roles, on their 

ability to access education and to collaborate effectively. Support from the community was 

a key factor in positively supporting nurses in their roles, including support from the Maori 

community. However, the input of the community into the development and support of new 

roles was an area suggested for further attention.

Nurses indicated that the demographics of the population they worked with hindered their 

ability to work effectively in their roles, although they did not elaborate about why this 

would be so. It could be assumed that the demographics referred to were the large number 

of people with low socioeconomic status in Northland (Health Needs Assessment Project 

Team and Public Health Consultancy, 2001). The ability of consumers to access nurses’ 

services was also a factor limiting effectiveness.

Intersectoral and interdisciplinary collaboration were found to be factors that could either 

enhance or limit the effectiveness of nurses working in innovative roles. In addition, 

although nurses in innovative roles feel integrated with immediate colleagues at work, they 

also identified distance as a barrier to intersectoral and interdisciplinary collaboration. In an 

examination of critical elements influencing the development of advanced practice roles in 

Brazil, Thailand, the UK and USA (Ketefian, Redman, Hanucharurnkul, Masterson & 

Neves, 2001) intraprofessional and interdisciplinary collaboration were identified as 

common elements. An essential element of Magnetism is a good relationship and 

communication between doctors and nurses (Kramer & Schmalenberg, 2004a, 2004b).

Leadership Support

Structures for supporting nursing leadership in NZ have diminished with subsequent 

lessening of nursing influence on practice and health policy (see p.40). The existence, at the 

time of the data collection, of the senior leadership position in the NDHB and the network 

of nursing leaders across the NDHB demonstrated a return of nursing leadership structures.
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This was a positive influence on the development of innovative roles. However, the 

research demonstrated that further support for leadership development and support from 

nurse leaders was required. Recently the senior leadership position has been removed (L. 

Gallaher, personal communication, July 1, 2003) lessening the leadership support available; 

which means that this element of a restraining force will be increased significantly. 

Antrobus and Kitson (1999) believe that leadership can be exercised at a number of levels 

including the political, executive, academic or clinical domains. Leadership at all these 

levels is necessary because of the rapid changes that are occurring in the area of health care 

and nursing (Marquis & Huston, 2000).

5.4.3 Inadequate Education and Training

At a local level a very positive influence was a strong commitment towards ongoing 

education and training by nurses in innovative roles and nurse leaders. Many nurses were 

involved in undergraduate and postgraduate education and nurse leaders were strongly 

supportive of formal education. However, this restraining force has been identified for good 

reason, as there were a range of factors negatively influencing education and training (see 

Figure 22). There were personal and professional, organisational and external barriers that 

influenced nurses’ ability to undertake or access appropriate education. In addition, nurses 

identified the need for further training and education, and lack of educational preparation 

for the NP role hindered development.
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Figure 22. Inadequate education and training

Ongoing Assessment of Education Needs

The majority of nurses felt that further training and education was required. Nurse leaders 

also thought that good in-service education and access to a wide range of graduate and 

postgraduate courses was necessary. This current research demonstrates that training was 

desired predominantly in information technology/computer skills, research skills and 

specialist clinical skills. These three sets of skills were also key training needs identified in 

research with health professionals in innovative roles associated with medicine in the UK 

(Read et al., 2001). Practice Nurses in the UK have also expressed concerns over adequate 

training and education (Atkin, Hirst, Lunt, & Parker, 1994; Atkin & Lunt, 1996; Jewell & 

Turton, 1994; Mackereth, 1995; Wiles, 1997).

Educational Preparation, Qualifications and the Nurse Practitioner Role 

The findings demonstrate that although many nurses in innovative roles had pursued post 

registration (first degree and graduate certificates) and postgraduate study, twenty-one 

(38%) still had no such qualifications. Forty-one of the nurses in this study (74.5%) trained 

under the former hospital training programme. The change towards polytechnic education 

in the mid 1970s resulted in a tertiary qualification being a prerequisite for entry to practice
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for newly qualified nurses (MOH [NZ], 1998). This was initially a three-year diploma but, 

since 1990, polytechnics have been able to offer undergraduate degree programmes. At a 

local level, bridging courses were available for hospital-trained nurses (MOH [NZ]). This 

may have been a key influence on post-registration education in Northland as 46% of the 

hospital-trained nurses in this study had a first-degree qualification and overall 40% of all 

the nurses in innovative roles had a first degree.

This is where the restraining force becomes evident. Nurses in innovative roles thought that 

the academic requirements for NPs would hinder their ability to achieve NP status. Over 

half of the nurses were over 45 years of age. Most had more than ten years post-registration 

experience and none had a clinical Masters qualification, although 17% (n=9) were enrolled 

in a higher degree course and 13% (n=7) had a postgraduate certificate. Many of these 

nurses may struggle to reach the clinical Masters level of education required for NPs.

The figures of educational qualifications in this current study are comparable and perhaps a 

little better than the education qualifications of nurses across NZ. A survey of nurses’ 

qualifications by the Nursing Council of New Zealand (2000a) demonstrated that 54% of 

nurses in NZ were hospital-trained and 18.2% of nurses in practice held a Bachelor’s 

degree. The national figure for Masters qualifications was 0.7% with the majority of these 

nurses working in education.

Personal and Professional Barriers

Personal financial costs were perceived to be a barrier to ongoing education, often with no 

incentive in place for achievements in this area. The latter was particularly evident for 

Practice Nurses in this current research.

Nurse leaders identified that confusion also existed over the different types and levels of 

postgraduate (Level 8, Masters level) and undergraduate courses (Level 7, Bachelor level). 

This could interfere with career planning. Nurses need a clear understanding of the 

qualifications they will be required to pursue in order to further their careers or advance to 

NP status. Around the time of the local research the Nursing Council of New Zealand
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(2001a) released a Framework for Post-Registration Nursing Education to standardise 

courses and promote quality. This will minimise confusion and promote portability of 

advanced qualifications nationally as well as internationally (Nursing Council of New 

Zealand).

Lack of peer support was seen by both nurse leaders and nurses in innovative roles to 

impede ongoing education. Research on nurses in undergraduate education suggests that 

peer mentoring supports shared learning and commitment to female nurses’ professional 

and personal development (Glass & Walter, 2000).

Organisational Barriers

Organisational factors such as funding, staff cover and study leave also impacted on the 

provision of adequate training and education for nurses in innovative roles in Northland. 

There was variable support from different organisations. Community Trusts, the NDHB 

and Maori Health Providers were reported to fund nurses in innovative roles to further their 

postgraduate qualifications, whilst the IPAs were not reported to do so. The Expert 

Advisory Group on Primary Health Care Nursing (2002) also found that staff cover and 

lack of organisational structures were barriers to education for primary health care nurses. 

The study on innovative roles associated with medicine in the UK (Read et al., 2001) also 

established that staff cover and funding were key barriers. An essential element of 

Magnetism has also been identified as support for inservice and continuing education 

(Kramer & Schmalenberg, 2004a).

External Barriers

External influences such as isolation and distance were also factors affecting nurses’ local 

access to education. These issues also impact on continuing education of rural nurses in 

Australia (Kennerson & Chiarella, 1996; Knox, 1992) and the United States (Anderson & 

Kimber, 1991). It is impractical to have local access to a full range of graduate and 

postgraduate courses to suit the diversity of roles. However, there needs to be recognition 

that travel distances and inappropriate design of distance education impose further limits on 

choices and access. Northland covers a wide geographical area, resulting in lengthy travel
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times. This is especially a problem for travel from the Far North to Auckland, which takes 

six hours by road (Health Needs Assessment Project Team and Public Health Consultancy, 

2001). A limited range of undergraduate subjects was offered through the local polytechnic, 

and many of the study days for these were held in rural areas where nurses work, as well as 

at the main polytechnic city site. However, this research suggests that courses offered in 

major city centres do not meet the study needs of rural nurses. Local access to university 

postgraduate subjects was at the city site through the local polytechnic, rather than in rural 

areas. Recently the Expert Advisory Group on Primary Health Care Nursing (2002) also 

found transport and accommodation costs were barriers to education for primary health care 

nurses.

5.4.4 Slow Transition from Traditional Practices and Structures (Tradition)

Adherence to traditional funding contracts, GP domination in contracts and GPs’ continued 

role as employers of nurses were perceived to be continuing barriers to autonomous nursing 

practice at a local level. In addition, continuing to use standing orders instead of moving to 

nurse prescribing could be viewed as a negative influence on the development of innovative 

roles (see Figure 23).
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Figure 23. Tradition
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Funding and Contracting

Although some organisations are developing innovative roles in response to contracting and 

funding, slow change to capitation from traditional funding arrangements can also hinder 

development. Only 30% of GPs indicated that they receive capitated funds of some sort. 

This highlights the existing reliance on traditional funding systems for primary care, 

including the subsidising of practice nurse services. The tradition of Practice Nurses being 

employed by doctors was identified by nurse leaders as limiting nurses’ potential. This 

view is supported by the literature (see discussion p.44).

Medical dominance in NZ has resulted because doctors have significant autonomy, 

authority in health services and are the commonly designated health experts in society 

(Ryan, Carryer & Patterson, 2003). Challenges to medical control are occurring as clients 

needs become dominant, consumers become more knowledgeable about what services can 

be offered and as the medical profession is increasingly exposed to the drive for productive 

and cost-effective health care (Ryan et al., 2003). However, this is a slow process and 

resistance to change from GPs is obvious. The dominance of GPs appears to have spread to 

PHOs as the DHBs develop contracts with existing known providers, thus effectively 

continuing to exclude nurses from decision-making and potential new contract 

arrangements within these organisations. Research in the UK also demonstrated that nurses 

were excluded from the contracting of health services at a regional level and that the 

potential for resistance from some GPs was a barrier to nursing involvement in the 

contracting process (Kaufman, 2002). The most recent development in the UK is towards 

salaried GP contracts through GP Practices or Primary Care Trusts (Williams, Petchey, 

Gosden, Leese & Sibbald, 2001). One aim of this proposed approach is to encourage GPs 

to transfer some of their duties to nurses and pharmacists (Kmietowicz, 2002).

Nurses in innovative roles and nurse leaders also indicated that contracting of services 

could at times limit practice and cause conflict between health providers. The contracting 

process specifies the services to be provided and funded. These services are often described 

in terms of existing paradigms, thus limiting the ability of nurses to provide services 

outside the scope of the defined contract and to be innovative in their practice. Contracting
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can have a negative impact on nurses’ practice and on collaboration between nurses in 

different roles (MOH, [NZ], 1998). Moore (1963) believes that lack of flexibility in a 

system will limit innovation. The adverse impact of contracting processes, identified by 

nurse leaders in Northland as causing conflict between health providers, also implies that 

the economic reforms of the 1980s, which fostered competition between providers, still 

impacts through the contracting process on the ability of nurses to work collaboratively 

with nurses from other primary health provider organisations.

Remuneration of Innovative Roles

There was a large range of remuneration for innovative roles. In addition, there was a 

suggestion from the nurse leaders that nurses employed by GPs suffer from lack of pay 

equity. This is a concern as variation in employment and management structures can 

constrain collaboration between community nurses (Obeid, 1997).

Standing Orders

The ongoing use of standing orders, instead of moving to nurses prescribing, came through 

as a strong influence on innovative roles. Nurse leaders identified that it was an area that 

was developing and also needed more development in future to support innovative roles. 

GPs were also favourable towards NPs working under standing orders. Standing orders - 

namely written instructions normally issued by a medical practitioner regarding 

administration of specific medicines under precise circumstances - have become widely 

recognised as normal practice in health care in NZ (MOH [NZ], 2000c). Amendments were 

made to the Medicines Act 1981 (NZ) to enable the legal use of standing orders and a 

consultation document was distributed with the aim of developing minimum requirements 

for the use of standing orders (MOH [NZ], 2000c). This has culminated in the recent 

release of guidelines on the management of standing orders (MOH [NZ], 2002e).

The use of standing orders is an alternative to nurse prescribing. It acknowledges the 

specialist skills of nurses working in specialist areas (MOH [NZ], 2000c). Nurse 

prescribing is a possibility for nurses in innovative roles who wish to pursue it. However, 

the use of standing orders may be a factor limiting the potential of nurses to achieve a true
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level of autonomous professional practice in NP roles. This is because there is still a 

reliance on medical practitioners to confer authority rather than having nurses who are 

expert in their field being authorised in their own right to take on that responsibility. This 

reinforces the power imbalance that already exists between medicine and nursing. A 

limiting factor may also be the confidence of nurses in their ability to be nurse prescribers 

(see p.106).

5.5 Comparison of the Initial and Local Force Field Analysis

A comparison between the forces driving and restraining innovative roles identified from 

the local research and those identified from the literature review reveals strong coherence. 

Driving forces in both analyses reflect international trends and are strongly influenced by 

economics and a political imperative to reconfigure health care services towards a primary 

health focus (see p.44). These influences had greatest impact on the development of new 

roles. However the local research also indicates that the Treaty of Waitangi and a drive 

towards equity for Maori, which were not major features of the literature analysis, had a 

much stronger positive influence on local development than previously envisaged.

The initial literature review identified that power issues and ingrained attitudes, customs 

and structures either directly restrained driving forces or reduced their impact. This was 

also apparent in the local research. In addition, support in the context of the local research 

came to encompass a much wider range of factors than originally anticipated. The strongest 

restraining force identified in the local research was a lack of support for nurses in 

innovative roles, especially organisational and professional support.

The following figure demonstrates a juxtaposition of the initial and local analysis 

demonstrating reconfiguration of forces to encompass the strong positive influence of the 

Treaty of Waitangi and focus on Kaupapa Maori and the complex support factors 

influencing the development of innovative roles (see Figure 24).
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INITIAL FORCE FIELD ANALYSIS
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Figure 24. Juxtaposition of the initial and local Force Field Analysis
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Forces have also been ranked to demonstrate the strongest through to the weakest forces 

driving and restraining the development of innovative roles within the NDHB. Figure 24 

demonstrates a graphic representation of the forces which are ranked with the strongest 

forces identified first in each column.
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Figure 25. Forces driving or restraining the development of innovative roles, including the Nurse 

Practitioner role, within the NDHB.

This chapter integrated the findings of the three local studies to provide a holistic picture of 

the forces driving and restraining the development of innovative roles, including the NP 

role, within the NDHB. The integration of the local research resulted in some forces being 

reconfigured. A comparison of the initial and local analysis demonstrated that there are a 

number of similarities between the forces driving and restraining innovative roles identified 

through the literature review and those identified through the local research studies. 

However key differences include the strong influence of the Treaty of Waitangi and equity 

for Maori as a driving force, and poor support as a restraining force. ‘Support’ in the 

context of ‘development’ in this local research came to encompass a much wider array of 

factors than originally envisaged. Driving forces are strongly underpinned by economics
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and by political ideology whereas restraining forces are underpinned by power issues as 

well as ingrained attitudes, customs and structures.

The purpose of this study has been a strategic one, namely to identify the driving and 

restraining forces in order to apply this analysis to the furtherance of innovative roles in the 

NDHB. Chapter Six demonstrates how this analysis has been used to further this 

development and the ongoing potential for change which can be made by enhancing the 

potential of driving forces and reducing the impact of restraining forces.
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CHAPTER 6: STRATEGIES TO FOSTER ADVANCEMENT OF

INNOVATIVE ROLES

The aim of this research portfolio was to identify and describe the forces driving and 

restraining the development of innovative roles, including the NP role, in primary health 

care nursing in Northland. I wanted to use this understanding to positively influence future 

development of these roles. The development of primary health care nursing is necessary to 

offer a wider range of health services and is crucial to implementing the Primary Health 

Care Strategy (see discussion, p.12). This chapter will demonstrate that a focus on 

implementing strategies at a local level can assist nurses to seize the opportunities that 

driving forces present and to minimise the impact of restraining forces to promote the 

development of innovative roles. Leadership is the key. Nurses must develop their political 

astuteness and be ready to exert leadership at a personal level, within their organisations, 

within the PHO structures and within the NDHB. This can be facilitated by a strong 

regional nurse leader network, development of individual nurse’s leadership and research 

competencies through education and professional support, and from strong leadership 

support at a national level. This project provides an example of individual leadership in that 

it demonstrates that I have used this research to develop my political astuteness through 

understanding forces driving and restraining innovative roles. I have also exhibited 

leadership in my circle of influence by involving key stakeholders in the research and by 

sharing the results of the research with these professionals.

This chapter commences with an examination of the change potential of each force, 

presenting strategies and the progress made in effecting change to support development of 

innovative roles at a national, local and individual level. The chapter then concludes with a 

brief outline of my leadership strategies enacted within my circle of influence in the 

journey to complete this doctoral work.
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6.1 Strategies to Maximise Driving Forces and to Minimise Restraining 

Forces

Following the realignment of the driving and restraining forces in the last chapter, this next 

section explores strategies to maximise the effectiveness of each of the driving forces and 

to minimise the impact of each of the restraining forces. The problem defined for the 

purpose of the Force Field Analysis was ‘how could the development of innovative roles, 

including the NP role, in primary health care nursing in the NDHB be promoted?’ The aim 

is to introduce strategies to strengthen driving forces or minimise restraining forces so that 

a positive change is made to move from the current level of development (LI) towards a 

new level of development (L2) (see discussion and Figure 1, p.7). As I developed the 

strategies it became clear that these could be enacted at different levels. These levels were 

at both an individual level for nurses or local for nurse leaders or other groups or 

organisations. In addition changes were developing at a national level as the government or 

professional nursing groups themselves took action. A model (see Figure 26.) depicts the 

fields of influence through which these strategies and activities can be viewed from a 

national, local and individual perspective. Where activities are already in place, these will 

be identified and described within the chapter.
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Figure 26. Field of influence on forces driving and restraining innovative roles

The strategies and activities demonstrating the national, local and individual levels of 

influence are outlined in the following section. It was difficult to separate the discussion on 

the impact I have had in my own field of influence into the discussion surrounding each of 

the forces. However, this is attempted later in a separate section.
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6.2 Strategies to Maximise Forces Driving the Development of 

Innovative Roles

6.2.1 Cost-effective, Evidence-based Health Care (Effective Services)

As a force strongly influenced by economics and the national reconfiguration of health 

services towards primary health care, this force will continue to be a major driver at a local 

level and impact on the development of innovative roles. As such, nurses need to be poised 

to seize new opportunities and to have the evidence to support new roles. Strategies to 

maximise this force include: supporting the development of evidence-based practice, 

fostering research into the effectiveness of innovative roles as they are implemented and 

proactively seizing funding opportunities (see Figure 27).
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Worst Position Current Level (LI) Best Position (L2)

Figure 27. Strategies to maximise the drive towards effective services

Evidence-based Practice

Supporting the development of evidence-based practice at a local and individual level will 

maximise this force by promoting the effectiveness of innovative roles. Since the 

completion of this doctoral research the nurse leader network has focused on supporting 

consistent application of best practice protocols across primary health organisations in the 

NDHB. The development of evidence-based practice protocols by colleagues is one EBM
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strategy in promoting the most effective interventions for clients (Sackett et al., 1997), best 

practice and cost-effectiveness of health services (Greenhalgh) and high quality health care 

(Thomas & Hotchkiss).

It is likely that, as NP roles develop; clinical guidelines will also be used to promote 

evidence-based practice at an individual level. In Australia the requirement for clinical 

guidelines is outlined in the legislative and policy framework for NPs practising in New 

South Wales (Adrian & O’Connell, 2000a). At a national level in NZ, recent service 

specifications for PHOs also direct that services at a local level should be evidence-based 

where possible and that care be coordinated with a wide range of providers (MOH [NZ], 

2002b).

Nursing Research

Fostering research to demonstrate nursing effectiveness in promoting health outcomes will 

maximise the potential for this force. Involving nurses in research at a local and individual 

level will support further development of innovative roles. Research involvement is one of 

the components of innovative roles such as the NP role. The initial analysis identified that, 

to promote evidence-based nursing practice, we need nurses to be engaged in research to 

build research knowledge and provide evidence of meeting health care needs (see p.24). 

There is growing research on the effectiveness of advanced nursing practice roles in 

primary health care (see p.21). However, there is also increasing demand for research that 

identifies strategies to address health inequity (Starfield, 2001) and further research in this 

area will promote continued growth of advanced nursing practice (Styles, 1996). Unless 

nurses can provide evaluative evidence of their contribution, such as their role in reducing 

health inequity, it will be difficult for them to obtain support for the funding and purchasing 

of their services (Forbes, 2000).

Research evidence can assist at a national as well as local level. It can assist nursing interest 

groups in making recommendations to government (O’Brien-Pallas & Baumann, 2000); 

although political astuteness will be required to use the research evidence in a timely and 

effective manner to influence role development (see discussion p.35) and to overcome
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restraining forces. Research is currently being carried out on three new nursing leadership 

positions (nursing integration leaders) in Northland with the aim of providing research 

evidence of the leaders effectiveness (S. Thompson, personal communication, March 19, 

2004).

Funding Opportunities for New Roles

A further strategy at a local and individual level to maximise the drive towards effective 

services is to be proactive and look for and seize any funding opportunities for development 

of new roles. Nurse leaders successfully applied for and secured funding for three new 

innovative nursing roles (MOH [NZ], 2002a; 2002j). I was present at the initial meeting. 

These three new nursing integration leader positions were set up in 2003 to develop and 

support primary health care nursing within PHOs. New nursing positions have also been 

developed recently in PHOs in the NDHB to take advantage of funding streams for chronic 

care management positions and a nurse-led service in an urban area with a high Maori 

population and high health needs (M. Carthew, personal communication, May 1, 2004).

Progress towards Maximising the Drive for Effective Services

At a national level, further government documents demonstrate funding and support for 

reorientation of health services towards a primary health care focus. This will support 

innovative role development in primary health care nursing. Funding to set up primary 

health organisations (PHOs) (MOH [NZ], 2002k) has become available. Currently, many 

funding contracts within the District Health Boards (DHBs) in NZ are changing from fee- 

for-service to capitation (MOH [NZ], 2002d). Services for health promotion and to increase 

access for high-needs groups including Maori will receive this type of funding (MOH [NZ], 

2002h). Given the research on the role of nurses in promoting health outcomes (see p.21) it 

is probable that at least some of this funding will go towards new nursing roles. As 

identified in the initial analysis, this is the next step in the government’s plan to implement 

the Primary Health Care Strategy (MOH [NZ], 2002d). The development of PHOs will 

require existing providers to broaden their current services including nurse-led services 

(MOH [NZ], 2002d). Further policy documents have been released demonstrating 

additional evidence of the focus on primary health care (MOH [NZ] 2002a; MOH [NZ]
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2002d). There is continuing evidence internationally that a focus on primary health care 

reduces health costs (Starfield & Shi, 2002). Integration of care was also a factor at a local 

level and in the initial literature review. There has been increasing emphasis in NZ policy 

(MOH [NZ], 2002d) on linkages to coordinate services.

6.2.2 Equity for Maori

The strong influences of the Treaty of Waitangi and responsiveness to Maori will result in 

this force continuing to be a major driver in New Zealand. As such, nurses need to ensure 

that opportunities for new roles are seized and that roles are responsive to Maori and 

promote health outcomes. Strategies to maximise this force include: supporting Kaupapa 

Maori and kawa whakaruruhau in health provider organisations and in nursing education. 

In addition, local Maori must be involved in decisions about innovative roles (see Figure 

28).
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Figure 28. Strategies to maximise the drive towards equity for Maori
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Kaupapa Maori and Kawa Whakaruruhau

At a local level a key focus on Kaupapa Maori and kawa whakaruruhau in all primary 

health care organisations providing innovative nurse services to Maori will promote 

effectiveness and acceptability of innovative roles for Maori (see discussion p. 32). At an 

individual level effectiveness and acceptability will also be promoted through including 

knowledge and understanding of Kaupapa Maori and kawa whakaruruhau in education 

courses for nurses in innovative roles.

At the local polytechnic (Northland Polytechnic), emphasis has been placed on cultural 

safety in the new Bachelor of Health Science curriculum and a new Maori Health module 

has been included. At a national level the release by the Nursing Council of New Zealand 

(2002) of guidelines for kawa whakaruruhau (cultural safety within the Maori context) also 

supports the continuing focus in this area. The National Professional Development and 

Recognition Programmes Working Party (2004) has also highlighted the Treaty of 

Waitangi and cultural safety in the proposed framework for Nursing Professional 

Development and Recognition Programmes.

Local Maori

Involvement of local Maori in the development and introduction of innovative roles, and 

the support of nurses in these roles once they are established, will also promote their 

effectiveness and acceptability to Maori in Northland. Maori make up over 30% of the 

population in Northland. There is increasing research evidence of the importance of the 

inclusion of Indigenous peoples in identifying and planning health services in Australia and 

New Zealand (see p.30) as well as Canada (Reading & Nowgesic, 2002).

Progress towards Maximising the Drive for Equity for Maori

Nationally, recently released policy documents and service specifications for PHOs 

continue to highlight the growing influence of the Treaty of Waitangi. There is commitment 

to develop services to meet Maori health needs and to promote Maori self-determination in 

health services (MOH [NZ], 2002b; MOH [NZ], 2002f; MOH [NZ], 20021; MOH [NZ] 

2003a). Further commitment is evidenced by the release of funding arrangements for PHOs
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in which there is extra funding provision for health promotion services and to increase 

access for Maori (MOH [NZ], 2002h).

6.2.3 Response to Local Needs

The drive to respond to local needs and inequality in health outcomes between groups in 

society will continue at a local level because of strong drivers at a national level. This is 

because national and regional health statistics demonstrate that inequality exists between 

societal groups (including Maori and non Maori). As such, nurses must be in a position to 

respond to health needs. Strategies to maximise this force include: involving nurses in 

decision-making about innovative roles and the local community in decision-making in 

PHOs (see Figure 29).
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Figure 29. Strategies to maximise the drive towards response to local needs

163



Strategies to Foster Advancement of Innovative Roles

Nursing Involvement in Decision-making

At a local and individual level, involving nurses in decision-making about the introduction 

and support of innovative roles will promote responsiveness to the needs of the local 

community (see discussion, p.50). Nurses’ contribution to decision-making in PHOs is 

necessary if client outcomes are to be promoted (Mackay, 2002). Nursing initiatives in 

areas with high health needs can promote access to health care (see p.30). There is 

increasing recognition that meeting the requirements of those with high health needs has 

the potential to control costs and improve care (Blendon, Schoen, DesRoches, Osbom & 

Zapert, 2003). Many activities are underway promoting nurses’ involvement in decision

making in PHOs (see later p.178).

Local Community Involvement

Involving the local community will also promote the introduction and support of innovative 

roles. McMurray (1999) suggests that simply assessing needs is inadequate and that 

community choice and responsibility should be a focus in planning and purchasing health 

services. This reflects the internationally accepted view that communities must be involved 

in decisions about health care services to promote health outcomes (see p.30). Involvement 

of the community can increase ownership of innovative roles and therefore their 

effectiveness. In the NDHB, nursing integration leaders have carried out assessments in 

their areas which involve consulting the local community about their healthcare needs (J. 

Palmer, personal communication, November 1, 2003).

Progress towards Maximising the Drive to Respond to Local Needs 

At a national level, recent policy released by government (MOH [NZ], 20021), and recent 

service specifications for PHOs (MOH [NZ], 2002d) emphasised the need to reduce 

inequality in health outcomes. There is also extra funding available to PHOs to provide 

services to those identified with high health needs (MOH [NZ], 2002h). Northland has a 

high proportion of people with low socio-economic status resulting in poor health outcomes 

(see discussion p.28). Many Northland PHOs qualify for this funding. Research suggests 

that nurses will be well placed to provide effective services with this funding (see 

discussion p. 30).
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6.2.4 Workforce Reorganisation

Workforce reorganisation will continue to be a major driver at a local level because of the 

influence of economics and the international trend towards workforce reorganisation. As 

such, nurses need to be poised to take advantage of new funding opportunities and work to 

establish effective collaboration to promote support and effectiveness in their roles. 

Strategies to maximise this force include that of: accessing funding, fostering collaboration 

in all areas of intraprofessional, interdisciplinary and intersectoral collaboration, and 

through consultation with GPs (see Figure 30).
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Figure 30. Strategies to maximise the drive towards workforce reorganisation
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Development Funding for Primary Health Care Nursing

A strategy initiated at a national level, but which must be pursued at a local and individual 

level, is to secure the additional funding that has been made available. The first funding 

pool has specifically been released for nurses in rural areas to progress to NP status in 

recognition of the shortage of rural GPs (MOH [NZ], 2003b). This is part of a national 

strategy aimed at strengthening the rural workforce through education and training (MOH 

[NZ]) and reflects trends in other countries such as Australia (Humphreys et al., 2000). The 

second funding pool has been released by the MOH to support the development of primary 

health care nursing through funding to assist primary health care nurses in postgraduate 

study (MOH [NZ], 2002c) and towards obtaining NP status (MOH [NZ] 2003b).

Collaboration

At a local and individual level, collaboration in all areas must be encouraged to promote the 

effectiveness and support of nurses working in innovative roles. Collaboration should occur 

intraprofessionally between nurses in innovative roles, interprofessionally between these 

nurses and other health professionals, and intersectorally between nurses in innovative roles 

and health care providers. An increased focus on team culture and co-location of care by 

physical integration of nursing and other services will promote collaboration. Burns and 

Pauly (2002) believe that co-location of care offers the potential to promote better 

communication, learning and reconciliation of differences in practice. Promoting a team 

culture also optimises effective care delivery (Poulton & West, 1997; Usherwood, Long & 

Joesbury, 1997). Another approach to promoting teamwork is shared education. 

Interdisciplinary education on teamwork and collaboration at undergraduate level offers a 

sound grounding for practice (McNair, Brown, Stone & Sims, 2001).

Progress towards Maximising the Drive towards Workforce Reorganisation 

At a local level, the three nurse integration leader positions have worked to develop closer 

relationships between the various specialist areas of primary health care nursing and to 

support collaboration between GPs and nurses in the community. These include shared 

learning and focus groups in areas such as diabetes to promote collaboration between 

providers. Newsletters have also been developed by nursing integration leaders to keep
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nurses in each of their areas informed. A forward planning day was also held in one PHO to 

bring all primary health care nurses together (J. Palmer, personal communication, April 1, 

2004).

Collaboration and effectiveness has also been promoted at a local level by asking GPs 

about their perceptions of the development of new innovative roles. This has fostered a 

feeling of control by GPs over the change process (see discussion on involvement of key 

stakeholders, p.10).

A strategy at a national level has been developed and recommendations have been made for 

the future development of primary health care nursing in NZ (Expert Advisory Group on 

Primary Health Care Nursing, 2002). This underlines the potential importance of primary 

health care nursing and in particular innovative roles.

6.3 Strategies to Minimise Forces Restraining the Development of 

Innovative Roles

Having addressed strategies to maximise the effectiveness of each of the driving forces, the 

next section will explore strategies to minimise the impact of each of the restraining forces.

6.3.1 Poor Professional Identity and Support

Poor professional identity and support holds the most potential for change and subsequent 

positive impact on the development of innovative roles. Promoting confidence in 

professional identity, role clarity, leadership and professional support has the potential to 

reduce the impact of all restraining forces and ensure maximisation of driving forces. This 

will positively impact on personal and practice related, organisational, external and 

professional factors influencing innovative roles (see discussion on factors influencing 

support and effectiveness, p.72). Strategies to minimise this force include: development of 

the nurse leader network, supporting role clarity and supporting individual leadership 

development (see Figure 31).
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Field of Influence to Maximise Driving Field of Influence to Minimise
Forces Restraining Forces

National j j | National

; Local | | Local

| | Individual

Effective
Services
---------- ►

Evidence-based practice 
Nursing research
Funding new roles

---------------------- ►

Nurse leader network 
Role clarity
Individual leadership 
development

Poor 
professional 

identity & 
support

◄I------------
Equity for 
Maori

Kaupapa Maori
Kawa whakaruruhau
Local Maori *

Response *
to local
needs
-----------

Nurses in decision-making 
Local community

------------------- ►

Workforce
Reorganisa
tion

---------- ►

Development funding 
Collaboration all levels 
Consultation with GPs 

----- --- ------ --- ^

Worst Position Current Level (LI) Best Position (L2)

Figure 31. Strategies to minimise the impact of poor professional identity and support

Development of the Nurse Leader Network

Continuing to develop the existing nurse leader network in the NDHB will promote the 

professional support of innovative roles at a local level. It was apparent from the research 

that there was a strong commitment by the NDHB to support leadership in Northland 

However, further leadership development was required. The Director of Primary Health 

Care Nursing position needs to be reinstated to support an alliance of nurse leaders and 

support the practice of leadership by all nurses and at all levels within the NDHB. This can 

also occur through further development of the exisiting nurse leader network supported by 

a Director of Primary Health Care Nursing. An alliance of nursing groups is more likely to 

overcome resistance to innovation (Stocking, 1988). Nursing leadership can also support

168



Strategies to Foster Advancement of Innovative Roles

nurses in practice and develop policy, strategic plans and work related procedures (Hood & 

Leddy, 2003). The network could maintain a coordinated and strategic approach to 

supporting and developing innovative roles across primary health care provider 

organisations within the NDHB. The objectives outlined in a strategic plan for developing 

and supporting primary health care nursing (Expert Advisory Group on Primary Health 

Care Nursing, 2002) could assist nurse leaders in strategic planning.

Role Clarity

Role clarity is important at a local and individual level to promote the development of 

innovative roles. The innovative roles in the current research all had clear job descriptions 

which reflected the actual role. However, roles must also be clear to other nurses, other 

members of the health team and other health care provider organisations who may not have 

access to these job descriptions. Communication of the content of the jobs descriptions to 

these health professional and organisations will promote support, effectiveness and the 

development of new roles. Williams (2000) suggests that role clarity is crucial for 

developing innovation in primary health care nursing. Styles (1996) supports this view by 

proposing that nurses' understanding of their field of practice is a key factor contributing to 

the growth and quality of advanced nursing practice. The Nursing Council of New Zealand 

has also released an outline of four scopes of practice for nurses in New Zealand. The aim 

is to provide a clearer understanding of the different roles for nurses and the public (L. 

Rose, personal communication, July 22, 2004). The four scopes of nursing practice are for 

Nurse Practitioner (NP), Registered Nurse (RN), Enrolled Nurse and Nurse Assistant. The 

Nurse Assistant and Enrolled Nurse must work under the supervision of a RN, NP or GP. 

The NP role is the most advanced scope of practice and many nurses in innovative roles 

may become NPs providing they can meet the Nursing Council of New Zealand 

requirements. Innovative roles are also likely to develop in the RN scope of practice.

Individual Leadership Development

Individual leadership development is important to promote professional identity and thus 

contribute to innovative role development. The literature suggests that the skills of 

leadership include developing professional image and self-esteem, assertive
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communication, collaboration, problem solving, mentoring and time and resource 

management (Koeckeritz, Stockbridge & Zann, 1995). Professional support at a local level 

for individual leadership development is the best option in fostering professional 

confidence at a personal level. Lundeen (1992) believes that professional assistance through 

formal leadership or support for individual leadership development can facilitate personal 

development. Hood and Leddy (2003) believe that confidence in professional roles, 

competency in innovation and clear articulation of professional commitment can promote 

professional identity. Inability to achieve professional identity results in role confusion and 

misunderstanding about appropriate behaviours (Hood & Leddy).

The development of leadership skills will assist nurses to acquire the competencies required 

to become valued health professionals in the new PHOs and to become politically astute. 

Political astuteness is pivotal to providing the confidence required to participate in 

decision-making. Antrobus and Kitson (1999) suggest that leadership development 

programs which address skills focusing on nursing practice and knowledge, as well as 

enabling nurses to successfully operate within academic, management and political 

domains, are necessary to have influence in all these areas. Individual leadership 

development could be encouraged at an undergraduate level and as part of formal 

postgraduate leadership courses. Programmes aimed at leadership development should start 

in undergraduate education (Chan, 2002) and continue through a process of nurses 

developing personal values, balance in life and continuous learning (Dixon, 1999).

Progress towards Minimising the Restraining Force of Poor Professional Identity

and Support

Changes are occurring at a local level. Nurse leaders in the NDHB have continued to ensure 

all primary health organisations are represented in the nurse leader group. Nursing 

integration leader positions and nurse leaders in the NDHB are also supporting nurses to 

apply for funding for post graduate education and are working with the Northern Rural 

Allied Health Consortium to allocate funds which have been made available for rural 

retention of primary health care nurses (J. Palmer, personal communication, November 1, 

2003). Involvement as participants in the research and having access to the findings and
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recommendations from the local research into innovative roles (Mackay, 2003a; 2003b; 

2003c) has assisted nurse leaders to begin plans for future development and support of 

innovative roles (see discussion later, p.183).

All nurses in primary health care need to develop their political astuteness and knowledge 

of the context surrounding innovative role development. I facilitated a seminar on this 

current research to Auckland University students enrolled in a postgraduate nursing course 

in primary health care nursing in March 2003. This has developed the nurses’ awareness of 

the context of innovative roles in primary health care nursing. With support and 

encouragement for professional and individual leadership development, many of these 

nurses in innovative roles may be well placed to progress towards NP status. They have 

displayed enthusiasm towards their professional development through their engagement in 

ongoing study. Commitment and responsibility towards the profession can promote nursing 

leadership effectiveness (Chan, 2002). This has the potential to aid in future development 

of innovative roles.

At a national level, there has been a growing focus on promoting the Magnet principles to 

improve the work practice environment of nurses and thus improve health outcomes for 

clients (Hansen, 2004). This interest follows a visit in 2002 by Professor Linda Aiken, a 

key researcher in Magnet hospital studies. A Magnet advisory network (Magnet New 

Zealand) has been set up and research to measure attributes which promote a professional 

practice environment has recently been carried out in New Zealand hospital (Budge, 

Carryer & Wood, 2003) and community settings (Hansen, 2004). This also has the potential 

to impact positively on nurses working in innovative roles in primary health care nursing.

6.3.2 Outdated Nursing Image

The outdated image of nursing that is held by GPs and others in society limits the impact of 

all forces driving the development of innovative roles, particularly workforce 

reorganisation. It also negatively impacts on other restraining forces such as professional 

identity and tradition by eroding nurses’ confidence in their professional identity and
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slowing change from traditional practices and structures. There is the potential to reduce the 

impact of this force and the influence it has on other forces by changing attitudes of GPs, 

nurses and the general public. Strategies to minimise this force include: supporting 

professional behaviour of nurses in innovative roles, developing the professional 

confidence of nurses in innovative roles and by consulting and educating GPs about the NP 

role (see Figure 32).
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Figure 32. Strategies to minimise the impact of outdated nursing image

Professional Behaviour

One strategy to minimise the impact of outdated nursing image is to support nurses to 

behave in such a manner that a professional image is presented to the public and other
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health professionals. This will assist in changing the traditional image of the nurse to that of 

a collaborative partner working alongside GPs and other health professionals in the 

community. Hood and Leddy (2003) believe that nursing can effectively confront poor 

nursing image through a series of behaviours aimed at conveying a professional nursing 

image. These behaviours include direct communication with people supporting a distorted 

professional image. This should occur within the nursing group, health care team and 

influential groups in society. The concept of portraying professional behaviour is supported 

by Buresh and Gordon (2000) who believe that nurses must overcome their reluctance to 

use public communication skills and develop their ‘voice’. This will raise public awareness 

of the value of nursing in the public eye.

Professional Identity

Professional identity is influenced by nursing image. Nurses must develop insight into how 

their gender shapes their professional image and thus impacts on their professional identity. 

Having an understanding of the historical influences and the requirements of an emerging 

profession dominated by women can help nurses to confront poor nursing image (Hood & 

Leddy, 2003). Nursing is socially constructed in terms of gender and power (see discussion 

p.37). This encourages gender stereotypes in the public image of nursing. If nurses can 

develop confidence in their professional identity they will then portray confidence in their 

professional abilities. Promoting the professional identity of nurses assists in the challenge 

of nursing stereotypes, including those related to gender, thus enhancing nurses’ 

professional image (Hood & Leddy, 2003).

Consult and Education GPs

A further strategy is to educate and consult GPs at a local level to minimise the impact of 

poor nursing image and promote the introduction of and support for innovative roles. 

Nurses can do this at an individual level or at a local level between nursing and GP 

professional groups. GPs are an influential group in society with the potential to distort 

nursing image. Promoting innovative roles further by informing GPs about the NP role and 

its potential positioning in primary health care will reduce uncertainty and promote 

collaboration. The findings of the local research suggest that education on nurse
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prescribing, practice legalities, and possible funding and practice models should be 

included. Education and involvement of GPs can support change in GP practice (Greco & 

Eisenberg, 1993).

Progress towards Minimising the Restraining Force of Outdated Nursing Image

The involvement of GPs in this research will have already influenced the way GPs perceive 

the NP role, at the very least by making them consider the role in order to complete the 

questionnaire. It is not possible to gather information from stakeholders without 

introducing some change into their thinking (see p.4). Dissemination of the findings of the 

local research (Mackay, 2003b) and GP survey (Mackay, 2003c) will also have stimulated 

thinking about the NP role and other innovative roles.

There is also anecdotal evidence of change in GP and public perceptions towards nurses 

providing services independently from GP services. A growing acceptance and use of 

nurse-led clinics are evident in many GP practices across Northland (P. Crompton, personal 

communication, September 20, 2004).

6.3.3 Inadequate Education and Training

Inadequate education and training was a major barrier in the research into innovative role 

development including that of the NP role. Recent developments at a local and national 

level are supporting change in this area. Strategies to minimise this force include: accessing 

funding, developing mentor support, clarifying education pathways and developing 

collaboration between education providers.
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Figure 33. Strategies to minimise the impact of inadequate education & training

Development of a Mentor Network

A key strategy to minimise this force at a local and individual level is to support innovative 

roles through the development of a mentor network of peers, nurse educators and nurse 

leaders. Achieving personal self-development influences achievement of professional tasks, 

and mentors and peers can assist this development (Hood & Leddy, 2003). This mentor 

network will support nurses in innovative roles undertaking postgraduate education, in 

career planning and in accessing funding and the most appropriate education course to meet 

their individual needs and circumstances. A network of mentors to support nurses
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undertaking postgraduate study in Northland has been initiated through Auckland 

University (J. Hylton, personal communication, Oct 2, 2003).

Collaboration with Education Providers

At a local level, nurse leaders must work with education providers to promote access to a 

range of graduate and postgraduate courses to enable nurses in innovative roles to access 

education most appropriate to their level of practice. This will improve professional identity 

and nursing image and promote the effectiveness of the roles. The promotion of scholarship 

in nursing supports a more positive professional image (Hood & Leddy, 2003) and 

advanced education is necessary to maintain the growth and quality of advanced nursing 

practice (Styles, 1996).

Nurse leaders should work with education providers to develop ways of identifying and 

providing for ongoing training needs of nurses in innovative roles. Training requests 

identified in this study were in information technology / computers, research and specialist 

clinical skills. The findings on training and education needs in this research on innovative 

roles has been used at a local level by nurse leaders as a basis for further research on 

training needs within their areas. (J. Palmer, personal communication, November 20, 2003). 

At a national level a survey of rural nurses’ skills in NZ (Ross, 1999) also aided in 

development of a course to support advanced practice of nurses in rural areas. Feedback on 

a course informed by this research (Ross, 1999) has been asked for by the Clinical Training 

Agency in NZ (T. Gibling, personal communication, September 5, 2003). Collaborative 

alliances between education providers will also promote access by nurses at an individual 

level to postgraduate education which will be a key positive influence on innovative role 

development.

Support for Rural Nurses

Nurses in Northland work in a rural environment and their continuing education is 

influenced by geographical factors. Overseas experience has demonstrated that additional 

funding at a federal level to meet education needs of rural nurses supports nurses in 

continuing education (Hedman & Lazure, 1990). Nurse leaders and nurse educators must
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support nurses to access the additional funding for rural nurses that has just been made 

available at a national level in NZ. This funding is to support rural nurses to complete 

clinical Masters degrees and meet NP education requirements (see discussion p.166).

The development of flexible delivery systems by education providers to support rural 

nurses to access appropriate education would also be beneficial. Overseas experience has 

demonstrated that technologies such as audio and video conferencing (Connors, 1998; 

Fairbanks & Viens, 1995) and internet-based courses (Wambach et al, 1999) can abate 

some of the barriers to continuing education for rural nurses. With the advent of internet- 

based courses, potentially rural nurses can enrol in courses offered anywhere in the world 

as long as their clinical and academic support requirements can be met. Overseas 

experience has also demonstrated that collaboration between education providers may also 

be beneficial in reducing barriers for rural nurses (Vamell, Pollock, Klotz, Green & 

Sportman, 2002).

Progress towards Minimising the Restraining Force of Inadequate Education and

Training

At a national level, funding has been made available for nurses wishing to continue 

postgraduate studies in the area of primary health care (MOH [NZ], 2002c). This additional 

funding and that made available for NP education will positively support nurses towards 

gaining NP status and lessen the personal burden for nurses in innovative roles wishing to 

undertake further study. Since this local research was undertaken, nurses can now apply for 

recognition of prior learning through the Nursing Council of NZ and qualify to be accepted 

as a NP (Hughes & Carryer, 2002; MOH [NZ] 2002i). This is an alternative that allows 

experienced nurses without a Masters qualification to build a case for meeting the NP 

criteria based on prior education in their specialist areas. The additional funding made 

available for NP education (MOH [NZ] 2003b) may also positively support nurses towards 

gaining NP status. At a national level, support for career planning and postgraduate 

education is promoted through access to the frameworks for post-registration nursing 

education (Nursing Council of New Zealand, 2001a) and scopes of practice. This will 

alleviate confusion for individual nurses and for education providers.
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Collaborative alliances have been set up between the local tertiary education provider, 

Northland Polytechnic and two more distant universities. The first collaborative 

arrangement has enabled Auckland University to offer postgraduate courses utilising the 

Northland Polytechnic campus and staff. The second collaborative arrangement with 

Massey University supports a relationship between the two institutions. The two nursing 

departments have met to identify areas where collaboration can be promoted, including 

collaboration in research.

6.3.4 Slow Transition from Traditional Practices and Structures (Tradition)

It is apparent that, as long as GPs remain dominant in primary health care, we will continue 

to see slow change occurring and slow transition from traditional practices and structures 

will continue to limit driving forces and fortify other restraining forces. Directly capitating 

or funding nursing services and involving nurses in decision-making in PHOs will reduce 

the impact of this force (tradition) on innovative roles and the influence it has on other 

forces, such as an outdated nursing image. This will also promote responsiveness to local 

needs and improve health outcomes. Strategies to minimise the impact of this force include: 

capitation or direct funding of nursing services and nursing involvement in decision

making (see Figure 34).
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Figure 34. Strategies to minimise the impact of tradition

Direct Funding of Primary Health Care Nursing

Nurses must be directly funded at a local or individual level. Funding for emerging PHOs is 

still a mixture of capitation and fee-for-service arrangements and does not yet fully support 

direct payment of nursing services. This is a key barrier for innovative role development. 

The impact of funding was also discussed under driving forces (p.158). At a national level, 

the national alliance of professional nursing organisations also offers the potential for 

continuing change in policy and legislation, especially regarding direct resourcing of nurses 

in innovative roles (see discussion, p.35). Experience in the USA has demonstrated that the
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intervention of nursing interest groups was instrumental in changing legislation enabling 

direct Medicare payment of nurses in advanced nursing roles (Wong, 1999).

Nurse Representation in Organisational Decision Making

Nursing involvement in decision-making is essential to overcome the impact of slow 

transition from traditional practices and structures and promote positive change. The impact 

of nurses’ involvement in decision-making was also discussed previously under driving 

forces (see p.164). Addressing professional development needs of nurses and good 

leadership from senior nurses will also promote nurses’ involvement in decision-making 

around the funding and contracting of health services (Kaufman, 2002) which will in turn 

promote responsiveness to local needs and the development of innovative roles (see p.30). 

Nursing involvement will also aid in minimising competition, fragmentation and 

duplication between different nursing services to promote effectiveness of roles and the 

efficient use of resources.

Supporting an infrastructure in PHOs to promote nurses’ involvement in governance and 

decision-making is necessary. Structural empowerment of the work environment helps 

nurses to practise in a professional manner, thus promoting quality of care and positive 

organisational outcomes (Porter-O’Grady, 1996; Laschinger et al., 2003). Carryer (2004) 

reiterates the varying levels of representation of nurses in PHO governance in NZ. One of 

the main barriers to this is that the government is trying to merge private business into a 

not-for-profit organisation (Carryer, 2004). GPs who have managed the private business do 

not welcome nurses who do not contribute financially to the management of the business. 

Direct resourcing of nursing services and inclusion in policy and contracts of stipulations 

requiring nurse involvement in decision-making and governance are strategies for 

promoting change in this area.

Progress towards Minimising the Restraining Force of Slow Transition from

Traditional Practices and Structures

A major policy aim in developing PHOs was to ensure equitable, full representation from 

health professionals, including nursing, in decision-making (see p.33). It appears however,
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that this representation has not become a reality at a local level within PHOs, as nurses are 

not always involved in PHO governance (J. Yarwood, personal communication, April 19, 

2004). In Northland we have three major PHOs. In one PHO three nurses are represented 

on the governing committee whereas in the other two there is no specific nursing 

representation (J. Palmer, personal communication, June 10, 2004). At a national level a 

PHO taskforce has been appointed with multidisciplinary representation to advise on the 

future direction of PHOs. Nursing has representation on this committee (J. Carryer, 

personal communication, December 23, 2003). Change in this area appears to be an 

evolution rather than revolution (Carryer, 2003). Nurses must be vigilant and look for 

opportunities for action to expedite equitable representation from nursing.

6.4 Potential for Change within the NDHB

The previous section explored the potential for change and strategies for promoting the 

development of innovative roles under each force. Economics, political ideology and the 

Treaty of Waitangi will continue to be major influences on driving forces directed through 

policy and the contracting and funding process. Power issues as well as ingrained attitudes, 

customs and structures will continue to influence restraining forces and contain driving 

forces. All forces have the potential to be alleviated or potentiated by development of 

leadership at all levels of nursing. This will promote nursing involvement in decision

making, securing of funding, development of professional identity and image and 

professional support through leadership development and education.

Internationally there are similar themes emerging in other research on advanced nursing 

roles. The workforce issues and response to health need identified in this current research 

were also identified by Styles (1996) in a study on advanced nursing practice. The work of 

Styles has been developed further in an examination of the development of advanced 

practice roles in Brazil, Thailand, the UK and USA (Ketefian et al, 2001). The authors 

found that emerging patterns internationally were government influence through policy and 

finance and a focus on documentation of the effectiveness of advanced roles. These 

findings have many commonalities with the current research in the NDHB context.
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However, the Treaty of Waitangi and drive for equity for Maori are unique influences in 

NZ.

The mandate from policy identified in forces driving the development of innovative roles 

within the NDHB indicates that political ideology is a key influence on innovative role 

development. At an international level, the influence of policy was also found in a study on 

role change in nursing in the UK (Shewan and Read, 1999) and in a study on factors 

necessary for development of advanced practice roles in the USA (Styles, 1996). Kingdon 

(1995) also supports this view as he found that the health system in the USA was affected 

by political ideology much more than other national systems such as the transportation 

system. A report on primary health care nursing (Expert Advisory Group on Primary Health 

Care Nursing, 2002) recognises many of the barriers identified in restraining forces in this 

local research and a strategic plan to implement change addresses these.

The work of Kingdon (1995) suggests that, even with strong political and policy support, 

nurses will have to develop their leadership skills to advocate and to take advantage of 

opportunities at a local level as they occur. Unless they do so it is likely that GPs will 

continue to use their dominance to direct the process of funding and contracting of primary 

health care services within the NDHB. If this continues, opportunities to introduce and 

support innovative nursing roles to meet health need will be lost. Nurses must develop their 

political astuteness and be ready to influence decision-making at a national level, within 

their organisations, within the PHO structures and within the NDHB. This requires the 

development of leadership at all levels. A strong regional nurse leader network, 

development of individual nurses’ leadership and research competencies, development of 

education opportunities and support from strong leadership at a national level will reduce 

restraining forces and positively influence the future introduction and support of innovative 

roles. There will be less tension evident between stakeholders or within stakeholder groups 

when restraining forces are reduced (see p.4).
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Leadership has been identified as a key issue throughout this research project. The 

following section demonstrates that one nurse can make a difference at an individual level 

in her field of influence.

6.5 The Circle of Influence

I am a nursing lecturer with a passion for primary health care nursing and I saw the 

potential for development of innovative nursing roles. A major motive for completing this 

practically focused doctorate was to comprehend forces in order to be in a position to 

influence future development of these roles (see p.xvi). I have achieved this understanding 

using Force Field Analysis. A description of driving and restraining forces derived from the 

literature and the research were presented in Chapter Five. Individual leadership has 

influenced change. The empirical knowledge of how forces can be either positive driving 

forces or negative restraining forces has been actively employed to influence the positive 

development of innovative roles. This has been achieved by affecting change within my 

circle of influence as this project unfolded. Antrobus and Kitson (1999) support the stance 

that nurses can exhibit leadership within their circle of influence regardless of the domain 

in which they work. Van Maurik (1997) also supports this through the view that leadership 

relates to what you ‘do’ rather than what you ‘are’. It is also “something you choose to do 

through a process of action and self-discovery” (Van Maurik, 1997, p.2).

My journey of action and self-discovery involved using Force Field Analysis to promote 

understanding of forces and to raise political awareness (see p.xvi). My ‘doing’ leadership 

to promote the development of innovative roles had influence at an individual, local and 

national level and involved the following. Firstly, I included key stakeholders in the local 

research (see p.4). Secondly, two articles, one on nursing leadership development in 

primary health care (Mackay, 2002) and one on GPs’ perceptions of the NP role (Mackay, 

2003c) were published with the aim of informing key stakeholders and promoting further 

change. This also had the added effect of disseminating some of the findings to other nurses 

and GPs. Thirdly, the results of the research and associated recommendations for action 

were conveyed to nurse leaders, Northland Polytechnic (Mackay 2003a), Northland
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Polytechnic undergraduate nursing students, Auckland University postgraduate nursing 

students and to the NDHB (Mackay, 2003b). The purpose was to disseminate the findings 

of the research and promote further change. Fourthly, the leadership article has been 

included in readings for postgraduate nursing students at Massey University and Auckland 

University, and the Bachelor of Nursing curriculum at Northland Polytechnic has been 

developed to include two distinct primary health care modules supported by the research 

findings. The aim is to promote primary health care and support nursing students to 

consider the wider context of primary health care nursing, including that of innovative 

roles.

The contribution this research has made to raise the awareness of stakeholders to the 

context of innovative role development within the NDHB is supported by a number of 

letters and emails. These were received following dissemination of the findings of the 

research. This raised awareness has and will be used to support the development of 

innovative roles in primary health care at a local level in the NDHB.

The Practice Nurse Manager (P. Crompton, personal communication, June 24, 2003) of a 

large rural medical centre advises in a letter:

The report provides very useful information for nursing leaders such as myself when 

planning the provision of nursing services. The extensive nature of the report 

includes both nursing and GP views. I found the GP views in particular useful for 

planning future ‘nurse led’ primary health care initiatives for our Practice Nurse 

Service. It has long been my aim to support our medical service with highly trained 

nurses to help meet the deficit of GPs working in our practice. You have outlined 

the reasons that this has been almost impossible to achieve in the traditional health 

environment.

The Clinical Leader of the Public Health Unit advises in a letter that the results of the 

research on innovative roles has been “inspiring, encouraging and uplifting...this 

contribution to primary health care nursing is valued by many, especially in this time of
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great opportunity as we all strive to make the primary health care strategy plan a reality” 

(K. Bowmar, personal communication, July 3, 2003).

The previous Director of Nursing, Primary Health Care within the NDHB advises in a 

letter:

Your findings have reinforced key national themes from a regional perspective, 

and there is certainly potential for these findings to provide a foundation for 

workforce and role development. I particularly found your analysis of GP 

attitudes towards the NP development of interest...your findings will provide 

useful background information to help inform and guide the process in 

discussions concerning NP development across the region (L. Gallaher, July 9, 

2003).

The article published on nursing leadership early in my research project has also been 

useful for nurses in postgraduate education in primary health care and rehabilitation nursing 

(J. Clendon, personal communication, March 26, 2004). One nurse completing a leadership 

and management postgraduate course through Auckland University approached me and 

commented that it was great to have an article on nursing leadership which was relevant 

and useful (C. Steele, personal communication, May 5, 2004).

I have also had an influence at a national and international level. The Chairperson of the 

Nursing Council of New Zealand advised in an email that she was very impressed by the 

GP research article and that “it is very interesting and makes a very useful contribution to 

the current debate about the integration of NPs into the health workforce” (Dr A. 

Huntington, personal communication, April 11, 2003). A request for details on the research 

has also come from Jacksonville, Florida as nurses there plan to carry out further research 

on the NP role in their area (R. Vallish, personal communication, February 6, 2004).

This chapter examined the change potential of each force and outlined the strategies and 

activities that can be or have been undertaken to influence positive development of 

innovative roles within the NDHB. Leadership at all levels emerged as a key approach
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which would support the implementation of strategies to maximise driving forces and to 

minimise restraining forces. Discussion of my leadership within my circle of influence 

demonstrated that one nurse can make a difference and that I have achieved my original 

objective. This was to develop an understanding of the context of the development of 

innovative roles in primary health care nursing in the NDHB so that I could be in a position 

to positively influence future development.

In this research Force Field Analysis was used as a way of organising and analysing the 

influencing factors on the development of innovative roles in primary health care nursing. 

A discussion regarding the usefulness of Force Field Analysis as an approach underpinning 

this research portfolio is presented in the following final chapter.
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CHAPTER 7: FORCE FIELD ANALYSIS - AN ANALYTICAL

TOOL FOR AN APPLIED RESEARCH PROJECT

This final chapter examines the value of Force Field Analysis as an approach to research. 

Also discussed are the weaknesses and strengths of the research and suggested areas for 

future research. This chapter concludes with a summary of this research project.

7.1 Force Field Analysis as a Research Process

The identification of driving and restraining forces (Force Field Analysis) has informed the 

examination of change potential and of strategies to promote planned change. The basic 

assumption underpinning the approach to this portfolio was that the use of Force Field 

Analysis would be valuable in the ‘unfreezing’ stage of the change process and 

subsequently provide a platform from which the next stage of ‘moving’ could be planned. 

Force Field Analysis has been identified as part of the ‘unfreezing' stage of the change 

process in which the requirement for change becomes apparent. Restraining and driving 

forces are identified and activities initiated to influence forces driving or restraining 

change.

The use of Force Field Analysis facilitates a range of outcomes and is useful to review 

literature, policy, to aid research or to integrate views of a group of people (see discussion 

p.8). This current research has affirmed the utility of Force Field Analysis. The continued 

application of this tool over the time the work in the research portfolio was undertaken has 

been valuable in supporting planned change toward positive development of innovative 

roles as well as in raising my political awareness (see p.8). This enhanced awareness 

enabled conclusions to be made about change potential and strategies for action to be 

developed to promote positive change.
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As identified earlier (see p.8) a criticism of Force Field Analysis is that a truly empirical 

quantification of the strength of forces is not possible. However, I found from this research 

that it was not necessary to quantify forces. I found that the process of applying Force 

Field Analysis enabled me to identify and describe forces in a way that promoted 

understanding without quantification. This understanding fostered the development of the 

final strategies on which to build planned change.

The four steps proposed by Miller (1986) were initially used as a guide to implement the 

Force Field Analysis (see p.9). The first three steps determined the problem and the worst 

and best outcomes (Chapter One). The fourth step identified and listed the forces that drive 

or restrain innovative roles and presented them graphically. The fourth step was in two 

stages: an initial analysis (Chapter Two) and a subsequent analysis of the local research 

(Chapter Five). A juxtaposition of the two analyses was also made in Chapter Five to 

highlight the changes to forces evident at a local level within the NDHB in comparison to 

those identified in the initial analysis of the literature.

Miller felt that completion of these four steps then stimulated thinking about solutions 

aimed at strengthening driving forces, weakening restraining forces or adding new positive 

forces (see discussion, p.6). This was certainly true in the application of Force Field 

Analysis in this current research. The breakdown of the fourth step of the analysis into 

stages also supports the integration of international, national and regional influences and 

the perceptions of key stakeholders. Continued application of step four promotes a deeper 

level of understanding (see p.9).

However, near the completion of the research portfolio, it became apparent that an 

examination of strategies for planned change would be a useful addition to the steps of the 

analysis. This fifth step would summarise change potential and explore strategies for 

planned change. This would allow a full assimilation of the ‘unfreezing’ stage of change 

into the Force Field Analysis. Johnson and Webber (2001) suggest that the ‘unfreezing’ 

stage of change involves identification of restraining and driving forces as well as the 

initiation of activities to influence forces driving or restraining change. The inclusion of a
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further step is also supported by Nicholas (1989), who suggests that judgement of the 

strength, ranking and solvability of forces, as well as the development of actions to reduce 

restraining forces or increase driving forces, are part of a Force Field Analysis.

It is suggested that the steps outlined by Miller (1986) could be modified in the following 

way.

Step One. State the problem.

Step Two. State the worst scenario.

Step Three. State the best scenario.

Step Four. List the forces.

Stage One. Present an initial Force Field Analysis from review of policy, research 

and literature.

Stage Two. Present a Force Field Analysis of findings from research with key 

stakeholders.

Stage Three. Present a juxtaposition comparing findings from the analysis of the 

research with key stakeholders with the initial analysis of literature.

Step Five. Present an examination of change potential and explore strategies to support 

planned change with key stakeholders.

The analytical tool of Force Field Analysis offers a practical approach to identifying the 

major forces driving and restraining a chosen area for development (Steps One-Four), 

identify the potential for planned change and identify strategies to support planned change 

from key stakeholders (Step Five).

The development of graphic representations from the first analysis, through to the 

subsequent analysis, and the sequential representation as each of the forces was discussed 

in chapters, Two, Five and Six, helped to understand and build a visual picture of the forces 

influencing innovative role development. The inclusion of strategies in the graphic 

representation in Chapter Six also gave a visual overview of the impact of strategies on 

forces.
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The addition of levels of influence within the discussion on strategies and activities 

provided a framework for viewing the impact of these at different levels. These levels were: 

at the level of the individual, at a local level within the NDHB and at a national level within 

New Zealand.

There are a number of considerations which must be taken into account in applying the 

findings of this research in the local and national context and in extending research in other 

areas. These are discussed in the following section.

7.2 Research Considerations

The intention of this research portfolio was not to generalise results to the wider context of 

innovative roles. The structure and outcomes of this research portfolio provide valuable 

information on which to base strategies to implement planned change to influence forces 

driving or restraining the development of innovative roles, including the NP within the 

NDHB. Not withstanding the local nature of the research, there are lessons to be learned for 

other regions of New Zealand about influences on the development of innovative roles in 

the NDHB. There is also clear evidence from this research to inform the international 

literature of the unique influence of the Treaty of Waitangi and the drive for equity for 

Maori in the NZ context. The exploratory nature of the research and the sampling methods 

used had the potential to introduce some bias to the research; for example, the self-reported 

information on education qualifications must be read with caution. The Nursing Council of 

New Zealand found there was confusion over the differences between graduate post

registration and postgraduate qualifications (Nursing Council of New Zealand, 2000a), an 

issue confirmed by this research. However, triangulation of method enabled a picture of the 

development (introduction and support) of innovative roles within the NDHB to emerge. 

The application of Force Field Analysis was also a strength, in that it enabled a progressive 

and deepening understanding of forces as the portfolio work was undertaken and 

completed.
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One consideration in the use of Force Field Analysis is that the timeframe for research 

utilising this approach be kept as short as practicable. The rate of change in current health 

care has the potential to overtake this type of research. Therefore the findings need to be 

disseminated as soon as possible to positively influence the level of development for the 

identified problem, which is what occurred here. The findings were publicised in 2003 and 

I gave presentations on the findings in 2003 (see discussion on p. 183).

Further research should be undertaken on specific innovative roles, including NP roles, as 

these are developed. This should include process and outcome evaluation of the 

effectiveness of roles. The factors already identified as influencing nursing effectiveness 

and nurses’ job satisfaction in this research would benefit from further consideration and 

development, including a comparison of differences between Maori Health Provider and 

other primary health care organisations. Further research is also required to inform future 

application of Force Field Analysis as an analytic tool in applied research in which the aim 

is to influence social change. Research on the influence of Kaupapa Maori support within 

Maori Health Provider organisations on nurse effectiveness would also be beneficial.

7.3 Summary and Future Directions

The aim of this research portfolio was to identify and describe the forces driving and 

restraining the development of innovative roles, including the NP role, in primary health 

care nursing. In Chapter One, an initial Force Field Analysis of research, literature and 

policy identified driving and restraining forces. A final analysis in Chapter Five integrated 

the findings of local research with key stakeholders and in Chapter Six the change potential 

and actions required to implement planned change were examined. It was identified that 

driving forces reflected international trends and were influenced very much by economics 

and a political imperative to reconfigure health care services towards a primary health 

focus. The Treaty of Waitangi was also a key influence.

Driving forces, namely drives towards: cost-effective, evidence-based health care; equity 

for Maori (including appropriateness and accessibility of primary health care services);
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response to local needs and health inequality and workforce reorganisation will continue to 

be strong drivers and had the greatest impact on the development of new roles. Political 

pressure will continue to be a major influence directed through the development of policy 

and the contracting and funding process in the NDHB, PHOs and primary care 

organisations in Northland.

The major forces restraining the development of innovative roles were: an outdated nursing 

image; poor professional identity; inadequate education and training; and slow transition 

from traditional practices and structures. There were power issues at play and ingrained 

attitudes, customs and structures that either directly opposed driving forces or acted as 

restraining forces. The greatest impact of these was on lack of support of nurses in 

innovative roles. The development of leadership at all levels is necessary to reduce these 

restraining forces. A strong regional nurse leader network, development of individual 

nurses’ leadership competencies, development of education opportunities and support from 

strong leadership at a national level has the potential to have the greatest positive influence 

on the future introduction and support of innovative roles. Nurses must be ready to 

influence decision-making at all levels within the NDHB to take advantage of opportunities 

as they arise. This information on forces driving and restraining innovative primary health 

care nursing roles, including the NP role within the NDHB and the associated strategies, 

has and will inform the ‘moving’ and ‘refreezing’ cycles of the change process for those 

who wish to support further development.

Reports resulting from this research portfolio have been put forward to the NDHB (regional 

health funding organisation) and Northland Polytechnic (regional tertiary education 

provider) (Mackay, 2003b). A presentation has also been made to nurse leaders from 

organisations across the NDHB (Mackay, 2003a). Progressive work on leadership in 

primary health care nursing resulted in publication of an article in Nursing Praxis in New 

Zealand entitled Leadership development: supporting nursing in a changing primary health 

care environment (Mackay, 2002) (see Appendix A). An outcome of the research 

component was an article published in the New Zealand Medical Journal entitled General

193



Force Field Analysis - An Analytical Tool for an Applied Research Project

Practitioners’ perceptions towards the Nurse Practitioner role: an exploratory study 

(Mackay, 2003c) (see Appendix B).

This research did achieve the initial aim, which was to understand the context of innovative 

role development in primary health care nursing within the NDHB to be in a position to 

influence future development. Leadership is the key in taking this understanding further to 

action. This has happened in part already. Additional change requires further leadership. 

Leadership at all levels is the key to seizing the opportunities that driving forces offer and 

to introducing strategies to minimise restraining forces. As this research project 

demonstrates, one nurse can make a difference. We must all exert leadership in our circle of 

influence to promote the positive development of innovative roles in primary health care 

nursing and so promote health outcomes in our local communities.
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Abstract

New organisations to provide primary health care in New Zealand are evolving in 
response to changes in policy, funding and contracting arrangements. The premise 
of this paper is that involvement of nurses in the decision-making of health 
organisations is essential to maximise the contribution of nurses and thereby 
promote positive client outcomes. It is argued that development of key leadership 
skills will enable nurses to become more critically aware of underlying power 
structures in the health system and to move towards being acknowledged as 
interdependent health professionals in the Primary Health Organisations (PHOs). 
The particular competencies discussed are those proposed by Van Maurik (1997) 
namely ability to understand and manage organisational politics, work facilitatively 
with people and circumstances, and build a feeling of purpose.

Key Words: Nursing leadership, primary health care nursing, resourcing, primary 
health organisations.

Introduction

The health reforms in New Zealand, 
from the 1980s onwards, introduced 
a competitive, free market model, 
which resulted in a fragmented 
approach to nursing leadership and 
decreased nursing involvement in 
decision making (Ministry of Health, 
1998). There is now a move away from 
competition towards collaboration to 
promote health (King, 2001). 
Emphasis on leadership competencies 
will assist nurses to develop the skills 
required to regain ground and take 
their place as equal and valued health 
professionals, working inter
dependently with other members of

the primary health team in the 
forthcoming Primary Health 
Organisations (PHOs). While other 
health professional groups also face 
leadership issues, nurses represent 
the largest workforce in health 
(Ministry of Health, 1998) and 
therefore have the greatest potential 
for improving health outcomes.

This paper first presents a brief 
background to the changes in primary 
health care in New Zealand. The 
current context is outlined and the

Mackay, B. J. (2002). Leadership development: 
Supporting nursing in a changing primary health 
care environment. Nursing Praxis in New Zealand, 
18(2), 24-32.
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importance of developing nursing 
leadership identified. Three key 
competencies put forward by Van 
Maurik (1997) on the basis of his 
research are presented here as a way 
of developing individual nursing 
leadership in PHOs. Leadership in 
this context is not so much about 
leading other nurses or health 
professionals, but rather about 
developing the skills or competencies 
that will enable nurses to actively 
contribute and have equal say in 
decision making, thereby helping to 
shape how PHOs will function. These 
competencies are underpinned by a 
definition of leadership that focuses 
on the individual:

Leadership is something you do 
rather than something you are. It 
is the ability to bring out a number 
of talents in yourself and to 
operate effectively through other 
people, making them gladly accept 
your goals while still having the 
freedom to do things their way. A 
good leader therefore understands 
and meets people’s positive 
expectations of how they wish to 
be led. Becoming a good leader is 
something you choose to do 
through a process of action and 
self-discovery (Van Maurik, 1997, 
p. 2).

The key competencies which 
incorporate these qualities are the 
ability to: understand and manage 
organisational politics; facilitate both 
people and circumstances; and build 
a feeling of purpose.

Background

The development of primary health 
care nursing is seen as crucial to the 
implementation of the Primary Health 
Care Strategy (King, 2001). What is 
envisioned in this strategy is that a 
range of health professionals working 
collaboratively to provide primary 
health care will reduce inequalities in 
health (King). District Health Boards 
(DHBs) have been given the 
responsibility for assessment and 
management of resources and 
services to meet local needs by setting 
up and funding PHOs. Collaboration 
amongst health professionals and 
health providers, rather than 
competition, is now encouraged. Each 
PHO will be a local structure where 
primary health providers will work 
together to deliver services to meet the 
needs of a defined group of people. 
Requirements for PHOs include 
having consumer representation in 
governance as well as that from a 
range of health providers. PHOs must 
also be non-profit making 
organisations and be accountable for 
public funds (King). Many primary 
care organisations, most of which 
provide some form of nursing service, 
may amalgamate to develop a single 
PHO.

PHOs are different from Independent 
Practice Associations (IPAs) which are 
predominantly umbrella organi
sations for General Practice services 
(Malcolm, Wright, & Barnett, 1999). 
Primary health care refers to the 
provision of a comprehensive range of 
health care services to promote health 
and differs from primary care, which 
refers only to the first level of care 
(McMurray, 1998). PHOs will be made
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up of a range of health providers 
delivering comprehensive primary 
health care (Ministry of Health, 2002). 
Currently nursing leadership in 
primary health care in New Zealand 
is fragmented and devolved to 
individual primary health care 
providers or individual nurses. 
However, there is evidence that this 
situation is changing as District 
Health Boards recognise the need for 
nursing leadership at all levels. For 
example, the Northland District 
Health Board has recently appointed 
a Director of Nursing for Primary 
Health Care and a network of nursing 
managers across Northland has been 
established. The Northland District 
Health Board (2001) identifies the 
future need at PHO level to support 
an integrated approach for nursing 
services in order to reduce 
fragmentation, deploy resources more 
effectively, encourage collaboration 
and utilise appropriate nursing roles 
to best meet the needs of the defined 
population. Nurses must be involved 
in the decisions made at this level of 
planning. The Report of the 
Ministerial Taskforce on Nursing 
(Ministry of Health, 1998) identified 
that if nurses are not involved in 
decision-making with respect to 
services and resources then they will 
not be able to maximise their 
contribution to health services and 
consequently will be unable to 
promote positive health outcomes for 
clients (Ministry of Health, 1998). 
Nurses generally have more contact 
with clients than do other health 
professionals and according to 
Andrews-Evan (1997) they are seen 
by clients as being the most 
approachable. They hear first hand 
what clients think of current services

and what they want for future 
services. As the organisational 
change towards PHOs occurs there is 
a need, within these organisations, to 
have individual nurses who are 
critically aware of underlying power 
and structural issues and the service 
needs of their client group. Nurses 
must be ready to contribute to the 
development of PHO structures and 
take advantage of opportunities for 
involvement in decision-making. An 
anticipated outcome of individual 
leadership development in nursing is 
enhanced quality of client care 
achieved by aligning individual 
objectives with professional and 
organisation objectives (Benton, 
1997).

Leadership competencies

Over time the concept of leadership 
has been modified in response to the 
changing environmental context of 
organisations. Van Maurik’s (1997) 
concept of individual leadership 
development supports a view of 
leadership in which all nurses can 
develop their leadership potential, 
whatever their academic preparation, 
organisational position or skill level. 
This is a stance supported by 
Antrobus and Kitson (1999) who 
assert that nursing leadership can 
occur in the political, executive, 
academic or clinical domains and that 
nurses can affect their circle of 
influence in whichever domain they 
are working.

In the following section Van Maurik’s 
suggested competencies (previously 
outlined in the Introduction) will be 
discussed more fully under the 
headings of politics, process and
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purpose. These are the terms which 
he uses to summarise the three key 
areas of leadership skills which were 
identified from the research.

Politics
Van Maurik (1997) argues that politics 
or the ability to understand and 
manage organisational politics, is a 
key competency required from future 
leaders. Current primary health 
services focus on medical services to 
the detriment of other health services 
and client outcomes. Nurses in 
primary care are often not involved in 
decision-making about the nursing 
services they deliver (Dowswell, 
Wilkin, & Banks-Smith, (2002). A 
research study on teamwork in 
primary care (Wiles & Robison, 1994) 
supports the claim that nurses are not 
viewed as equal members in primary 
health care teams and therefore 
continue to work from a position of 
unequal status. The General 
Practitioner (GP) is seen as the leader. 
The research demonstrated that this 
is a view influenced by the traditional 
power and status, legal 
responsibilities and funding status 
allocated to medicine in primary care 
(Wiles & Robison). A change in status 
can only be achieved by power re
allocation through change in 
organisational structure and 
attitudes.

Empowerment for nurses is only likely 
to occur if the structure of the 
organisation supports this change 
(Porter-O’Grady, 1996). One way of 
achieving this redistribution of power 
is by directly funding PHOs for 
nursing services through population 
based funding, rather than indirectly 
by funding GPs, as is the current

situation with practice nurse services. 
The possibility is also there for nurses 
to become independent business 
persons in the provision of primary 
health services by contracting with 
PHOs. The challenge of providing 
nurses with a more independent 
status in primary health care is one 
that PHOs face (Malcolm et al., 1999; 
Ministry of Health, 1998). Structural 
changes are planned for the new 
PHOs to promote representation from 
all health professionals, a move which 
will work towards addressing this 
power imbalance. It is important that 
nurses know what the political, social 
and economic forces are if they are to 
take their place as valued health 
professionals and be resourced 
accordingly. Van Maurik (1997, 
p.168) states “you have to know how 
to play the game in order to appreciate 
the ‘games’ that may be played against 
you - and to take counter measures 
where appropriate ... in an ethical 
way”. Nurses who develop this skill 
will be able to facilitate a place for 
nursing in decision-making and 
thereby promote positive client 
outcomes.

A consistent, concerted effort by 
nursing organisations in New Zealand 
is required to gather the expertise and 
the power required to effect change 
at a political level and influence 
funding and contracting. Antrobus 
and Kitson, previously cited, 
recommend that a national 
collaborative approach can provide 
the support required for change at a 
political level. This approach in New 
Zealand is starting to occur. 
Professional nursing organisations 
have formed an alliance for the 
purpose of working with the
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government on policy matters 
(Ministry of Health, 2001a). Another 
recent example of a national 
collaborative approach is the work on 
identifying a scope of practice for 
primary health care nurses (Ministry 
of Health, 2001b). Collaboration at 
this national level is required to lobby 
for changes in funding and legislation 
to ensure equitable support and 
resources for nurses as equal partners 
in primary health teams.

Nurses themselves must work to 
change their own perceptions of 
nursing leadership by uncovering the 
existing values and beliefs that restrict 
their ability to work interdependently 
in the primary health care team. 
Antrobus and Kitson (1999) suggest 
that only by examining and 
acknowledging the contextual and 
cultural factors that restrain nursing 
leadership can nurses effect change. 
Changing attitudes of nurses and 
other health professionals may be 
difficult in the face of ingrained beliefs 
such as that medical members of the 
team have, of right, more authority 
than other members. The change will 
be difficult to achieve if GPs continue 
to have a monetary controlling 
interest in PHOs. Financial power 
often confers authority. Changing 
attitudes will require that nurses 
build and portray confidence in their 
own professional status.

Process
Another key competency of leadership 
is the ability to work facilitatively with 
people and circumstances, what Van 
Maurik (1997) terms ‘process’. This 
competency must be viewed alongside 
a critical awareness of the broader 
political and structural issues. A

focus on process in future PHOs 
presumes that the current power 
imbalance between medicine and 
other professions will be redressed by 
changes in organisational structure 
and resource allocation.

It is now a commonly expressed view 
that facilitation of processes is one of 
the main hallmarks of effective 
leadership (Porter-O’Grady, 1997; Van 
Maurik, 1997). Process in terms of 
nursing leadership in PHOs will 
involve the ability to work 
interdependently with other health 
professionals in the team, sharing 
responsibility and accountability for 
the outcomes of the organisation in a 
continually changing environment. 
Teamwork and partnership are the 
key features of modern integrated 
organisations (Evan, Aubry, Hawkins, 
Curley, & Porter-O’Grady, 1995; 
Porter-O’Grady, 1999) with an 
increasing expectation in health-care 
for people to work interdependently 
(Porter-O’Grady, 1996). PHOs are no 
exception. The government requires 
health professionals in PHOs to work 
interdependently and all professionals 
as well as consumers to be 
represented in governance (King, 
2001).

Shared leadership requires a nurse 
who is able to develop a range of 
facilitative styles to work effectively 
with other members of the primary 
health care team. Depending on the 
team input and the outcome required, 
the nurse must provide differing levels 
of input and intervention to group 
process, direction, opinions and the 
provision of information (Van Maurik, 
1997). Nurses have contact with most 
health professionals in the team, are
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likely to spend the most time with 
clients and often co-ordinate client 
care. Therefore it is important that 
they develop these crucial skills.

The development of partnerships and 
shared leadership in PHOs may be 
hindered by ambiguity of individual 
professional roles as changes in policy 
and funding promote the facility for 
nurses to have their own client base. 
This will result in a change in the scope 
of practice for nurses such as that 
envisaged for Nurse Practitioners. GPs 
and nurses will need to redefine their 
individual roles in order to clarify new 
professional roles and ways of working 
interdependently. Porter-O’Grady 
(1996) contends that recognition and 
application of power in decision-making 
is only possible if the roles and 
expectations of all individuals in an 
organisation are clear. To achieve the 
necessary support from all members of 
the team processes need to be set up 
to assist clarification of individual roles.

The development of shared meaning 
between health professionals is one way 
of fostering the interdependence 
required in PHOs. A shared language 
is likely to promote more effective 
communication. Nurses as leaders 
have to be able to perform this 
translation role so that management 
and clinical nursing ideologies, and 
other professional ideologies in PHOs 
can link and work together. Antrobus 
and Kitson (1999) propose that shared 
meaning and effective communication 
can be developed through a focus on 
quality and client outcomes. They go 
on to say that this shared language also 
has the effect of making nursing more 
visible. Increased power and influence 
in the organisation is likely to follow 
from greater visibility.

Purpose
A third key competency of leadership 
includes the ability to build a feeling 
of purpose (Van Maurik, 1997). 
Purpose is defined by Van Maurik 
(p.173) as “the act of consciously 
applying motivated strengths and 
resources to projects and people that 
move us and in which we believe”. A 
common vision is an essential 
component of shared purpose. 
Nurses in primary health care, in 
developing their leadership skills, can 
support the development of a common 
vision for the organisation and work 
with other nurses to develop a vision 
for primary health care nursing in 
New Zealand. By focusing on the 
primary health care system as 
integrated care providers will be forced 
to develop partnerships and 
horizontal links between their 
organisations. A common purpose 
will be necessary. It can be argued 
that nurses are ideally placed to 
facilitate and manage tensions that 
may arise between stakeholders in 
PHOs, and to facilitate the support of 
a common vision. Vision involves a 
clear mission and clear goals, 
incorporating core values and shared 
beliefs (Coluccio & Havlick, 1998). 
Beckham (1994) also adds that vision 
involves fitting the needs and desires 
of your customers with the 
organisation’s abilities. Porter- 
O’Grady (1996) believes that 
stakeholders at all levels need to be 
involved in forming a collective vision.

In PHOs it will be necessary for all 
health professionals and nurses, 
consumers representatives and other 
stakeholders to become involved in 
developing the vision for the 
organisation.
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The speed and magnitude of changes 
in the primary health care field make 
it difficult for nurses to achieve a clear 
sense of what the ‘reality’ is for the 
future of nursing. Nurses in PHOs 
may look to nursing leaders nation
ally for leadership and a vision of pos
sibilities for themselves as nurses. 
Many position and discussion papers 
have been commissioned or developed 
by the Ministry of Health and other 
national organisations to develop and 
articulate the future of health and 
nursing in New Zealand (College of 
Nurses (Aotearoa) New Zealand, 2000; 
Jacobs, 1998; King, 2000; King, 2001; 
Litchfield, 1998; Malcolm et al., 1999; 
Ministry of Health, 1998; Nursing 
Council of New Zealand, 2000; Nurs
ing Council of New Zealand, 2001). 
Professional groups, educators and 
nurse leaders all have a role to play 
in ensuring that nurses are aware of 
these papers. They provide a picture 
of what is possible for nursing. Indi
vidual nurses must also be responsi
ble for promoting the profession of 
nursing in primary care. Ellis and 
Hartley (2000) assert that nurses 
must accept responsibility for leader
ship and for participating at all levels 
of nursing.

Conclusion

Primary Health Organisations are 
being developed to provide a 
comprehensive range of health 
services to their enrolled populations. 
In this paper it has been argued that 
the development of primary health 
care nursing is critical if these 
organisations are to best meet the 
needs of their clients. Attention to key 
competences, namely ability to 
understand and manage 
organisational politics, to facilitate 
people and circumstances and to 
build a feeling of purpose are the 
means by which nurses can develop 
their individual leadership potential. 
By concentrating on these key 
competencies nurses will become 
more critically aware of the underlying 
power and social structures within the 
health system. At the same time they 
will also gain the skills needed to work 
constructively towards changing the 
latter situation and promote a climate 
which maximises their opportunity for 
participation in decision making. The 
future of nursing in PHOs presents 
opportunity and rewards to nurses 
who dare to take up the challenge to 
develop their individual leadership 
potential.
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Abstract
Aims To explore perceptions of general practitioners (GPs) in the Northland District 
Health Board (NDHB) regarding the nurse practitioner (NP) role, identifying their 
knowledge of and perceived problems with that role, and their experience of nurses in 
advanced practice.

Methods A purposive sample of all 108 GPs in NDHB were surveyed. Fifty replied, 
representing a response rate of 46.3%.

Results GPs favourably viewed NP functions traditionally associated with nursing, 
such as health teaching, home visiting, obtaining health histories, and taking part in 
evaluation of care, but less favourably viewed those functions associated with 
medicine, such as prescribing, ordering laboratory tests, and physical assessment. 
While expecting few problems with patient acceptance, the GPs felt that funding and 
doctors’ acceptance would be problematic. Most GPs indicated they have knowledge 
of the NP role and have experienced working with a nurse in advanced practice, but 
some uncertainty and lack of knowledge about the NP role was evident.

Conclusions More education and discussion with Northland GPs is needed to ensure 
they are fully informed about the NP role and its potential positioning in primary 
healthcare, to reduce uncertainty, minimise role confusion and promote collaboration 
between GPs and NPs.

This study forms part of a larger research project on forces influencing the 
development of innovative roles in primary healthcare nursing in the Northland 
District Health Board (NDHB) of New Zealand. The New Zealand Primary Health 
Care Strategy sees primary healthcare nursing as crucial to the implementation of the 
strategy.1

The nurse practitioner (NP) role, which originated in the United States (US), is now 
recognised as an enhanced nursing role working in partnership with clients, rather 
than just an extended nursing role with delegated medical tasks.2 A recent systematic 
review of research comparing nurse practitioners and doctors at first point of contact 
in primary care, demonstrates a higher level of client satisfaction with care provided 
by an NP than that provided by a doctor, with no difference in client health outcomes. 
However, it was found that NPs had longer consultations with clients and it was not 
possible to carry out an economic analysis of differences in costs.3 The authors 
concluded that increasing access to NPs can promote high-quality care and client 
satisfaction in the primary healthcare context.3

General practitioner (GP) attitudes towards advanced roles for primary healthcare 
nurses appear to be changing. US research found that 49% of physicians were willing 
to hire an NP and 47% were favourable towards the concept of an NP.4 A later study
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URL: http://www.nzma.org.nz/joumal/! 16-1170/356/

Page 1 of 8
© NZMA



demonstrated that the more knowledgeable a physician is about the NP role, the more 
receptive the physician is to hiring an NP.5 Research in the UK shows that GPs are 
prepared to delegate to practice nurses in an extended role as well as to NPs.6 
However, a US study on the perceptions of physicians towards NPs found that most 
doctors believe nurses should work under the direct supervision of doctors rather than 
in an independently collaborative manner.7 These findings have implications for the 
introduction of the NP role in New Zealand. The inability of nurses in New Zealand to 
treat, prescribe and order laboratory and diagnostic tests independently has been 
identified as a barrier to timely, accessible and cost-effective healthcare.8 The 
Ministry of Health proposes that NPs will work in independent practice or in 
collaborative care delivery models with GPs.9 As key stakeholders in the delivery of 
primary healthcare services in Northland, GPs have the potential to influence the 
development and introduction of NP roles. It is essential that the perceptions and 
concerns of GPs are identified to highlight areas of potential conflict or 
misunderstanding. The aim of the research was to explore perceptions of GPs in the 
NDHB regarding the NP role, and to identify their knowledge of and perceived 
problems with that role, and their experience of nurses in advanced practice.

Methods
A survey was adapted from the ‘Survey of General Practice Physicians’ Opinions Concerning the 
Family Nurse Practitioner’ developed by Radke.10 Questions assessed GPs’ perception of role 
functions, potential problems with utilising an NP, and GPs’ source of knowledge of the NP role. As 
the NP role is only just being introduced to New Zealand, GPs were asked about their experience of 
nurses who utilise ‘advanced knowledge and skills within a specialist scope of practice.’ The final 
questions asked GPs for information on their demographics, organisation and funding, as well as their 
perception of GP shortage in their community, the potential impact of the NP on enhancing care, and 
their opinion of working with and employing an NP. In New Zealand, the title Nurse Practitioner is 
legally protected and can only be used by nurses meeting the requirements of the Nursing Council of 
New Zealand. GPs were asked to read the following role description of an NP before completing the 
questionnaire:
‘Nurse Practitioners are expert in their field and use advanced knowledge and skills within their 
specialist scope of practice. Nurse Practitioners are educated through a clinically focused masters 
degree programme and must meet the competencies set out by the nursing council. These include being 
able to articulate and advance the scope of their nursing practice, showing expert practice and working 
collaboratively with other disciplines as well as across settings. Competencies also include 
demonstration of leadership and consultancy in nursing, active development and influence on policy 
and nursing practice and demonstration of research activities surrounding nursing practice. Nurse 
Practitioners may or may not choose to be nurse prescribers (Nursing Council of New Zealand, 2001).’ 
Content validity was promoted by consulting nurses with experience in research and primary healthcare 
nursing, a researcher with expertise in developing questionnaires, and a GP. Of the 108 questionnaires 
posted, 47 of the 50 returned were included in the data analysis. Approval was obtained through the 
ethics committees of the University of Technology, Sydney, Australia, and Northland Polytechnic, 
Whangarei, New Zealand. Excel® was used to analyse the data and descriptive statistics used to 
summarise quantitative data. An approach recommended by Dey was used to carry out content analysis 
of qualitative data using Microsoft Word®.11

Results

The GPs were asked about their perceptions of the functions of the NP role.
Responses ranged on a five-point scale from ‘highly favourable’ to ‘highly 
unfavourable’, with a middle category of ‘uncertain’. The question on the health 
teaching role of the NP was rated most favourably with no unfavourable responses. 
Also rated favourably were making home visits, participating in evaluation of care, 
and obtaining health histories. Rated least favourably were questions on prescribing
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medications under the Nurses Act, ordering routine laboratory tests, and performing a 
physical examination.

Table 1. GPs’ responses to the question, ‘Please tick the one response that 
indicates how you personally feel about the nurse practitioner performing each
ol ’ the following functions.’

Role function Response (%)
Highly

fav
Fav Unc Unfav Highly

unfav
a Makes the initial assessment of an individual’s 

health-illness status when he or she enters the 
healthcare system (n=46)

37.0 45.7 8.7 6.5 2.2

b Prescribes medications with doctor collaboration 
(n=47)

10.6 48.9 19.1 10.6 10.6

c Prescribes medications as directed under Section
24 of the Nurses Act 1977 (n=43)

2.3 23.3 48.8 14.0 11.6

d Evaluates progress of patient with prescribed 
therapeutic regimen and adjusts medications, 
treatment or therapy in collaboration with doctor 
(n=46)

13.0 56.5 13.0 13.0 4.3

e Provides health teaching to patient and family in 
order to maintain or promote health, and to 
prevent illness (n=47)

68.1 29.8 2.1 0 0

f Performs a physical examination (n=46) 13.0 28.3 26.1 21.7 10.9
g Recommends plan for healthcare to patient and 

family based upon clinical findings and in 
consultation with a doctor (n=47)

17.0 55.3 19.1 8.5 0

h Makes home visits to do follow-up evaluations of 
the condition of the patient and their family 
(n=46)

34.8 56.5 2.2 6.5 0

Initiates treatment and therapeutic regimens of 
commonly occurring, acute health problems of 
individuals according to standing orders 
authorised by a doctor (n=47)

21.3 44.7 12.8 17.0 4.3

j Obtains and records the patient’s and family’s 
health history (n=47)

36.2 48.9 10.6 4.3 0

k Identifies development and behavioural problems 
of children and adolescents (n=47)

27.7 57.4 12.8 2.1 0

1 Coordinates healthcare of individuals and family 
referral to other health professionals and/or 
community agencies (n=47)

28.3 34.8 26.1 8.7 2.2

m With written guidelines, makes decision 
regarding when to refer patient to a doctor (n=46)

19.6 47.8 21.7 6.5 4.3

n Manages routine healthcare of essentially well 
individuals (n=46)

28.3 52.2 8.7 10.9 0

0 Orders routine laboratory studies as indicated 
(n=47)

10.6 31.9 25.5 21.3 10.6

P Manages stabilised, long-term and chronic illness 
of individuals in all age groups (n=47)

14.9 34.0 29.8 12.8 8.5

q Participates with doctor in continuous evaluation 
of the quality and effectiveness of healthcare 
(n=45)

28.9 60.0 4.4 4.4 2.2

r Provides counselling regarding the health-illness 
problems of the individuals and families (n=46)

28.3 54.3 10.9 4.3 2.2

s Overall, how do you feel about the nurse 
practitioner concept? (n=46)

23.9 30.4 32.6 8.7 4.3

fav=favourable; unc=uncertain; unfav=unfavourable
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The most uncertainty concerned prescribing medications under the Nurses Act. One 
third of GPs indicated that overall they felt uncertain about the concept of the NP. 
Table 1 summarises the GP responses to questions on role functions.

The second question asked about the anticipated problems and factors influencing the 
development of the NP role. An analysis of responses indicates that overall GPs 
foresee ‘some’ to ‘few’ problems with the utilisation of an NP (Table 2). The question 
relating to patients’ acceptance of the NP was viewed most positively. The remaining 
seven items were rated more negatively. The item the GPs perceived to be most 
problematic was funding of NP services. Table 2 outlines the GPs’ response to 
potential problems.

Table 2. GP responses to the question, ‘Please indicate your perception of the 
following potential problems in the utilisation of a nurse practitioner. Tick the 
one response which is most representative of your belief.’

Potential problems Response (%)
No

problems
Very few 
problems

Some
problems

Many
problems

a Patients’ acceptance of NP (n=47) 10.6 46.8 40.4 2.1
b Doctors’ acceptance of NP (n=47) 2.1 17.0 55.3 25.5
c Other nurses’ acceptance of NP (n=46) 4.3 34.8 54.3 6.5
d Quality of service rendered (n=47) 8.5 29.8 44.7 17.0
e Legal problems (licensure, malpractice, etc) 

(n=46)
4.3 23.9 41.3 30.4

f Interference with doctor-patient relationship 
(n=47)

6.4 31.9 44.7 17.0

g Availability of funds to cover NP services 
(n=45)

2.2 8.9 46.7 42.2

h Demands on doctors’ time for supervision of 
and/or consultation with NP (n=47)

4.3 21.3 63.8 10.6

Other concerns GPs mentioned included confidence in competence, skills and 
knowledge base, NPs being used as a cheap option by the Government, competition 
affecting income and workload, increased after-hours workload, fragmentation and 
duplication of services, confusion over role and professional boundaries, repeat of 
experience with midwives and nurses not wanting to take on the role and training 
required.

When asked about their knowledge of the NP role, GPs indicated they have 
knowledge of and have read about the NP role and most had discussed this with 
colleagues. The majority had experience of a nurse who ‘utilises advanced skills and 
knowledge within a specialist scope of practice.’

One question concerned demographics, practice settings, organisation structure, 
capitation, GP shortage, NP service, and willingness to employ or work with an NP. A 
shortage of GPs in their community was noted by 57%; 70% indicated that the 
services of an NP would enhance the delivery of healthcare in their community; 64% 
said they would be willing to employ an NP; and 86% indicated a willingness to work 
in collaboration with an NP.
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One doctor experienced in working with NPs overseas stated, “They allow me to 
expand my practice and care for more clients.. .This could be a way for New Zealand 
and Northland to deal with the shortage of care providers.” Some comments referred 
to politics or the Government as the key driver of the NP role. It was also apparent 
that GPs are confused over the proposed role and legal status of the NP. Some GPs 
indicated that if nurses wanted to be doctors, they should go to medical school.

Discussion

These findings indicate that although the overall perception of GPs regarding the NP 
role is favourable, there is a degree of concern about some role functions including 
prescribing, undertaking physical examinations and ordering laboratory tests. These 
functions could be seen as those traditionally belonging to the domain of the medical 
profession. GPs felt most favourably towards those functions that have traditionally 
been part of the nursing role, such as health teaching, home visiting, taking a health 
history, and evaluating quality and effectiveness of care. The list of role functions 
included in the questionnaire is not prescriptive or complete. For example, many NPs 
may elect not to be nurse prescribers. The focus of the NP role will not be on role 
functions but rather on a scope of practice. NPs will define their own scope of practice 
according to their area of expertise.12 If the NP has to carry out those role functions 
traditionally associated with medicine they will be well prepared to do so, but the 
emphasis will be on health promotion and disease prevention.9 The scope of practice 
will also be developed to meet client needs.9

Uncertainty regarding the concept of the NP and concern over legal problems and 
demands on doctor time indicate some role confusion regarding the NP’s scope of 
practice and the boundaries between the GP and NP roles. NPs will be legally 
accountable for their own practice or malpractice. In addition, while it appears that 
GPs believe that NPs would enhance services, it seems that there is still a problem 
with doctors’ acceptance of the NP. Comments indicate that this could be due to a 
perception that NPs will be in competition with doctors or will replace GPs. A 
concern was expressed about a repeat of the experience with midwives. This is valid 
in view of the fact that after midwives were enabled to provide independent care and 
claim reimbursement there was a reduction in the number of GPs providing maternity 
care.13 It is estimated that NPs can manage up to 90% of the care currently provided 
by doctors working in primary care.14 In this study, 57% of GPs felt there was a GP 
shortage in their area, therefore it is unlikely that NPs will replace current GPs in 
Northland. However, the fact remains that NPs can deliver some of the care currently 
provided by GPs. Clients should be able to access the health professional best able to 
meet their health needs in the most cost-effective manner.1

GPs indicated that funding was the most problematic issue. GPs have traditionally 
been the lead providers in primary healthcare.15 Although funding arrangements will 
change towards capitation for population groups, only 30% of GPs indicated that they 
receive capitated funds of some sort. This highlights the reliance of GPs on traditional 
fee-for-service funding systems for part of their income. It is proposed that new 
captitated funding arrangements will enable the direct funding of nursing and other 
services through the proposed Primary Health Organisations (PHOs).1

The comments and concerns listed by the GPs highlight the stress, uncertainty and 
confusion they experience in these times of rapid change in the primary healthcare
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system. Role confusion and frustration were evident from comments that, “If nurses 
want to be doctors, they should go to medical school.” Professional role boundaries 
will change and create further uncertainty and challenges to professional identity. 
Williams found that as role boundaries change, there is increasing uncertainty in 
professional identity for doctors as well as nurses.16

While GPs indicated that they have knowledge of the NP function, incorrect 
assumptions indicated that more education is required to fully inform GPs about the 
NP role and how NPs will fit into the context of primary healthcare in the NDHB. 
Areas in which GPs displayed a requirement for further information were nurse 
prescribing, legal issues, and funding.

The results of the current study were compared with two US studies that used versions 
of the same questionnaire. These were an early study of physicians in general practice 
in Southern California,4 and a more recent study of primary care physicians in 
Michigan.5 Although the results of these exploratory studies cannot be generalised to 
other populations, there are similarities. The current study indicates that GPs had 
increased knowledge of the NP role since the time of Radke’s original study in 1977.4 
This is not surprising, given that the NP concept has appeared frequently in the 
international literature over the last 20 years. There were similar responses in GPs’ 
perceptions of the role functions of NPs and potential problems. In the current study 
and those by Radke4 and Ivkovich,5 health teaching was seen as most favourable and 
doctors’ acceptance of NPs problematic. While results cannot be generalised to a 
larger population of GPs, they indicate that there are doctors’ perceptions of the NP 
that carry over to the present day and the New Zealand setting.

The results of this study indicate that Northland GPs are favourable towards working 
with NPs and believe NPs can enhance care in the community. GPs as key 
stakeholders have the ability to positively or negatively influence the support and 
development of the NP role and models of care delivery. To promote support, it is 
essential that GPs be fully informed about the NP role and its potential positioning in 
primary healthcare in order to reduce uncertainty, minimise role confusion, and 
promote collaboration. The NDHB should explore opportunities to educate GPs about 
the NP role. Information on the NP role could be taken to GP practices in Northland 
via a regional version of the roadshow conducted by the Ministry of Health in 2002.17 
The NDHB should also commission research to assess health outcomes as NP models 
of healthcare delivery are implemented. In addition, doctors who have worked 
overseas could share their knowledge and positive experiences of working with NPs, 
defusing any stress and uncertainty regarding this change.

Mutual respect and cooperation is required between doctors and nurses in Northland. 
NPs are potentially a valuable resource in the provision of primary healthcare. 
Overseas, medical organisations have fought the introduction of NPs and the 
perceived threat they present to the medical profession. Australia is currently 
experiencing this.18 However, this experience does not need to be repeated in 
Northland or New Zealand as a whole. Multiple studies have demonstrated that the 
NP role is one that has much to offer.3 The government supports the introduction of 
the NP.9 Medicine and nursing must move beyond professional lobbying and work 
together with consumers and other health professionals to develop NP models of care 
delivery to best meet the needs of their communities.
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The University of Sheffield

School of Nursing and Midwifery 301 Glossop Road
Sheffield S10 2HL 

Tel: (0114) 222 9734
Professor B Kershaw, DBE, FRCN Dean Fax:(0114) 222 9856

e-mail:
s. read@sheffield. ac. uk

24 July 2002

Beverley Mackay 
Cullen Road 
RD2 Waipu 0254 
Northland 
New Zealand

Dear Beverley

I give you permission to use an adapted version of the “ENRiP” questionnaire in your study, providing it is fully 
acknowledged as ENRiP Questionnaire, used by permission:

Title: Exploring New Roles in Practice (ENRiP) Authors:

University of Sheffield, School of Nursing & Midwifery
Dr Susan Read
Dr Myfanwy Lloyd Jones
Ms Karen Collins
Ms Ann McDonnell
Mr Roy Jones

University of Bristol, School for Policy Studies 
Prof Lesley Doyal 
Ms Ailsa Cameron 
Ms Abigail Masterson 
Dr Sue Dowling

King’s Fund Nursing Developments Programme 
Ms Barbara Vaughan 
Dr Sarah Furlong 
Dr Julie Scholes 
Ms Ros Levenson

The reference for the full report is: Read SM, Lloyd-Jones M et.al. Exploring New roles in Practice (ENRiP)
July 2001. http://www.snm.shef.ac.uk/research/enrip/enrip.htm

I enclose a copy of the Executive Summary and a reference list.

With best wishes

Yours sincerely

Dr Susan Read
Reader in Nursing Research & Postgraduate Tutor



Appendix D. Letter and Questionnaire: Nurses in Innovative Roles

Exploring new roles in practice: a questionnaire for nurses in innovative roles adapted from 

a questionnaire ‘Exploring New Roles in Practice: Implications of developments within the 

clinical team (ENRiP)’ (Read et al., 2001).
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University at Buffalo
The State University of New York

Office of the Dean 
School of Nursing

May 30, 2001

Beverley Mackay 

Cullen Rd.

RD2 Waipu 0254 

Northland 

New Zealand

Dear Mrs. Mackay:

Enclosed is a copy of my survey instrument regarding “General Practice 

Physicians’ Opinions Concerning the Family Nurse Practitioner.” You have my 

permission to use it, or any part of if as you see fit for your study, providing appropriate 

acknowledgements are given. Those who must be acknowledged as developers of the 

survey instrument are Karen J. Radke and Edith Wright.

I also have enclosed some comments regarding validity and reliability of the 

instrument.

When you have completed your study, I would appreciate receiving a copy of your 

abstract.

Best of everything to you as you proceed with your research project.

Sincerely,

Karen J. Radke, PhD, RN

Professor of Nursing

Associate Dean for Academic Affairs &

Director of Graduate Studies

Enclosures

Stockton Kimball Tower Rm. 1010, 3435 Main St. Bldg. 37, Buffalo, NY 14214-3079 
Tel: (716) 825-2533 Fax: (716) 829-2566 Web: http://vvings.buffalo.edu/nursing E-mail: otd-nursing@buffalo.edu



University of Technology, Sydney

INFORMATION SHEET / LETTER

EXPLORING NEW ROLES IN PRACTICE 
A QUESTIONNAIRE FOR NURSES IN INNOVATIVE ROLES

Dear nursing colleague,

I am using a questionnaire to explore innovative roles in primary health care nursing. This 
questionnaire is being sent to all nurses working in innovative roles with community clients in 
Northland. The study is part of a research project entitled ‘An analysis of forces influencing 
innovative roles in primary health care nursing’. Your views are extremely important to this study. 
The commitment involved is one-time only and the questionnaire will take approximately 10-20 
minutes to complete.

Participation in this study is voluntary. Any decision to participate or not to participate will have no 
detrimental effect. You indicate your voluntary agreement to participate and to the publishing of 
non-identifying research material by completing and returning this questionnaire.

If you choose to participate all responses will be kept confidential. It is likely that the title of some of 
the participants’ positions will make them identifiable but no information will be specifically linked to 
these titles. Questionnaires will be coded and numbered to allow follow-up letters to be sent. Only 
the researcher will see the list of participants linking the codes and numbers on the questionnaires 
with the participant’s names. This list will be kept separately from all other data. No participants will 
be identified in any way in the research report. Documents will be shredded, files deleted and any 
floppy discs destroyed after 5 years.

A postage-paid return envelope has been provided for your convenience. To be able to analyse the 
information in a timely fashion, I ask that you return the questionnaire to me by April 5th, 2002. If 

you have any questions or would like a copy of the summary, you may contact me at Northland 
Polytechnic (09) 4305830, ext 864. I am a senior lecturer in the Faculty of Health and Science. I am 
a graduate student in the Doctor of Nursing programme at the University of Technology Sydney and 
this research is part of my doctoral study. My supervisor is Dr Mary Chiarella, phone 
0061295145023.

Thank you very much for your cooperation and assistance in this endeavour.
Yours sincerely

Bev Mackay, RGON, MA App (Nursing)

NOTE: This study is supported by the Northland District Health Board and Northland 
Polytechnic.

This study has been approved by the University of Technology, Sydney Human Research Ethics 
Committee. If you have any complaints or reservations about any aspect of your participation in this 
research which you cannot resolve with the researcher, you may contact the Ethics Committee 
through the Research Ethics Officer, Ms Susanna Davis (ph: 00612 - 9514 1279) or a local contact 
person - Ross Scobie (Ph 094305830). Any complaint you make will be treated in confidence and 
investigated fully and you will be informed of the outcome.
Approved by the Northland Polytechnic Research Committee in Nov 2001 for a period of one year.
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EXPLORING NEW ROLES IN PRACTICE 
A QUESTIONNAIRE FOR NURSES IN INNOVATIVE ROLES

You have a role identified as a non-traditional role, which has taken on a new 
function, or aspects of care previously believed to be the work of another group of 
health professionals.

Please complete the questions as best you can. The information is 
being collected exclusively for research purposes: data will be 
protected and treated as confidential.

This questionnaire has been adapted from a questionnaire developed for the 
‘Exploring New Roles in Practice (ENRiP)’ study by Karen Collins, Myfanwy 
Lloyd Jones and Roy Jones at the School of Health and Related Research, 
University of Sheffield, UK.

Please contact Bev Mackay, Senior Lecturer, Faculty of Health and Science, 
Northland Polytechnic, 094305830, ext 864 regarding any enquiries about this 
questionnaire.

NOTE:
This study is supported by the Northland District Health Board and Northland Polytechnic.

This study has been approved by the University of Technology, Sydney Human Research Ethics 
Committee. If you have any complaints or reservations about any aspect of your participation in this 
research which you cannot resolve with the researcher, you may contact the Ethics Committee 
through the Research Ethics Officer, Ms Susanna Davis (ph: 00612 - 9514 1279). Any complaint 
you make will be treated in confidence and investigated fully and you will be informed of the 
outcome.
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Section 1: First, some questions about your education and training for your role

1. Do you have any of the following?
(please tick all that apply)

Hospital Training D First degree CD
Diploma □ Post Grad Certificate D

Advanced diploma □ Masters degree D
Graduate Certificate □ PhD/Doctorate CD

2a. Are you currently enrolled on a first degree course?
Yes CD No CD

If ‘yes’, please specify:...................................................................................................

2b. Are you currently enrolled on a higher degree course?
Yes □ No CD

If ‘yes’, please specify:...................................................................................................

If you answered ‘No’ to Question 2a and 2b, please go to Question 3
2c. If you answered ‘Yes’ to either Question 2a or Question 2b, how are your 

course fees and expenses funded? (please tick any that apply)
By you CD

By your employing organisation CD 
By charitable funding □

(either direct or indirect eg Trust funds)
D

Other (please specify)

2d. If you answered ‘Yes’ to either Question 2a or Question 2b, have you been 
allocated any paid study leave for this course?

Yes CD No CD

3. Which of the 
following skills

do you think are 
essential to your role?

have you received 
training in?

do you require 
further training in?

Please tick all that apply across the row
specialist clinical skills □ CD a
financial management CD CD a

teaching staff CD CD a
teaching patients □ O a

people management □ CD □
undertaking research a a a

audit a a a
IT/computer skills a a a

time management a a a
inter-personal skills a a a

Negotiation skills a a a
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4. Has the education/training you have received so far prepared you sufficiently for 
your current specialist role?

Yes CD No CD

5a. Do you feel that any further education/training is important for your role?
Yes CD No CD

If you answered ‘No’ to Question 5a, please go to Question 6

5b. Are there any barriers to obtaining that education/training?
Yes □ No □

5c. If you answered ‘Yes’ to Question 5b, what are those barriers?

(please tick any that apply) 
Cost felt to be too high CD 

Funding not available CD 
Lack of time CD 

Distance CD 
Unable to cover position in absence CD 

Organisation does not think it is relevant to position CD 
No appropriate course available CD

Other (please specify) ................................................................

6a. Have you undertaken any research in your current role?
Yes CD No CD

If you answered ‘No’ to Question 6a, please go to Question 7

6b. Have the results been published with your name amongst the authors?
Yes CD No CD In press CD

7. Have you ever presented at a conference a paper related to your role or work?
Yes CD No CD

8. Have you ever held any office in a professional organisation, either locally or 
nationally?

Yes CD No CD

Section 2: Now some questions about the background to your current position

9a. What is your job title?
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9b. What is the title written on your badge?

9c. What is your employing organisation? (or organisations if a joint appointment)

Independent Practice Association CD 
Community Trust CD 

Maori Health Provider CD 
District Health Board CD 

Voluntary Agency CD 
Don’t know CD

10. What is your annual salary range? (please tick the range that applies)

Less than CD $20000 to CD $30000 to CD $40000 to CD Over$50000 CD
$20000 $30000 $40000 $50000

11. Did you work in the same Organisation prior to taking up your current position?
Yes CD No CD

12. Was your position advertised- (please tick all that apply)

Within the Organisation CD 
In a newspaper or journal CD 

Not at all CD 
Never advertised - position evolved CD 

Don’t know CD

13. Were you involved in developing your current role before you took up the position?
Yes O No CD

14a. Were applications for the position restricted to nurses?
(please tick appropriate box)
Yes CD No CD Don’t Know CD

14b. If you answered ‘No’ to Question 14a, what other professions was the position 

open to?................................................................................................................
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15. At work, which of 
the following:

were provided when you 
came into position?

do you currently 
have?

do you need 
but not have?

(please tick all that apply across the row)
desk CD CD CD

filing cabinet CD CD a
office CD D a

telephone □ a a
Bleep/pager a □ a

Computer a a a
Printer a a a

appropriate software a a a
specialist equipment a a a
adequate secretarial 

support
a a a

Section 3: Some questions about managerial/development issues

16a. Do you have a job description for your current role?

Yes CD No CD Not sure CD

If you answered ‘No’ to Question 16a, please go to Question 17a.

16b. Do you feel your job description reflects your current role?

Very well a
Reasonably well a

Not very well a
Not at all a
Not sure a

16c. When was your job description last updated?

Within the last year CD 
More than a year ago CD 

Don’t know CD

17a. Do you work to protocols in any aspect of your role?
Yes CD No CD
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17b. If you answered ‘Yes’ to Question 17a, who wrote those protocols?
(please tick all that apply)

Yourself CD

A manager from your own profession CD 
A business manager CD 

Medical staff CD

Other (please specify) ...........................................................................................

18. How would you describe your relationship with your nursing colleagues at work?
(please tick one box only)

Very well integrated CD 
Reasonably well integrated CD 

Somewhat isolated CD 
Very isolated CD

19. How would you describe your relationship 
profession at work?

Very well integrated 
Reasonably well integrated 

Somewhat isolated 
Very isolated

with your immediate colleagues of any

(please tick one box only)
a
a□
a

20. Can you identify the two most important factors which help you to work 
effectively in your innovative role?

21. Can you identify the two most important factors which hinder effective 
working in your innovative role?
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Section 4: Now some questions about your current activities

22a. How many hours are you contracted to work per week? ................. hours

22b. Do you regularly work more than your contracted hours?
Yes □ No □

22c. If you answered "Yes' to Question 22b, on average how many extra hours a 
week do you work? ................. hours

Not all nurses spend all their working time working in their innovative roles. In the rest of this 
section, we would like you to answer the questions in relation to your innovative role.________

23a. How many hours a week do you work in your innovative role?................. hours

23b. In what year did you start working in your innovative role? .............................

23c. How long has the innovative role position been established?

Less than □ 1 to 3 years CD 3 to 5 years CD 5 to 10 years CD More than 10 CD 
1 year years

24a. When you are on leave for whatever reason, does someone else cover your 
work? (please tick appropriate box)

Usually CD Sometimes CD Never CD

24b.

24c.

Does someone else cover your work outside your normal working hours?
(please tick appropriate box)
Usually CD Sometimes CD Never CD

If you answered ‘usually’ or ‘sometimes’ to Question 24a or Question 24b, who 
provides that cover?

(please tick all that apply)
Your own profession CD 

Medical profession □

Another profession (please specify)

25. How is your performance in this role assessed?
(please tick all that apply) 

Appraisal CD 
Peer review CD

Review by external agency (eg funding charity) CD 
Competency assessment CD 

Annual report (eg to funding body) CD

Other (please specify) ............................................................
Not at all CD 

Don’t know CD
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26. Who of the following are involved in assessing your performance in this role?
(please tick all that apply) 

Someone from your own profession CD
Someone from another health care profession CD. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

including medicine 
(please state which profession)

Service/business manager CD 
No-one CD 

Other CD 
Don’t know CD

27a. Is the effectiveness of your work in this role 
following ways?

Audit
Process evaluation 

(evaluation of organisational aspects of your work)
Outcome evaluation 

(evaluation of the end results of care) 
Evaluation of costs 

None of these

measured in any of the

(please tick all that apply)
CD
a
CD

a
a

Other (please specify) ......
Don’t known CD

27b. If the effectiveness of your work is measured in any of the ways listed in 
Question 27a, who collects this information?

(please tick all that apply) 
You CD 

Audit department CD 
Another health care professional CD

Other (please specify) ..................................................................
Don’t know CD

28. Is the funding for your innovative role permanent?
(please tick appropriate box)

Yes a
No □

Not sure □
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Section 5: Some questions about your future career

29. Where

In

do you see yourself in five years’ time?
(please tick one box only) 

Still in this position CD 
In a similar position elsewhere CD 

a more traditional professional role CD 
Moving into clinical management CD 

Moving into general management CD 
Moving into education CD 
Taking a career break CD 

Leaving the profession altogether CD
Retired CD 

Don’t know CD
Other (please specify) ..........................................................

30a. Do you think working in this role has enhanced your career prospects?
(please tick appropriate box)

Yes CD 
No CD 

Not sure CD

Please explain your answer:

30b. Has working in this innovative role enhanced your job satisfaction?

Yes CD No CD

Please explain your answer:..................................................................................................................

31. To what extent do you agree with the statement “I would leave my profession 
if I could”?

(please tick appropriate box) 
Strongly disagree CD 

Disagree CD 
Agree CD 

Strongly agree CD

Please explain your answer
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Section 5: Some questions about the role of nurse practitioner

The following statement describes the education level and competencies to met nurse practitioner 
certification by the nursing council of New Zealand.

Nurse practitioners are expert in their field and use advanced knowledge and skills within their 
specialist scope of practice. Nurse practitioners are educated through a clinically focused masters 
degree programme and must meet the competencies set out by the nursing council. These include 
being able to articulate and advance the scope of their nursing practice, showing expert practice, 
working collaboratively with other disciplines as well as across settings, demonstrating leadership 
and consultancy in nursing, actively developing and influencing policy and nursing practice and 
through demonstrating research activities surrounding their nursing practice. Nurse practitioners 
may or may not choose to be nurse prescribers (Nursing Council of New Zealand, 2001).

32. Are you interested in becoming a nurse practitioner?

Yes D No □

If you answered no go to question 34.
If you answered yes:

33a. Identify the two most important factors which would help you to work towards nurse 
practitioner status?

33b. Identify the two most important factors which would hinder you in working towards 
nurse practitioner status?

Section 7: Finally, some questions about you

34. Are you:
Female □ Male O
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35. What age are you?
(tick one box only)

20-24 D
25-29 a
30-34 a
35-39 o
40-44 a
45-49 a
50-54 a
55-59 a

or over o

36. How many years post-registration experience do you have in your current 
profession?

years

37. How would you describe yourself?

Non Maori 
Maori

(please tick one box only)
□
(—i

Any other ethnic group (please specify)

If there is anything else which you would like to tell me, please write in this box.

Thank you for taking the time to complete this questionnaire.
Please return it as soon as possible in the reply-paid envelope 
Your answers will be treated in the strictest confidence.

Please return your questionnaire by the date stated in the covering letter.
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Appendix E. Letter and Questionnaire: General Practitioners

General Practitioner Questionnaire adapted from a questionnaire ‘Survey of General 

Practice Physicians’ Opinions Concerning the Family Nurse Practitioner’ (Radke & 

Wright, 1975).
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University of Technology, Sydney

INFORMATION SHEET / LETTER 
GENERAL PRACTITIONER QUESTIONNAIRE

Dear Doctor,
I am using a questionnaire to examine General Practitioners (GPs) perceptions of the 
Nurse Practitioner (NP) role. This questionnaire is being sent to all GPs in Northland as 
part of a study on innovative nursing roles. The study is part of a research project entitled 
‘An analysis of forces influencing innovative roles in primary health care nursing’. Your 
views are extremely important to this research. The commitment involved is one-time only 
and the questionnaire will take approximately 5 minutes to complete.

Participation in this study is voluntary. Any decision to participate or not to participate will 
have no detrimental effect. You indicate your voluntary agreement to participate and to the 
publishing of non-identifying research material by completing and returning this 
questionnaire.

if you choose to participate, no information which could identify you will be asked and all 
responses will be kept confidential. Questionnaires will be coded and numbered to allow 
follow-up letters to be sent. Only the researcher will see the list of participants linking the 
codes and numbers on the questionnaires with the participant’s names. This list will be 
kept separately from all other data. No participants will be identified in any way in the 
research report. Documents will be shredded, files deleted and any floppy discs destroyed 
after 5 years.

A postage-paid return envelope has been provided for your convenience. To be able to 
analyse the information in a timely fashion, I ask that you return the questionnaire to me by 
March 22nd , 2002. If you have any questions or would like a copy of the summary, you 
may contact me at Northland Polytechnic (09) 4305830, ext 864. I am a senior lecturer in 
the Faculty of Health and Science. I am also a graduate student in the Doctor of Nursing 
programme at the University of Technology Sydney and this research is part of my 
doctoral study. My supervisor is Dr Mary Chiarella, phone 0061295145023.

Thank you very much for your cooperation and assistance in this endeavour.
Yours sincerely

Bev Mackay, RGON, MA App (Nursing)

NOTE: This study is supported by the Northland District Health Board and Northland Polytechnic.
This study has been approved by the University of Technology, Sydney Human Research Ethics Committee. If 
you have any complaints or reservations about any aspect of your participation in this research which you 
cannot resolve with the researcher, you may contact the Ethics Committee through the Research Ethics 
Officer, Ms Susanna Davis (ph: 00612 - 9514 1279) or a local contact person - Ross Scobie (Ph 094305830). Any 
complaint you make will be treated in confidence and investigated fully and you will be informed of the 
outcome.

Approved by the Northland Polytechnic Research Committee in Nov 2001 for a period of one year.



GENERAL PRACTITIONER QUESTIONNAIRE

Role description of a Nurse Practitioner

Nurse Practitioners are expert in their field and use advanced knowledge and skills within their 
specialist scope of practice. Nurse Practitioners are educated through a clinically focused masters 
degree programme and must meet the competencies set out by the nursing council. These include 
being able to articulate and advance the scope of their nursing practice, showing expert practice 
and working collaboratively with other disciplines as well as across settings. Competencies also 
include demonstration of leadership and consultancy in nursing, active development and influence 
on policy and nursing practice and demonstration of research activities surrounding nursing 
practice. Nurse Practitioners may or may not choose to be nurse prescribers (Nursing Council of 
New Zealand, 2001).

1. After reading the description of a Nurse Practitioner above, please tick the one response that indicates how 
you personally feel about the nurse practitioner performing each of the following functions.

Highly
Favorable

Favorable Uncertain Unfavorable Highly
Unfavorable

a. Makes the initial assessment of an individual’s health- 
illness status when he or she enters the health care 
system.

□ □ O □ □

b. Prescribes medications with doctor collaboration. a o □ CD □

c. Prescribes medications as directed under Section 24 
of the Nurses Act 1977.

a □ O □ D

d. Evaluates progress of patient with prescribed 
therapeutic regimen and adjusts medications, 
treatment or therapy in collaboration with doctor.

a □ □ □ □

e. Provides health teaching to patient and family in order 
to maintain or promote health, and to prevent illness.

a □ □ □ □

f. Performs a physical examination. □ □ □ a □

g- Recommends plan for health care to patient and 
family based upon clinical findings and in consultation 
with a doctor.

□ □ □ a □

h. Makes home visits to do follow-up evaluations of the 
condition of the patient and their family.

a a □ □ a

i. Initiates treatment and therapeutic regimens of 
commonly occurring, acute health problems of 
individuals according to standing orders authorized by 
a doctor.

□ □ CD □ □

j- Obtains and records the patient’s and family’s health 
history.

□ □ □ □ □

k. Identifies development and behavioural problems of 
children and adolescents.

a □ CD a a

Coordinates health care of individuals and family □ a □ a a
referral to other health professionals and/or 
community agencies.

Please continue on the following page»»»»»»>
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Highly
Favorable

Favorable Uncertain Unfavorable Highly
Unfavorable

m. With written guidelines makes decision regarding 
when to refer patient to a doctor.

a □ □ □ a

n. Manages routine health care of essentially well 
individuals.

□ a □ □ □

0. Orders routine laboratory studies as indicated. □ □ □ □ D

P- Manages stabilized, long-term and chronic illness of 
individuals in all age groups.

□ □ a a a

q- Participates with doctor in continuous evaluation of 
the quality and effectiveness of health care.

a □ a □ a

r. Provides counselling regarding the health-illness 
problems of the individual and families.

a □ □ o a

s. Overall, how do you feel about the Nurse Practitioner 
concept?

a a □ □ □

2. Please indicate your perception of the following potential problems in the utilization of a Nurse Practitioner 
(NP)? Tick the one response which is most representative of vour belief.

No problems Very few Some Many
at all problems problems problems

a. Patients’ acceptance of NP. □ a □ o

b. Doctors’ acceptance of NP. □ □ □ a

c. Other nurses’ acceptance of NP. □ □ □ □

d. Quality of service rendered. □ □ □ □

e. Legal problems (Licensure, malpractice, 
etc.).

□ □ □ □

f. Interference with doctor-patient
relationship.

□ □ □ a

g- Availability of funds to cover NP services. □ □ a □

h. Demands on doctor time for supervision of □ a a □
and/or consultation with NP. 

i. Other problems (list).

Please continue on the following page»»»>»»»»

237



3. Please indicate your source of knowledge or experience regarding Nurse Practitioners by responding “yes” 
or “no” to the following items.

Have you read or heard about Nurse Practitioners before receiving this 
questionnaire?

CD yes □ no

Have you discussed with other doctors or health professionals the idea of 
Nurse Practitioners providing health care?

□ yes □ no

Have you observed a nurse in action using advanced knowledge and 
skills within a specialist scope of practice?

□yes □ no

Have you had experience in working with a nurse who uses advanced 
knowledge and skills within a specialist scope of practice?

□ yes □ no

Have you ever employed or are presently utilising a nurse who uses 
advanced knowledge and skills within a specialist scope of practice?

□ yes □ no

4. Please answer the following questions by ticking the appropriate box.

a. What is your gender? O Male CD Female

b. In what year did you receive your medical degree?__________

c. Is your practice setting primarily: CD Solo CD Group of 2-4 CD Group of five or more

d. What type of organization is your practice linked to? Primarily a/an

CD Independent Practice Association CD Primary Care Organisation
CD Community Trust □ Maori Health Provider
CD Other _______________________________

e.

f.

9-

h.

I

j-

Does your practice receive any funding through capitation? □ yes □ no

Do you feel that there is a shortage of General Practitioner services in your 
community?

□ yes □ no

Would the services of a Nurse Practitioner enhance the delivery of health 
care in your practice setting?

□ yes □ no

Would you be willing to employ a Nurse Practitioner? □ yes □ no

Would you be willing to work in collaboration with a Nurse Practitioner?

Please list any additional comments you may have about the Nurse 
Practitioner concept and/or this particular questionnaire.

□ yes □ no

THANK YOU FOR COMPLETING THIS QUESTIONNAIRE.
Please check through the questionnaire to be sure no questions were missed. Please return it 
as soon as possible in the reply-paid envelope by the date stated in the covering letter. Your 
answers will be treated in the strictest confidence. This questionnaire has been adapted with 
permission of the author Dr Karen Radke.
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Appendix F. Letter and Consent Forms: Nurse Leaders
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s
University of Technology, Sydney

INFORMATION SHEET / LETTER 
Managers of Nurses in Innovative Roles: Focus Group Interview 

Dear Sir/Madam,

As a manager of a nurse/s working in an innovative role in Northland you invited to 
participate in a focus group interview to explore managers perceptions of 
innovative nursing roles in primary health care. This study is part of a larger 
research project entitled ‘A field analysis of forces influencing innovative roles in 
primary health care nursing in Northland New Zealand’. The research will inform 
the development of recommendations for supporting innovative nursing roles.

For the purpose of this research an innovative nursing role is defined as a non- 
traditional role, which takes on a new function or aspects of care previously 
believed to be the work of another group of health professionals such as medicine. 
The innovative role also includes nurses employed by hospital-based services but 
working in primary care settings.

Your views are extremely important to this study. The commitment involved is one
time only through attendance at a focus group interview with other managers. This 
interview will be around an hours duration. It will require you to travel to the
following venue____________________. Lunch will be provided after the interview
has been completed. There are no risks or benefits anticipated. Interviews will be 
audiotaped.

You are invited to participate in one of two focus group interviews at the date most 
convenient to you. The first focus group interview will be held at the following day
and time___________________. The second focus group interview will be held at the
following day and time____________________. To establish numbers for catering I
will ring to confirm which focus group interview you will be attending.

Participation in this study is voluntary. You may choose not to participate at any 
time. Any decision to participate or not to participate will have no detrimental effect. 
No explanation is required. If you choose to participate all responses will be kept 
confidential. You indicate your voluntary agreement to participate and to the 
publishing of non-identifying research material by completing the attached consent 
form. The consent form will be collected from you before the focus group interview 
commences. A copy of this will be given to you.
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Your confidentiality will be maintained by ensuring notes, audiotapes, transcripts 
and computer files are kept in my offices. Documents will be kept in a cabinet 
during the study. Computer access to research files is possible only by use of a 
password known to the researcher. Statistic and word files will be shared with 
supervisors. No person other than the researcher, supervisors, researcher 
assistant or statistics support person will have access to data. No participants will 
be identified in any way in the research report. Documents will be shredded, files 
deleted and any floppy discs destroyed after 5 years.

If you have any questions or would like a copy of the summary, you may contact 
me at (09) 4305830, ext 864. I am a graduate student in the Doctor of Nursing 
programme at the University of Technology Sydney and this research is part of my 
doctoral study. My supervisor is Dr Mary Chiarella, phone 0061295145023.

Thank you very much for your cooperation and assistance in this endeavour.
Yours sincerely

Bev Mackay, RGON, MA App (Nursing)
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s
University of Technology, Sydney

CONSENT TO PARTICIPATION IN RESEARCH

I _________________________  (participant's name) agree to participate in the
research project ‘A field analysis of forces influencing innovative roles in primary 
health care nursing in Northland New Zealand’ conducted by Bev Mackay of the 
University of Technology, Sydney. Contact address: Northland Polytechnic. Phone 
4305830, Ext 864. I understand that the purpose of this study is to explore 
innovative nursing roles in primary health care.

I understand that my participation in this research will involve a one-time 
commitment of around an hours duration to attend and participate in a focus group 
interview. This excludes travel time to the venue. I understand that there are no 
anticipated risks.

I am aware that I can contact the researcher Bev Mackay or her supervisor Dr 
Mary Chiarella if I have any concerns about the research. I also understand that I 
am free to withdraw my participation from this research project at any time I wish 
and without giving a reason.

I agree that all my questions have been answered fully and clearly.
I agree that the research data gathered from this project may be published in a 
form that does not identify me in any way.

I understand that the information shared by participants within the focus group is 
confidential.

___________________________________________________ / /
Signed by

___________________________________________________ / /
Witnessed by

NOTE:
This study is supported by the Northland District Health Board.

This study has been approved by the University of Technology, Sydney Human Research Ethics Committee. If 
you have any complaints or reservations about any aspect of your participation in this research which you 
cannot resolve with the researcher, you may contact the Ethics Committee through the Research Ethics 
Officer, Ms Susanna Davis (ph: 00612 - 9514 1279). Any complaint you make will be treated in confidence 
and investigated fully and you will be informed of the outcome. Alternatively, the local contact person is Ross 
Scobie (Ph 094305830). Approved by the Northland Polytechnic Research Committee in Nov 2001 for a 
period of one year.
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