
127© Springer Nature Switzerland AG 2020
S. B. Hassmiller, J. Pulcini (eds.), Advanced Practice Nursing Leadership: A Global 
Perspective, Advanced Practice in Nursing, 
https://doi.org/10.1007/978-3-030-20550-8_11

J. Carryer (*) 
School of Nursing, College of Health, Massey University, Palmerston North, New Zealand
e-mail: J.B.Carryer@massey.ac.nz 

S. Adams 
Faculty of Medical and Health Sciences, School of Population Health, University of 
Auckland, Auckland, New Zealand
e-mail: sueadams2020@gmail.com

11Advanced Practice Nursing 
in New Zealand

Jenny Carryer and Sue Adams

11.1	 �Introduction

The first Nurse Practitioner (NP) was registered in New Zealand in 2001. By mid-
2019, a total of 380 NPs had been registered with the Nursing Council of New 
Zealand, the regulatory authority responsible for the registration of nurses and NPs 
(Nursing Council of New Zealand n.d.-a) (see Fig. 11.1). Of these, just over half are 
thought to work in primary health care and community settings, including general 
practice (family/primary care practices), older adult care, palliative care, mental 
health, and sexual health. Other NPs work in hospitals (acute, rehabilitation, and 
long-term care), ambulatory settings, and in roles that help patients navigate between 
primary and secondary care services. Over the past two decades, considerable 
changes and clarification have been made to educational requirements, processes 
for registration, and legislation governing NP regulation and practice. Such changes 
have enabled a NP to work at a comparable level to a primary care physician as an 
authorized prescriber and access government funding to deliver mainstream pri-
mary care services to local populations. Within the hospital environment, NPs are 
generally considered to work at an equivalent level to registrars (a medically trained 
practitioner with at least 2 years postgraduate experience).

New Zealand has a population approaching five million people and a land mass that 
approximates California or the United Kingdom. While the majority of the population 
are of European descent, 15% are Māori (the indigenous people of New Zealand), 
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7.5% Pacific, and 12% Asian. New Zealand, as in other countries, is facing a rising 
older population, increasing prevalence of long-term conditions, persisting health 
inequalities, all compounded by an over-stretched health service, a health workforce 
shortage, and increasing scarcity of primary care physicians (known as general practi-
tioners in New Zealand). The opportunity for New Zealand to fully implement the NP 
role as mainstream, particularly in the primary health and community care sectors, has 
yet to be taken on board as a solution to current demographic, workforce, and health 
equity concerns (Carryer and Adams 2017; Adams and Carryer 2019).

In New Zealand, the development of advanced practice nursing, and more specifi-
cally that of the NP role, has been driven almost entirely by a small group of nurse lead-
ers, pioneering clinical nurses, and academics who have worked from various angles 
over the last 20 years. Their work has been captured through a small number of doctoral 
theses (Jacobs 2005; Pirret 2013; Wilkinson 2007; Adams 2017) and other publications 
(Jacobs and Boddy 2008; Carryer and Yarwood 2015; Ministry of Health, Nursing 
Council of New Zealand, DHBNZ, NPAC-NZ 2009). More recently, given that we now 
have sufficient NPs for useful data collection, local research is emerging to add to the 
body of international literature (Carryer and Adams 2017; Adams and Carryer 2019; 
Carryer et al. 2011; Gagan et al. 2014; Pirret 2016; Pirret et al. 2015).

11.2	 �The Development of the NP Role in New Zealand

In 1998 in New Zealand, a Ministerial Taskforce on Nursing (Ministerial Taskforce 
on Nursing 1998) determined (amongst other recommendations, including nurse 
prescribing) that it was timely to develop an advanced practice nursing role, and 
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Fig. 11.1  Growth of NPs in New Zealand. Data taken from annual reports provided by Nursing 
Council of New Zealand (Nursing Council of New Zealand n.d.-a)
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agreed that this role would be the nurse practitioner. The strong union presence 
of the New Zealand Nurses Organisation (NZNO) initially objected to the need 
for masters-level education, arguing that clinical experience was an adequate pre-
requisite for advanced practice and specialist nursing roles. With nursing leader-
ship provided through the College of Nurses Aotearoa (New Zealand), national 
consensus-making workshops were facilitated. Further, the NZNO consulted 
widely and in 2000 reversed its previous position, recommending the need for 
postgraduate education for advanced practice nursing roles. Clear agreement was 
ultimately reached within the nursing profession about the way forward for New 
Zealand NP development as outlined in a Ministry of Health publication (Hughes 
and Carryer 2002).

Perhaps most significantly, nursing leaders determined the title nurse practitio-
ner would have a separate scope of regulated practice and the title would be endorsed 
by the national regulator, the Nursing Council of New Zealand. In order to protect 
the title prior to the enactment of the Health Practitioners Competence Assurance 
Act (Health Practitioners Competence Assurance Act 2003), the Nursing Council 
trademarked the term nurse practitioner in 2001. Importantly, these steps have not 
only enabled the Nursing Council’s legislative functions to protect public safety, by 
ensuring all NPs are competent and fit to practice, but also clarity has been given to 
the public, policy makers, and health professionals regarding the scope of the NP 
role. The first NP scope of practice was published in the New Zealand Gazette (the 
Government’s journal of constitutional record) in 2004. The scope was considerably 
revised in 2017 following extensive consultation, and particularly to include that 
NPs are authorized prescribers, and is shown in Box 11.1.

Box 11.1: Scope of Practice of NPs in New Zealand (2017) (Nursing Council of 
New Zealand n.d.-b)
Nurse practitioners have advanced education, clinical training, and the dem-
onstrated competence and legal authority to practice beyond the level of a 
registered nurse. Nurse practitioners work autonomously and in collaborative 
teams with other health professionals to promote health, prevent disease, and 
improve access and population health outcomes for a specific patient group 
or community. Nurse practitioners manage episodes of care as the lead 
healthcare provider in partnership with health consumers and their families/
whānau. Nurse practitioners combine advanced nursing knowledge and skills 
with diagnostic reasoning and therapeutic knowledge to provide patient-
centered healthcare services including the diagnosis and management of 
health consumers with common and complex health conditions. They provide 
a wide range of assessment and treatment interventions, ordering and inter-
preting diagnostic and laboratory tests, prescribing medicines within their 
area of competence, and admitting and discharging from hospital and other 
healthcare services/settings. As clinical leaders they work across healthcare 
settings and influence health service delivery and the wider profession.
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Nurse practitioners in New Zealand are required to be experienced registered 
nurses having completed a clinical master’s degree in nursing, and demonstrated the 
required advanced practice competencies (Nursing Council of New Zealand 2019) 
(see Box 11.2). Funding for postgraduate education is available on application 
through a workforce division of the Ministry of Health. At the outset of the NP 
project, nurse academics recognized that while the master’s degrees had a strong 
social science focus, the programs would need rapid development to include the 
core requirements of a clinical master’s degree to support advanced practice nurs-
ing. Programs were required to include pathophysiology, advanced assessment and 
diagnostics, pharmacology, and prescribing practice.

When the NP role was launched in New Zealand in 2001, the intention was that 
NPs would address broad population groups rather than specific disease categories 
or locations of practice. Possibly due to the reservoir of experienced senior clinical 
nurses and the clinical nurse specialist roles in discrete areas of practice, early NP 
candidates tended to be located more frequently in specialized or disease-specific 
areas, such as neonatology, gerontology, and diabetes. For primary health care, spe-
cific postgraduate programs provided the leverage for nurses to progress through 
their postgraduate education to a master’s degree, such as the rural nurse specialist 
diploma in the South Island, while other healthcare initiatives targeting areas, such 
as health inequalities and long-term conditions, prompted tertiary education insti-
tutes to develop specific postgraduate programs. The result was a range of different 
tertiary institution providers delivering a myriad of diverse courses leading to a 
clinical master’s in nursing.

Over the years, the variety of papers available within master’s programs has 
reduced while retaining the required 240 credits. The consequence has been that 
while the biomedical components of the programs have strengthened, the focus on 
population health, social justice, ethics, and other more nuanced subjects has per-
haps diminished. The challenge is going to be how New Zealand ensures that the NP 
role continues to bridge the biomedical-nursing paradigm.

Box 11.2: Qualifications for NP in New Zealand
From: Nurse practitioner scope of practice: Guidelines for applicants (p. 4) 
(Nursing Council of New Zealand 2019)

	(a)	 be registered with the Nursing Council of New Zealand in the registered 
nurse scope of practice

	(b)	 complete an approved clinical master’s degree programme (or overseas 
equivalent) for the nurse practitioner scope of practice. The programme 
must include relevant theory and a minimum of 300  h of clinical 
learning

	(c)	 at least 4 years’ experience in an area of practice
	(d)	 pass an assessment against the nurse practitioner competencies, given by 

a Council-approved assessor

J. Carryer and S. Adams



131

The Nursing Council of New Zealand has recently reaffirmed the commitment 
to ensuring that a NP is able to provide a broad spectrum of care. Since 2017, NPs 
are no longer restricted by a condition stating a specific area of practice, but as 
advanced practitioners are “trusted” to practice within their areas of competence 
and experience (Nursing Council of New Zealand n.d.-b). Such broad areas of 
practice include mental health, primary health, elder care, or care of children and 
young people. The educational preparation addresses the breadth of requirement 
by providing students with the framework for advanced nursing practice, which 
can then be applied to the context of their proposed advanced practice setting or 
specialty. Because New Zealand is a small country with limited population densi-
ties in any one city, NP education has been shared jointly in a clinical master’s 
program with students who may not be intending to seek authorization as a NP. The 
NP candidate is differentiated by completion of the 1 year supervised (academic 
and clinical) practicum as a component of the master’s degree to meet the required 
NP competencies, including prescribing practice (Nursing Council of New Zealand 
n.d.-c). The key NP competency themes, revised in 2017 (shown in Box 11.3), are 
further divided into multiple indicators. Clinical practice experience is supervised 
and completed in the employment situation. Concern with completion of specified 
hours of practice has not been a feature of the pathway in New Zealand. Hours 
have been addressed by requiring those entering the program to have at least 3 
years prior nursing experience, the usual period of completing the degree, which is 
generally 4 years, at least, and the ability to demonstrate achievement of the com-
petencies upon application.

A recent change has occurred in New Zealand with the commencement of gov-
ernment funded programs in two universities. These programs require the candidate 
to have completed at least half of the master’s degree upon entry, to have employer 
agreement that they have a NP position upon successful completion and will com-
plete two specific practicums requiring 500 hours of clinical practice. After comple-
tion of the clinical master’s degree, applicants for NP authorization compile a 
portfolio demonstrating how they meet the NP competencies. Nursing Council con-
ducts a desk audit of this document and, if the portfolio is satisfactory, the applicant 
progresses to attending an oral viva with an assessment panel. After this process, NP 
authorization may be conferred.

Box 11.3: Themes Under Which NP Competence Is Assessed in New Zealand
From: Competencies for the nurse practitioner scope of practice (Nursing 
Council of New Zealand n.d.-c) (p. 1)

	1.	 Provides safe and accountable advanced practice
	2.	 Assesses, diagnoses, plans, implements and evaluates care
	3.	 Works in partnership with health consumers
	4.	 Works collaboratively with healthcare teams
	5.	 Works to improve the quality and outcomes of healthcare

11  Advanced Practice Nursing in New Zealand



132

11.3	 �Challenges in the New Zealand Health Sector

A prolonged and interesting tension has occurred between the stated policy inten-
tions of the New Zealand Government (Hughes and Carryer 2002) and the actual 
willingness to implement the NP workforce. Nurse leaders have had to work consis-
tently and strategically to circumvent layers of obstruction and inactivity in order to 
progress the role. We will discuss several possible reasons for the very slow 
progress.

New Zealand has a hybridized health system with free hospital care but both 
primary health care and aged residential care are run under a private business model, 
albeit with heavy government subsidization and a requirement for patient co-
payment. Theoretically, no one in the country should have limited or no access to 
care and services. However, New Zealand has many rural and demographically iso-
lated areas and many small towns with low population numbers. The country has 
significant child poverty, homelessness, and high levels of health disparities between 
the most well off and those on low incomes or welfare benefits. Māori, our indige-
nous population, are disproportionately represented amongst the most vulnerable 
(Ministry of Health 2015) and the need to achieve equity remains a major challenge. 
Downes (2017) reported that 30% of New Zealanders are not able to access timely 
primary care (Downs 2017). Despite the rhetoric, a great many people in New 
Zealand have unmet needs who would be well served by a large workforce of NPs 
(Carryer and Adams 2017).

Since the Ministerial Taskforce on Nursing in 1998 (Ministerial Taskforce on 
Nursing 1998), it has become even more evident that a different approach to service 
delivery is urgently required. From the Ministry of Health to the front line we now 
recognize that old ways of doing things and a reliance on the traditional workforce 
configurations designed to meet acute biomedical care will not address unmet 
needs. Internationally, the WHO (2008) and others have called for redesigned health 
systems to transform the primary care workforce and delivery models with nursing 
central to such changes (Commission on Social Determinants of Health 2008; 
Bodenheimer and Bauer 2016; Pittman 2019; All-Party Parliamentary Group on 
Global Health 2016). However, despite various governmental strategies, discernible 
change for service users has been slow to materialize.

At the policy level Ministry officials have made frequent high-level calls for 
innovative disruption (Christensen et al. 2015), suggesting that the health sector 
is ready and willing to change from traditional medical models of service deliv-
ery. Multiple health strategies and action plans have been written and published 
by the Ministry of Health (Ministry of Health n.d.) with similar themes, includ-
ing for primary health care, Māori, healthy ageing, suicide prevention, alcohol 
misuse, gambling, palliative care, and cancer control. These themes include 
calling for attention to health disparities, improving preventative care, manag-
ing the tide of long-term conditions more effectively, and increasing the use of 
the whole workforce at the top level of their license potential. The extent to 
which these strategies have ever been implemented is questionable, as while the 
vision has been exemplary, the operational structures or policy settings have not 
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supported or facilitated the desired change and have certainly not supported any 
notion of significant disruption (Robertson et al. 2015).

One example has been the implementation of The Primary Health Care Strategy 
(Ministry of Health 2001), launched in 2001, which resulted in major structural 
changes to the sector. The strategy promised a population health approach to improve 
access to comprehensive primary healthcare services and remove health inequalities. 
Substantially increased government funding, in the form of capitation payments, 
meant in effect that services were purchased in advance on behalf of patients with the 
expectation that the service would be delivered by the best person to do so. This 
move was intended to increase the use of the wider multidisciplinary team and was 
seen as a way of validating the work done by nurses in such settings. The need for 
advanced practice nurses with a clearly defined career pathway, appropriate educa-
tion, and improved employment arrangements was considered central to the success 
of the strategy. However, it quickly became apparent that medical practitioners, as 
practice owners, tended to regard the capitated funding as their direct income, or at 
least income over which they had jurisdiction. In reality, the transformational changes 
that had been anticipated through the strategy were not realized (Cumming 2016; 
Finlayson et al. 2012) and physician-led care has prevailed.

Through her doctoral research, Adams (Carryer and Adams 2017; Adams and 
Carryer 2019; Adams 2017) critically examined the establishment of NPs in rural 
New Zealand using institutional ethnography. Underpinned by a nursing paradigm 
that promotes social justice and health equity, the research explicated how both the 
neoliberal health policy environment and medical hegemony maintained the status 
quo, limiting the establishment of the rural NP workforce. Service fragmentation, a 
competitive and changeable funding environment with rapid turnover of contracts, 
and the ongoing policy support of small business models of general practice ham-
pered the opportunity for health providers to invest in the NP workforce. Further, 
while the shortage of rural primary care physicians was considered critical, there 
was little willingness at all levels of the health sector to actively support and pro-
mote NPs as a solution. The rhetoric, presented through the national media, cen-
tered on schemes to recruit and retain physicians. However, despite such an adverse 
environment, years of sheer determination by nurse leaders together with extraordi-
nary pioneering NPs has resulted in a growing number of NPs establishing service 
delivery.

11.4	 �Nursing Leadership and Ongoing NP Role Development

From the outset, nursing in New Zealand, under focused leadership, agreed with 
and aimed to support the vision behind the various strategies and policies. The com-
mitment to the NP project has been supported by international evidence demonstrat-
ing the health outcomes achieved by NPs and their cost-effectiveness (Laurant et al. 
2018; Swan et al. 2015; Martínez-González et al. 2014). Further, the nursing profes-
sion supported by the Nursing Council of New Zealand has acknowledged the con-
tribution NPs can make to the health of New Zealanders.

11  Advanced Practice Nursing in New Zealand
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The impetus towards the NP role in New Zealand has never been about a substi-
tute for medical services but a serious attempt to reframe or transform the processes 
of service delivery. Kooienga and Carryer (Kooienga and Carryer 2015) have previ-
ously argued that:

After 100 years of health services framed by the culture of medicine, most countries report 
an epidemic of chronic disease, a resurgence of infectious diseases related to poverty, huge 
inequalities in access and outcomes, major expenditures occurring in the last year of life, 
and often insufficient investment in child and youth health. (p. 806)

However, it appears that medical hegemony remains strong at both overt and 
covert levels. While the rhetoric of reducing the burden of long-term conditions and 
health inequalities are evidenced in, for example the New Zealand Health Strategy 
2016 (Ministry of Health 2016), even health bureaucrats are unconsciously invested 
in the maintenance of medicine as the default leadership position and the default 
solution to service gaps. Initial resistance by the medical profession to the develop-
ment of the role was inevitable, challenging, and persistent, but is perhaps at last 
declining. Now many primary care physicians who work with NPs have recognized 
their contribution and value to the health of their communities.

Since the role was first mooted, we have participated in a steady process of eliminat-
ing barriers to practice through lobbying for and achieving legislative change. Changes 
to the Medicines Act (Medicines Amendment Act 2013), enacted in 2014, saw NPs 
achieve the status of authorized prescriber, the same level of prescribing autonomy as 
held by medical practitioners. A few years later, the Health Practitioners Statutory 
References Bill (Health Practitioners 2015) removed references to medical practitioner 
from eight separate pieces of legislation and changed the wording to either health prac-
titioner or added NP alongside medical practitioner. These changes have freed up NPs 
to sign death and cremation certificates, sign “off work” certificates, and various other 
procedures. Other challenges have included securing the right for NPs to prescribe 
special authority medications, controlled drugs, and to write standing orders for other 
practitioners. All has been achieved, at this point, with one exception—that an NP can-
not yet order ultra-sound for the first trimester of pregnancy prior to the woman’s care 
being passed directly to a lead maternity care provider, most usually a midwife. 
Changing this barrier requires attention to the Public Health and Disability Act (New 
Zealand Public Health and Disability Act 2000), section 88.

At the same time a steady process of successful policy challenge has occurred as 
NPs are now able to claim for first specialist assessments in hospitals, carry out 
required regular assessments and treatment plans in residential care facilities, and to 
claim the same government funding streams as general practitioners (primary care 
physicians) working in community settings and primary care practices. At this point 
all other funding streams are accessible by an NP with the minor exception of the 
Accident Compensation Commission1 which persists (despite lobbying) in paying a 

1 The Accident Compensation Corporation (ACC) is New Zealand’s universal no-fault scheme for 
work and non-work injuries. The scheme provides contributions to treatment costs, loss of earn-
ings, return to work schemes, and home and vehicle modifications.
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NP a different amount than a GP for delivering exactly the same service to a patient. 
These changes have created a platform for the viability of the role as a valuable 
addition to the New Zealand workforce. However, many challenges remain, which 
are proving more difficult to overcome.

While many barriers were concrete and amenable to legislative or policy change, 
other barriers relate more to persistent custom and practice and levels of ignorance 
amongst managers or medical leaders. One example, which captures this phenom-
enon, has been resistance to a NPs right to order radiology tests. Despite clear docu-
mentation that NPs are legally able to order radiology tests, we have seen repeated 
examples of service managers or radiologists professing their certainty that this 
cannot happen. In such circumstances, patients’ care is held up or even compro-
mised. Additionally, certain specialist medical practitioners have also professed 
reluctance to accept referrals from NPs. In one instance, the specialist noted that 
while this was the most comprehensive referral letter ever received, it would not be 
accepted. Such behavior, while not legitimate, requires firm challenge especially if 
patients are not to suffer through delayed care.

New Zealand nurse leaders are proud to have resisted the process of medical 
appeasement and can note that the role in New Zealand carries no requirement for 
oversight, supervision, protocols, enforced or formal collaboration nor limits to pre-
scribing. Nurse practitioners in New Zealand have an enviable amount of freedom 
and autonomy to practice their craft without impediment and frustration created by 
supervisory relationships.

The uptake of the NP role in New Zealand thus proceeded initially at a glacial 
pace with considerable wastage of investment and energy. The momentum is now 
gathering considerable speed. According to Ministry of Health workforce data in 
2019, in addition to NPs, a further 2000 registered nurses hold a master’s degree and 
are potentially eligible to apply for an NP role. This represents a considerable poten-
tial resource for addressing health deficits and general practitioner shortages.

Media accounts are released almost daily, which report the rapid decline in avail-
ability of primary health physicians for many New Zealanders (Royal New Zealand 
College of General Practitioners 2019). The NP role alongside RNs working to the 
top of their scope stands poised to provide the exact new or “disruptive” model of 
service for which frequent calls are made. A persistent challenge over the years has 
been to encourage the media to take up the positive news about the growth of NPs 
and their potential. Instead, the media have focused on the crisis of the shortage of 
primary care physicians, perpetually seeking solutions that maintain a sector domi-
nated by medicine.

In 2019, with a major review of the health system under way, it is clear that pri-
mary care physicians are determined to protect their private business model, despite 
significant reports of its flaws and the lack of attention to the needs of the most 
vulnerable (Downs 2017). A national patient care survey was launched by the 
Health Quality Safety Commission New Zealand (Health Quality and Safety 
Commission New Zealand 2019). In a most subtle form of resistance or ignorance, 
NPs were omitted as an option that respondents could select to identify as their 
provider. This occurred despite the fact that a fairly significant number of people are 
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now enrolled with an NP as their primary provider. Nursing leadership challenges 
to this omission were not successful during the drafting of the survey.

In New Zealand, we are seemingly producing a health workforce of NPs who are 
small in numbers, largely because of the barriers (mostly now imagined), conflicts, 
and vested interests associated with a partly private and partly publicly funded sys-
tem of service delivery for primary care services. The net result is that the focus of 
health service development and investment has remained very much on primary 
care as the narrow response to presenting acute problems rather than the intended 
focus on the broader and much needed concept of primary health care. This contin-
ued focus on first contact medical care is at the expense of appropriate care for 
children in the first 1000 days of life, attention to the growing mental distress of 
young people, the vast numbers of people living with complex comorbidities, an 
ageing population, and the health inequalities facing indigenous and other deprived 
and vulnerable communities.

Nursing leadership in NZ has been advancing the NP role in the belief that there 
is genuine impetus for change. Despite the fact that an NP is now (and has been for 
many years) a fully viable income generating member of a general practice team, 
the myth is still widely promulgated that general practice cannot afford to employ 
NPs. This development is frustrating and can only be addressed by time and attempts 
to publicize the facts. We have hope in many practices where NPs are working suc-
cessfully and collegially alongside medical colleagues. Nursing is also optimistic 
that as the focus on the lack of equity for much of the NZ population intensifies then 
greater attention will be provided to NPs as a solution.

11.5	 �Social Justice and Health Inequalities

Māori, the indigenous people of New Zealand, experience significant health 
inequalities. Socio-economic determinants and low health literacy relate to poorer 
health outcomes for life expectancy and morbidity across the life span, including 
long-term conditions, cancers, oral health and rheumatic fever; and smoking preva-
lence, obesity, alcohol and drug use, gambling, suicide rates, and family violence 
remain unacceptably high (Ministry of Health 2015; Marriott and Sim 2014). New 
Zealand is a bicultural nation based upon its founding document, the Treaty of 
Waitangi, yet despite the principles of the Treaty being incorporated into health 
service policy in the late 1980s, institutional racism persists (Came 2014). The 
reductionist biomedical western models of health care that predominate do not meet 
the needs of Māori and require alternative, culturally appropriate models (Came 
2014; Sheridan et al. 2011; Durie 1998).

New Zealand NPs in primary health care work within a social justice paradigm, 
embracing principles to promote health and well-being, and reduce health inequali-
ties for individuals, families, and communities (Carryer and Yarwood 2015; Browne 
and Tarlier 2008). One of the nursing professions’ key strengths in New Zealand has 
been the adoption of Irihapeti Ramsden’s (Ramsden 2015) work on cultural safety. 
This has manifested in the development of an educational framework to analyze the 

J. Carryer and S. Adams



137

power relationships between health professionals and those with whom they work, 
particularly Māori. Striving for an approach that understands and accommodates 
cultural difference is a key component of all nursing education and a required com-
petency for nursing practice.

A number of the extant NPs in New Zealand have established their work in rural 
and Māori communities, in precisely the locations necessary to achieve the interna-
tional and national goals of the Primary Health Care Strategy (Ministry of Health 
2001; World Health Organization 2018). Through our qualitative research (Carryer 
and Adams 2017; Adams and Carryer 2019), we have learned that NPs are passion-
ate about the health of their communities and work in ways that demonstrate their 
commitment to improving health and well-being. Such NPs have worked to reshape 
health services and inform policy direction. They model how to work across organi-
zational and policy boundaries, focusing on the social, cultural, and political con-
texts in which people live and work (Adams and Carryer 2019).

11.6	 �Future Hopes and Challenges

A new phenomenon occurring in the last year or two is a rapid increase in the num-
ber of advertisements for NP positions especially in general practice or community 
settings and to a lesser extent in palliative and aged care. Advertising for an NP at 
this early stage assumes that there are many NPs actively job searching which is not 
the case. Rather we have advocated for a “grow your own” approach as it is far more 
successful for such settings to identify their RNs who are on the pathway to holding 
a clinical master’s degree and formally recognize them as NP candidates with a 
future position available. Registered nurses are the only health workforce well dis-
tributed across NZ and as such, they are a resource worthy of investment towards 
advanced practice. In this case, a small investment will pay quick dividends in meet-
ing unmet need.

The strength of the NP role, as it was anticipated, was to provide patients with 
access to nursing care in the course of consultation and management of presenting 
problems. Such work, if done properly, takes time and is challenged by the tyranny 
of the acute and the time pressures, which characterize general practice and many 
other settings especially when driven by a profit agenda.

Our next challenge is now becoming clear as primary healthcare NPs especially 
find themselves under pressure to work faster and see patients in short appointment 
times in order to secure profit for business owners. This contrasts strongly with their 
desired focus on the social determinants of health, their awareness of equity issues, 
and the value of improving health literacy and health education. As previously 
noted, the entire health system in New Zealand is the subject of a government com-
missioned major review process. Nurse leaders need to clearly articulate the value 
of NPs as a role with a strong primary health care and social justice focus (Browne 
and Tarlier 2008). To this end there is growing global support.

The World Health Organization (WHO) has long recognized that a new model 
of healthcare delivery is required to meet the current global health crisis 
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(Commission on Social Determinants of Health 2008). In New Zealand, we have 
determined that NPs offer the exact transformation in care that the WHO seeks. As 
we have previously argued (Carryer and Adams 2017), NPs can only deliver the 
full transformative potential of the role if the nature of their employment facilitates 
rather than limits their practice. We argue that the impetus of NPs towards transfor-
mative care must not be inhibited by funding patterns or management decisions, 
which continue to suggest medical solutions to health problems arising from lack 
of equity, lack of access, and lifestyles constrained by homelessness, poverty, and 
poor nutrition.

In order to support this perspective, we challenge the international impetus to 
continue conducting research demonstrating direct comparisons or equivalence 
between nurse practitioners (NP) and physicians or physician-led care in terms of 
outcomes. This work has been done and done well and the findings are unequivo-
cal (Laurant et al. 2018; Swan et al. 2015; Martínez-González et al. 2014). Such 
research however strengthens a world view that the NP role is a substitutive role 
rather than one of promoting service transformation. More importantly, the future 
research focus could be on demonstrating how NPs, when given the freedom and 
autonomy and appropriate employment settings, can provide a type of care which 
spans medicine and nursing and health and offers a qualitatively different but 
much needed type of care. Capturing short and long-term outcomes of transfor-
mative care by NPs is vitally important if models of care are to be genuinely 
redesigned.

The establishment of the NP role in New Zealand has been a 20-year journey, 
which is finally gaining real impetus. Nursing leadership activity has been persistent 
and courageous in combatting both visible and covert barriers to the role establish-
ment. Perhaps we have too often naively assumed that the high levels of unmet need 
should be sufficient to ensure receptivity, but it has not been so. Health is a business, 
first and foremost, even in this country of largely free health care, and the powerful 
historical acceptance of medical leadership continues to shape the debate.
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