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DEFINITIONS
For the purposes of this report, these important terms have the following definitions:

Term Definition
Approved provider An organisation approved by the Australian Government to provide one or more types of aged 

care (community, residential or flexible care) through one or more aged-care services. Approved 
providers receive subsidies for care recipients in allocated places.

Delivery model  
(also referred to as ‘NP 
model’ or ‘model’)

An approach to funding, structure, process and service developed to enable nurse practitioners 
to meet the requirements of the Nurse Practitioner — Aged Care Models of Practice Initiative.

Effectiveness A measure of the extent to which a healthcare intervention fulfils its objectives in practice.

Efficiency The effects or results achieved in relation to effort expended in terms of money, resources and time.

Power of Attorney The person responsible for making decisions on another’s behalf due to incapacity, as determined 
by models’ usual processes (depending on the jurisdiction, also known as Enduring Power of 
Attorney, Enduring Power of Guardianship and Substitute Decision Maker).

Enrolled nurse An associate to the registered nurse who demonstrates competence in the provision of patient-
centred care as specified by the registering authority’s licence to practise, educational preparation 
and context of care. (Australian Nursing and Midwifery Accreditation Council 2002). 

Health outcomes Important health indicators that demonstrate improvements in the way primary healthcare 
services are delivered to aged-care clients.

Innovation The creation of better or more effective products, processes, services, technologies or ideas that 
markets, governments and society accept.

Nurse practitioner  An advanced practice nurse endorsed by the Nursing and Midwifery Board of Australia (National 
Board) to practise within their scope under the legislatively protected title ‘nurse practitioner’ 
(Nursing and Midwifery Board of Australia 2013).

Nurse practitioner 
candidate 

A registered nurse who has commenced study, but who is not yet educated or endorsed to 
function autonomously and collaboratively in an advanced and extended clinical role. 

Personal care attendant A carer who is employed to help chronically ill, mentally ill or disabled people with their daily 
activities. A personal care attendant assists such people with physical mobility, personal needs 
and therapeutic care requirements.

Primary care The first point of contact for clinical services provided by a health professional.

Primary health care Essential health care based on practical, scientifically sound and socially acceptable methods and 
technology made universally accessible to individuals and families in the community through 
their full participation, and at a cost that the community and the country can afford to maintain 
at every stage of their development in the spirit of self-reliance and self-determination. (World 
Health Organization 1978)

Quality of care The measure of the capacity for care services to improve desired health outcomes and the level 
of client satisfaction with those services. It incorporates a number of dimensions, including: access 
to services; relevance to need for the whole community; effectiveness; equity; social acceptability; 
efficiency; and economy.

Residential aged care Personal and nursing care provided to an older person in a facility in which the person resides.  
Residential aged care can be offered on either a permanent or short-term (respite) basis.

Residential aged-care 
facility (also referred to as 
‘aged-care facility’)

A facility that provides residential aged care. Residential aged-care facilities are accredited and 
regulated by the Australian Aged Care Quality Agency according to legislated standards (also 
RACF). RACFs receive accommodation and care subsidies based on the resident’s classification 
under the Aged Care Funding Instrument.

Registered nurse A nurse that demonstrates competence in the provision of nursing care, as specified by the 
registering authority’s licence to practise, educational preparation, relevant legislation, standards 
and codes, and context of care. A registered nurse practises independently and interdependently, 
assuming accountability and responsibility for their own actions and delegation of care to enrolled 
nurses and healthcare workers (Nursing and Midwifery Board of Australia 2006).

Site(s) The location(s) in which a model operates; this may be at one facility or across a number of 
facilities and places.

3
THE NATIONAL EVALUATION OF THE NURSE PRACTITIONER — AGED CARE MODELS OF PRACTICE INITIATIVE

SUMMARY OF FINDINGS



THE NATIONAL EVALUATION OF THE NURSE PRACTITIONER — AGED CARE MODELS OF PRACTICE INITIATIVE
SUMMARY OF FINDINGS4



SECTION 1 
NURSE PRACTITIONER — AGED CARE MODELS OF 
PRACTICE INITIATIVE 

1.1.  INTRODUCTION 
In view of the potential benefits of increasing the 
number of nurse practitioners in aged care, the 
Australian Government developed the Nurse 
Practitioner — Aged Care Models of Practice Initiative 
(the Initiative). In the 2010–11 federal Budget, the 
Australian Government announced that it would 
provide $18.7 million to support new NP models of 
aged-care delivery across Australia. The Initiative 
supported the establishment and development of 
these models. In late 2011, the Australian Government 
awarded Initiative funding to 31 organisations 
(conducting 32 delivery models) from the 126 funding 
applications received. These models represented 
numerous jurisdictions, locations, clients and care 
providers (private practitioners, aged-care providers, 
Medicare Locals, community clinics and so on). The 
rationale behind the broad selection was to support 
innovation. The Initiative ended on 30 June 2014.

1.2.  AIMS OF THE INITIATIVE
Initiative models aimed to:

• identify effective, economically viable and 
sustainable models of practice 

• facilitate the growth of the aged-care nurse 
practitioner workforce

• improve access to primary health care for 
clients of residential and community aged-care 
services. 

1.3.  EVALUATION OBJECTIVES AND 
APPROACH
The Australian Government commissioned an 
independent evaluation of the Initiative (the 
Evaluation). A research team, with members from the 
University of Canberra and the Australian National 
University, conducted this evaluation.

The Evaluation’s primary objective was to assess the 
extent that the models achieved the Initiative’s aims.  
To do so, the Evaluation set objectives to:

• compare NP models against Initiative aims
• assess resource requirements and costs
• analyse effectiveness (including critical success 

factors and challenges)
• explore provider and consumer experiences of 

delivery models
• assess viability and sustainability of NP models
• evaluate impact on quality of care and health 

outcomes.

The Evaluation used a mixed-methods approach to 
report on the Initiative’s achievements in terms of its 
aims and the Evaluation objectives. The Evaluation 
was a large-scale, multifaceted study with distinct 
methodological research strands (Prosser et al. 2013). 
The evaluation team collected various quantitative 
and qualitative data, including information on 
nurse practitioner–client consultations, patterns of 
health-service use, NP work patterns, site-specific 
arrangements, financial viability and stakeholder 
perspectives. See Appendix A for more details on the 
Evaluation’s methodology. 
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SECTION 2 
NURSE PRACTITIONERS

2.1.  THE NURSE PRACTITIONER ROLE 
In Australia, a nurse practitioner is ‘an advanced 
practice nurse endorsed by the Nursing and Midwifery 
Board of Australia (NMBA) to practise within their 
scope under the legislatively protected title “nurse 
practitioner”’ (Nursing and Midwifery Board of 
Australia 2013). The NMBA provides a comprehensive 
overview of the role and the core competencies 
of nurse practitioners. The Australian Nursing 
and Midwifery Accreditation Council (ANMAC) 
summarised these as follows: 

In summary, these statements recognise that nurse 
practitioners work in a variety of contexts across 
diverse practice settings to deliver high level clinically 
focused nursing care. The scope of practice of the 
nurse practitioner builds upon registered nurse 
practice enabling nurse practitioners to manage 
episodes of care, including wellness focused care, 
as a primary provider of care or in collaborative 
teams. As part of this care, nurse practitioners use 
advanced, comprehensive assessment techniques 
in the screening, diagnosis and treatment of client 
conditions by applying best available knowledge to 
evidenced based practice. Nurse practitioners order 
and interpret diagnostic tests, prescribe therapeutic 
intervention including the prescription of medications, 
and independently refer clients to healthcare 
professionals for conditions that would benefit from 
integrated and collaborative care. They accomplish 
this by using skilful and empathetic communication 
with health care consumers and health care 
professionals. Nurse practitioners facilitate patient 
centred care through the holistic and encompassing 
nature of nursing. Finally, nurse practitioners evaluate 
care provision to enhance safety and quality within 
healthcare. Although clinically focused, nurse 
practitioners are also expected to actively participate 
in research, education and leadership as applied 
to clinical care. (Australian Nursing and Midwifery 
Accreditation Council 2014, p. 7)

The role of nurse practitioner is relatively new in 
Australia. The first NP was authorised in December 
2000 in New South Wales; by 2007, there were 234 
authorised NPs (Gardner et al. 2009). The enactment 
of the Health Legislation Amendment (Midwives 
and Nurse Practitioners) Act 2010 precipitated a 
considerable increase in nurse practitioners. Under 
these federal law changes, eligible nurse practitioners 
could provide services under the Medicare Benefits 
Schedule (MBS) and prescribe certain medicines under 
the Pharmaceutical Benefit Scheme (PBS). 

These arrangements made nurse practitioner services 
more affordable and accessible to Australian citizens, 
particularly those on lower incomes or government 
pensions. As of September 2014, shortly after the 
Initiative ceased, there were 1,128 endorsed nurse 
practitioners in Australia (Nursing and Midwifery 
Board of Australia 2014). 

Only a small proportion of nurse practitioners work 
in aged care. A 2009 census of nurse practitioners 
found that the most highly reported clinical field 
was emergency (30.3 per cent), while 5.3 per cent 
of respondents reported aged care/rehabilitation as 
their specialty (Middleton et al. 2011). The aged care 
workforce — final report 2012 found there were an 
estimated 245 nurse practitioners working in aged care; 
190 and 55 in residential and community care settings, 
respectively (King et al. 2013).

2.1.1  NURSE PRACTITIONER STANDARDS
The NMBA adopted the ANMAC competency 
standards for nurse practitioners at the start of the 
National Registration and Accreditation Scheme in July 
2010 (18 October in Western Australia).

These competency standards incorporated three generic 
standards defining the parameters of NP practice: 
1.  Dynamic practice that incorporates application of 

high-level knowledge and skills in extended practice 
across stable, unpredictable and complex situations.

2.  Professional efficacy whereby practice is structured 
in a nursing model and enhanced by autonomy and 
accountability. 

3.  Clinical leadership that influences and progresses 
clinical care, policy and collaboration at all levels of 
health service.

In October 2013, Australian Health Practitioner 
Regulation Agency (AHPRA) moved from the national 
competency standards to new nurse practitioner 
standards of practice. AHPRA is the organisation 
responsible for the implementation of the National 
Registration and Accreditation Scheme across Australia. 
Effective from January 2014, the standards have four 
domains: clinical; education; research; and leadership 
(Nursing and Midwifery Board of Australia 2013). The 
standards applying across these domains are: 

• Standard 1: Assesses using diagnostic 
capability.

• Standard 2: Plans care and engages others.
• Standard 3: Prescribes and implements 

therapeutic interventions.
• Standard 4: Evaluates outcomes and improves 

practice.
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2.2.  NURSE PRACTITIONERS’ 
CONTRIBUTION IN AGED CARE
Through interviews and site visits, the Evaluation 
explored Initiative nurse practitioners’ contributions 
to the care of older people. Nurse practitioners 
emphasised their grounding in the values, knowledge 
and theories of nursing. They expressed taking a holistic 
approach to client care, and they aimed to promote 
wellness, rather than only addressing illnesses. 

Nurse practitioners reported that they incorporated 
into their holistic assessments of clients the medical 
status of the client, home environment, and social and 
emotional matters. Unlike registered nurses, nurse 
practitioners could perform complex assessments, 
diagnose conditions, prescribe medicines, refer to other 
health professionals and order investigations. Nurse 
practitioners’ training prepared them to apply critical 
thinking in all clinical settings. This was identified as over 
and above that of clinical nurse consultants, advanced 
practice nurses and experienced registered nurses. 

Site visits identified several valuable contributions that 
Initiative nurse practitioners made. Nurse practitioners 
spent considerably more time with clients than general 
practitioners. Due to clients’ difficulties in accessing 
general practitioners, nurse practitioners perceived 
that one of their vital roles was to address gaps in 
the timely delivery of health care. Nurse practitioners 
often visited clients at home; this increased 
accessibility for a population that was sometimes not 
mobile or able to drive.

Nurse practitioners said they improved clients’ health 
outcomes by being able to ‘speak the language of 
GPs’. Through site visits, the evaluation team were 
told that, generally, nurse practitioners provided 
more comprehensive client assessments to general 
practitioners compared with other nurses. Therefore, 
GPs found NP assessments more helpful than other 
nurses’ assessments. General practitioners and nurse 
practitioners reported that registered nurses did not 
always understand the information that a GP needed 
to make a clinical decision, because they were not 
familiar with all the different treatment options. If a 
general practitioner received more clinically relevant 
information from a nurse practitioner, they were able 
to provide better quality of care. Nurse practitioners 
improved the quality of clinical information that nurses 
provided to general practitioners through education 
and demonstrating best practice.

Nurse practitioners’ ability to order diagnostic tests 
was identified as a valuable extension of the nursing 
role. Nurse practitioners said that it helped them to 
identify client needs more effectively and contribute 
to better care. 

Nurse practitioners’ capacity to prescribe medicines 
enabled them to provide timely care. This often 
resulted in clients having quicker access to treatment 
and reduced harmful breaks in treatment. Nurse 
practitioners also reported that they reviewed clients’ 
medicines. Many nurse practitioners aimed to reduce 
unnecessary polypharmacy and considered whether 
medicines previously prescribed were still necessary. 

Many general practitioners expressed gratitude for 
the nurse practitioner role in aged care because it 
brought greater confidence, more knowledge and 
stronger networks with specialised services. This was 
particularly the case with dementia, comorbidities and 
palliation care. Some managers in aged-care facilities 
and community centres appreciated having access to 
‘another pair of clinical eyes’. 

Nurse practitioners also supported communication 
between different parties, including clients, their 
families/carers and other professionals. This involved 
case conferencing — gathering all parties together 
at one time, coordinating and working with various 
professionals, and ‘translating’ what other health 
professionals said to clients. 

Nurse practitioners emphasised the importance of 
formal planning documentation (for example, advance 
care plans). Knowing people’s wishes and preferences 
enabled nurse practitioners to help clients achieve a 
‘good death’. 
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SECTION 3 
NURSE PRACTITIONER MODELS IN THE INITIATIVE

3.1.  INTRODUCTION
Thirty-two models received Initiative funding. 
However, not all of these models participated in 
the Evaluation. Due to difficulties attracting and 
appointing nurse practitioners, three models returned 
their funding. Three new models received Initiative 
funding in late 2012. As ethics approval was only 
granted for the original models, these new models 
could not participate in the Evaluation. Therefore, the 
Evaluation assessed 29 NP models.

3.2.  CHARACTERISTICS OF THE MODELS
Initiative models were diverse in terms of geography, 
organisation, scope and target clientele. 

Geography: Models were located across Australia, 
with at least one model in each state and territory. 
The models’ locations ranged from major cities to 
very remote areas. Some models established clinics in 
geographically isolated regions or provided services 
across geographically diverse areas, while others 
targeted specific metropolitan areas and limited their 
travel to a specific region.

Organisation: Models were diverse in terms of the 
organisations or individuals that administered them, 
and how they were organised. Funded organisations 
included approved providers, Medicare Locals, 
universities, state government health services, sole 
traders, peak bodies and community health services. 
Models ranged from an individual nurse practitioner 
operating a mobile service to models in which NPs 
served as members of multidisciplinary teams. 

Scope and target clientele: Funded models ranged 
from those with a broad and generalist scope — 
sometimes treating clients of all ages — to models with 
a particular care focus, such as providing palliative or 
dementia care. Some models targeted the specialised 
needs of particular groups; for example, specific cultural 
or linguistic communities. Other models targeted 
identified gaps in their local healthcare delivery context; 
for example, meeting gaps in after-hours care or 
helping to enable clients’ early discharge from hospitals. 

3.3.  MODEL TYPES
For the purposes of the case study strand of the 
Evaluation, the evaluation team classified five model 
types1: RACF-based, independent NP, GP clinic, NP 
clinic and state government-based (see Table 3.1). 

The model types had different broad goals (see 
Figure 3.1): providing timely access to sub-acute 
care (RACF-based); promoting healthy ageing 
(independent NP); supporting primary care and 
primary health care (NP-led and GP clinic); and 
helping to reduce unnecessary hospitalisations  
(state government-based).

1 One model was classified under both state government-based 
and GP clinic model-types, because it comprised two distinct 
delivery models.

TABLE 3.1: BREAKDOWN OF MODEL TYPES
Model type No. of models 
1. RACF-based 11

2. Independent NP 4

3. GP clinic 5

4. NP clinic 4

5. State government-based 6

FIGURE 3.1: NP MODEL TYPES (BY CASE STUDY) 
WITH BROAD AIMS
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Table 3.2 provides a summary of the different model types, including a general description of their nurse 
practitioners’ roles and scopes of practice, main benefits, viability, and future directions. 

TABLE 3.2: NP MODEL TYPES — SUMMARY OF CASE STUDY FINDINGS

Model type: RACF-based

No. of models: 11

Models continuing: 9

Description: The core feature of this model type was that approved providers employed nurse practitioners to provide 
care to RACF residents (primarily). RACF-based models included those in metropolitan and regional locations. Some nurse 
practitioners were located in one facility, while others spanned several.

NPs’ roles and scopes of 
practice Main benefits

Factors contributing to 
viability

Future directions and 
considerations

Nurse practitioners’ roles 
in RACFs incorporated 
clinical care, clinical 
leadership, education and 
research. They responded 
to, diagnosed and 
treated residents’ acute 
illnesses; undertook health 
assessments; managed 
chronic conditions; reviewed 
medicines and wrote/
renewed prescriptions; 
managed wounds; and 
provided palliative care. 
Nurse practitioners’ scopes 
of practice developed 
according to client and 
organisational needs. 

• Improved quality of care 
for residents 

• Reduced hospitalisations 
of residents

• Provided care in RACFs 
previously only delivered 
in hospital

• Provided leadership within 
organisations and trained 
staff 

• Addressed gaps in care 
delivery when GPs were 
unable to visit (timely and 
appropriate care) 

• Provided timely diagnosis 
and treatment of clients 
resulting in prevention 
of residents’ health 
deteriorating

• Improved chronic disease 
management 

• Improved palliative care
• Managed residents’ 

increasing acuity

Nurse practitioners in 
RACFs can improve quality 
of care and provide an edge 
in a competitive market. 
Within continuing models, 
organisations and approved 
providers recognised that 
nurse practitioners added 
value, and so they used 
existing funding to cover 
NPs’ salaries and associated 
costs.

Reducing unnecessary 
hospitalisations can reduce 
the level of demand for 
costly aged-care services 
and can improve residents’ 
quality of life. Not many 
approved providers 
have the capacity to use 
existing funds to cover the 
cost of employing nurse 
practitioners. Extra subsidies 
for RACFs could encourage 
and enable approved 
providers to establish nurse 
practitioner models. 
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TABLE 3.2: NP MODEL TYPES — SUMMARY OF CASE STUDY FINDINGS CONTINUED...

Model type: Independent NP

No. of models: 4

Models continuing: 4 (although modified)

Description: This model type comprised models that were private, small businesses. All models had a mobile aspect, which 
meant nurse practitioners travelled to clients’ homes, retirement villages or RACF rooms. Nurse practitioners combined 
the role of small business owner and practitioner, which raised common challenges around combining the responsibilities of 
running a business with the responsibilities of being a primary healthcare clinician.

NPs’ roles and scopes of 
practice Main benefits

Factors contributing to 
viability

Future directions and 
considerations

Services differed according 
to local demands and 
nurse practitioners’ scopes 
of practice. Mostly, these 
models provided non-acute 
care in homes. This included: 
health assessments, regular 
monitoring (e.g. monitoring 
of blood pressure, blood 
sugar and blood clotting); 
wound care; continence care; 
upper respiratory treatments; 
assessments of ongoing 
medication (particularly 
antibiotic) use; early 
dementia assessments; falls 
assessments; and referrals 
to other services. Nurse 
practitioners also responded 
to acute and sub-acute care 
needs. For instance, they 
could respond to referrals 
by GPs, specialists, carers 
and RACFs for patients who 
could not attend a clinic. 
They could also respond to 
emergencies such as falls and 
suspected heart attacks. In 
addition to direct client care, 
nurse practitioners undertook 
roles of educators and case 
managers.

• Enabled home access to 
primary health care 

• Assisted people to remain 
living in their homes 

• Reduced hospitalisations
• Provided monitoring of 

clients’ chronic conditions
• Improved early 

intervention
• Provided case 

management and care 
coordination 

• Assisted clients to 
navigate and access 
services

• Supported clients’ early 
discharge from hospitals

• Provided health clinics and 
education

Independent models’ 
needed to be adaptable 
to take advantage of local 
competitive opportunities 
(for example, in terms 
of funding, gaps in local 
market or service). Nurse 
practitioners in independent 
NP models dedicated 
substantial time to 
running their businesses. 
Consequently, they earned 
less income than their public-
sector counterparts.

Assisting people to remain 
living at home and reducing 
unnecessary hospitalisations 
can reduce the level of 
demand for costly aged-
care services. Independent 
models do not have 
organisational resources to 
subsidise nurse practitioner 
services. Providing 
extra funding options to 
supplement MBS income 
could be an important pillar 
of their future viability. 
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TABLE 3.2: NP MODEL TYPES — SUMMARY OF CASE STUDY FINDINGS CONTINUED...

Model type: GP clinic

No. of models: 5

Models continuing: 2 (intended)

Description: Within GP clinic models, nurse practitioners provided services to the community. These models were within 
Medicare Locals and general practices, both large and small. GP clinic models shared common business goals, had strong 
relationships between nurse practitioners and general practitioners. These models emphasised GPs’ responsibility for client 
care. 

NPs’ roles and scopes of 
practice Main benefits

Factors contributing to 
viability

Future directions and 
considerations

General practitioner 
workloads created a service 
gap that nurse practitioners 
could address. Nurse 
practitioners undertook 
some time-intensive aspects 
of clinical care for older 
people with complex needs, 
including: home and RACF 
visits; health assessments; 
health reviews; functional 
assessments; medication 
reviews; identification 
of referral options; and 
development of coordinated 
care plans.

• Increased GP clinics’ 
capacity to provide 
effective aged care

• Enabled home and RACF 
access to primary health 
care 

• Reduced GPs’ 
unscheduled RACF visits 

• Identified clients’ health 
concerns early

• Trained RACF staff in 
visited facilities 

• Provided collaborative 
care and enabled 
information sharing

Models’ greatest challenge 
was to cover nurse 
practitioners’ salaries. 
Generally, GP clinics’ 
business approach relied 
significantly on general 
practitioners generating 
sufficient MBS income 
to cover their salaries and 
clinics’ overheads. Nurse 
practitioners could not 
contribute to clinic costs 
as they could not generate 
sufficient MBS income to 
cover their salaries. 

Creating efficiencies in 
GP clinics might offset 
some costs of NP models. 
Assisting people to remain 
living at home and reducing 
unnecessary hospitalisations 
can reduce the level of 
demand for costly aged-care 
services. This might provide 
grounds for reconsidering 
the arrangements around 
collaborative GP and NP 
delivery models.
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TABLE 3.2: NP MODEL TYPES — SUMMARY OF CASE STUDY FINDINGS CONTINUED...

Model type: NP clinic

No. of models: 4

Models continuing: 2

Description: Within these models, nurse practitioners ran clinics providing services to the community. Models were 
in metropolitan, regional and remote areas. Two models provided care to communities with limited access to general 
practitioners. Generally, the models did not compete with GP services. 

NPs’ roles and scopes of 
practice Main benefits

Factors contributing to 
viability

Future directions and 
considerations

Nurse practitioners offered 
wide-ranging primary 
care services, including: 
comprehensive health 
assessments; health 
management plans; 
medication reviews; 
prescriptions; and monitoring 
of chronic health conditions. 
Nurse practitioners provided 
education clinics. In regional/
remote areas, nurse 
practitioners responded to 
accidents and emergencies. 
Nurse practitioners 
supported access to other 
health professionals.

• Increased access to primary 
health care, particularly in 
communities with limited access 
to GPs 

• Provided case management and 
care coordination 

• Reduced need for people 
to travel away from home to 
receive care

• Provided opportunistic care, 
addressing clients’ care needs 
beyond the presented concerns 
and families/carers’ needs

• Improved monitoring and 
management of chronic 
conditions 

• Provided client education

Models’ needed to 
access sources of 
funding other than 
MBS revenue to remain 
sustainable.

NP-led clinics could play 
a role in supplementing 
existing services. 
Governments, aged-
care providers and key 
stakeholders could 
reconsider providing 
alternative funding sources 
for NP clinics where general 
practitioner services are not 
available or accessible. 

13
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TABLE 3.2: NP MODEL TYPES — SUMMARY OF CASE STUDY FINDINGS CONTINUED...

Model type: State government-based

No. of models: 6

Models continuing: 5

Description: Six models were affiliated with or located within state government health services. A common goal of the 
state government-based NP models was reducing unnecessary hospitalisations for aged-care residents. 

NPs’ roles and scopes of 
practice Main benefits

Factors contributing to 
viability

Future directions and 
considerations

Nurse practitioner roles 
included: providing outreach 
to local aged-care facilities; 
reviewing medicines; 
providing hospital-in-the-
home services; consulting in 
the management of people 
with dementia; educating 
and training RACF staff; 
conducting clinics (e.g. 
advance care planning and 
memory clinics); and working 
in multidisciplinary teams. 

• Improved access to timely 
care 

• Prevented unnecessary 
hospital admissions 

• Supported discharge of 
RACF residents from 
hospital 

• Provided treatments 
in RACFs that would 
have normally required 
hospitalisation 

• Provided education and 
training to RACF staff

• Provided specialised 
clinics 

• Coordinated services 
across professions and 
sectors

Most models were able 
to establish a business 
case to continue, typically 
based on efficiencies they 
created within local health 
systems through reduced 
hospitalisations. 

Nurse practitioners can 
create efficiencies by 
reducing older people’s 
hospital admissions. This 
could provide grounds for 
state and territory health 
services to support NP 
models.
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3.4.  NURSE PRACTITIONERS AND CARE 
OF OLDER AUSTRALIANS
Twenty-four nurse practitioners from 19 models entered 
data into the online Medi-Assist system in relation to 
consultations with their clients. Across two collection 
periods, nurse practitioners recorded information for 911 
consenting clients. Nurse practitioners’ non-completion 
(nc) of client data was significant and created a 
challenge for data analysis. Despite this challenge, the 
evaluation team was able to gain a general overview 
of client characteristics (see Table 3.3). While this 
type of data is conventionally presented in a chart 
with percentage proportions, such reporting would be 
misleading due to the large amount of missing data. 
Instead, the report presents actual numbers, including 
the number of missing records. Note that the table only 
includes information from clients who provided written 
informed consent.

Of the clients entered into Medi-Assist, 792 were over 
65 years old. Table 3.3 shows numbers of clients in each 
age grouping.

3.5.  EFFECTIVENESS OF NURSE 
PRACTITIONER MODELS
Model managers and nurse practitioners in the Initiative 
regarded their models to be effective at providing high-
quality, timely care to older people. Nurse practitioners 
provided services for various needs and had different 
scopes of practice. Some nurse practitioners had broad 
scopes of practice, treating clients of all ages with 
wide-ranging needs. Many specialised in aged care 
or gerontology. Some nurse practitioners provided 
specialised care and treated clients with specific 
conditions; for example, dementia or palliative care. 

Overall, the Evaluation found that nurse practitioners 
improved access to primary health care for older 
people. Nurse practitioners did so by providing timely 
care that was responsive to the specific needs of older 
people in local communities. When the Initiative ended, 
two-thirds of the models (21 of the 32 models originally 
funded) reported that they would continue in some 
form in 2015. Central features for models that reported 
they would continue in 2015 were that managing 
organisations: had the financial capacity to support 
the models or were able to secure additional financial 
resources; and recognised that the benefits of the NP 
delivery model warranted the costs incurred. 

TABLE 3.3: CLIENT CHARACTERISTICS

Gender Male (n=310) Female (n=531) nc=70

Age Average: 79.9 years Mode: 75–84 years (n=311) nc=80

Language English: 590 Indigenous: 10; Other: 8 nc=303

Indigenous status Indigenous: 11 Other: 628 nc=272

Pension status Full govt: 483 Part govt: 78; Other: 88 nc=262

Funding status MBS: 664 DVA: 68; Other: 14 nc=165

FIGURE 3.2: VALID ENTRIES OF AGES FOR 
CLIENTS ACCESSING NP MODEL SERVICES
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SECTION 4 
FINDINGS BY EVALUATION OBJECTIVES
This section reports on NP models’ varying challenges 
and achievements in terms of each of the Evaluation’s 
objectives.

4.1.  OBJECTIVE 1: COMPARE NP MODELS 
AGAINST INITIATIVE AIMS

4.1.1  AIM 1: IDENTIFY EFFECTIVE, 
ECONOMICALLY VIABLE AND SUSTAINABLE 
MODELS OF PRACTICE
At the Initiative’s conclusion, more than 70 per cent of 
the models in the Evaluation (21 of the 29) intended 
to continue in some form in 2015 (see Table 4.1). The 
other 30 per cent ceased to operate because they were 
not financially viable.

Continuing models planned to use host organisations’ 
existing resources, find additional funding or reallocate 
other government funding (see Section 4.5). 

4.1.2  AIM 2: FACILITATE THE GROWTH OF THE 
AGED CARE NP WORKFORCE
The need to develop the aged-care workforce to deal 
with an ageing population has been well established 
in the literature. The aged care workforce — final report 
2012 (King et al. 2013) noted that three-quarters of 
residential facilities and half of the community outlets 
surveyed reported skill shortages. Two-thirds of 
residential facilities reported shortages of registered 
nurses, while half said there were not enough personal 
care attendants. In community outlets, a third reported 
community-care workers shortages and 15 per cent 
shortages of registered nurses. 
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TABLE 4.1: OUTCOMES FOR INITIATIVE MODELS
Model Continue Modified Ceased Withdrew
Anglican Retirement Villages X

Australian College of Nursing X

Bass Coast Community Health Service X

The Bethanie Group Inc. X

Brightwater Care Group Inc. X

Bushland Health Group Ltd X

Calvary Retirement Communities X

Department of Health – Queensland (Brisbane) X

Department of Health – Queensland (Rockhampton) X

Charles Darwin University X

Helping Hand Aged Care Inc. X

Hobart District Nursing Service Inc. X

Holistic Medical Care Pty Ltd X

Hunter New England Local Health District X

Illawarra Retirement Trust X

La Trobe University X

Murrumbidgee Medicare Local Ltd X

North East Division of General Practice Pty Ltd X

The Nurse Practitioner Acute Care Team Pty Ltd X

Nurse Practitioners in Aged Care X

Queensland NP Healthcare Clinics Pty Ltd X

Queensland University of Technology X

Resthaven Inc. X

Royal Freemasons Homes of Victoria Ltd X

Rumbalara Aboriginal Co-operative Ltd X

Silver Chain Nursing Association Inc. X

Sir Moses Montefiore Jewish Home X

Southern Adelaide Fleurieu – Kangaroo Island Medicare Local Ltd X

Southern Cross Care Inc. X

Sunblade Enterprises Pty Ltd X

The University of Newcastle X

Menzies Research Institute Tasmania X

Total 18 3 8 3
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4.1.2  AIM 2: FACILITATE THE GROWTH OF THE 
AGED CARE NP WORKFORCE CONTINUED...
Furthermore, registered nurses2 reported that they 
worked more hours than they would like and they had 
the highest work-life interference. They were also more 
likely to feel under pressure and state that their job was 
stressful, to have been in their jobs for 12 months or 
less and to expect not to be working for their current 
organisation in 12 months. King et al. (2013) identified 
a significant decline in the proportion of the registered 
nurses, enrolled nurses and allied-health professionals 
in aged-care facilities. Indeed, the findings in The aged 
care workforce — final report 2012 raised significant 
challenges in terms of the sustainability of nursing 
workforce in aged care.

During site visits, members of the evaluation team 
explored stakeholders’ views on barriers and enablers 
to growing the nurse practitioner workforce in aged 
care. This allowed consideration of growing the 
workforce in terms of increasing both the number of 
nurse practitioners and the number of NP positions in 
aged care.

Deterrents for nurses considering becoming nurse 
practitioners included the significant amount of 
study, the uncertainty of not finding employment as 
a nurse practitioner and potentially long delays for 
endorsement. Managers, nurse practitioners and nurses 
noted that disincentives for attracting nurses to aged 
care were the relatively low salaries within the sector 
and some negative perceptions surrounding aged care. 

By contrast, nurse practitioners and NPCs in the Initiative 
said the opportunities to specialise, exercise autonomy 
and provide clinical leadership were highly attractive 
aspects of the NP role. Nurse practitioners reported that 
they took pride in their role, were satisfied with their work 
conditions and valued their independence. However, 
nurse practitioners and NPCs reported that there was a 
significant shortage of nurse practitioner mentors. The 
potential availability of nurse practitioner mentors would 
increase as more NPs become endorsed.

Nurse practitioners actively promoted their role and 
encouraged other nurses to become NPs. Nurse 
practitioners used formal opportunities — such as 
teaching roles and nursing graduation ceremonies — to 
encourage young nurses to consider the role. 

In many cases, there was also organisational support 
for increasing the number of nurse practitioners. 
RACF managers, in particular, identified ‘growing their 
own’ NP(s) as an effective strategy for optimising care 
delivery into the future, and building the capabilities 
of their existing workforce. Managers in several 
aged-care facilities reported that they encouraged 
registered nurses to become nurse practitioners. 

2 The aged care workforce — final report 2012 often included data 
from nurse practitioners with registered nurse data.

The Initiative contributed to growing the nurse 
practitioner workforce in aged care by supporting 
organisations to implement NP models. In some 
cases, the presence of a nurse practitioner ‘broke the 
ice’ for the organisation — once a nurse practitioner 
had been employed and demonstrated the value of 
the role, it paved the way for another NP position 
or for registered nurses to become NP candidates. 
Employing nurse practitioners also contributed to the 
reputation of organisations as employers. 

The appointment of nurse practitioners through the 
Initiative directly contributed to achieving the Initiative’s 
second aim to support the growth of the aged-care 
NP workforce. During interviews, model managers 
suggested that many of these positions would not have 
been created without the Initiative. During the Initiative, 
15 nurse practitioner candidates became endorsed 
NPs and commenced work within participating models. 
An ‘exit survey’ of model managers at the end of the 
Initiative indicated that six nurse practitioners from the 
models that were not continuing had taken up other 
NP roles in aged care (either in the private or public 
sectors). 

Recruiting nurse practitioners was a challenge for 
many models. Some RACF models ‘grew their own’ by 
supporting registered nurses or clinical nurse consultants 
to undertake additional education and training to 
become endorsed nurse practitioners. The advantage 
of this approach was that managing organisations and 
the local health professional communities knew the 
candidate. The organisations hosting aged-care facility 
models could also provide extra support throughout the 
endorsement and registration period. Working towards 
endorsement was often a slow process, so supporting 
candidates required substantial organisational 
commitment in terms of providing back-fill, study time 
and mentorship arrangements. 

Aside from Initiative funding enabling the growth of 
the aged-care nurse practitioner workforce directly, it 
provided other benefits for the aged-care workforce 
more broadly. Testing of new roles in the aged-care 
workforce supported innovative thinking around 
use of the workforce. Moreover, the trialling of new 
approaches in aged-care delivery seemed to support 
relationships between various health professionals 
involved. This beneficial outcome could encourage 
other services to consider implementing NP models.

Future growth of nurse practitioners in aged care will 
depend on the perceived benefits and rewards of 
becoming a nurse practitioner or establishing an NP 
model outweighing the negatives and risks. The report 
provides recommendations in section 5.3 that aim to 
minimise nurse practitioners’ and organisations’ risks 
and maximise their incentives, to encourage growth of 
the aged-care nurse practitioner workforce. 
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Importance of recruiting the ‘right’ nurse practitioner 
Several interviewees explained that nurse practitioners’ 
personal attributes were vital to the success of models. 
These attributes included: good communication skills; 
emotional intelligence; professionalism; leadership skills; 
confidence and credibility in clinical decision-making; 
initiative and self-drive; resilience; and critical thinking 
and analytical skills. In interviews with people who 
worked with or had been treated by nurse practitioners 
in the Initiative, interviewees typically spoke very highly 
of those NPs. Interviewees considered the success of 
models to be, at least in part, due to personal qualities 
of incumbent nurse practitioners. 

4.1.3  AIM 3: IMPROVE ACCESS TO PRIMARY 
HEALTH CARE
Overall, the Evaluation found that NP models 
improved older people’s access to primary health care. 
Nurse practitioners involved provided timely care 
that was responsive to clients’ specific needs in their 
local contexts. Furthermore, these nurse practitioners 
provided new services, expanded existing services and 
developed innovative delivery models. The different 
model types (by case study) promoted healthy ageing; 
provided timely access to sub-acute care; supported 
primary care and primary health care; and helped to 
reduce unnecessary hospitalisations. These model 
types are shown in Figure 3.1. 

Nurse practitioners improved access to primary 
health care by filling gaps in services. In particular, the 
evaluation team explored the contributions that nurse 
practitioners could make to aged care in addition 
to the care already provided by other nurses. While 
employing a nurse practitioner costs more than 
employing a registered nurse, the Evaluation found 
that NPs’ extra capabilities helped to demonstrate their 
‘value add’. Nurse practitioners’ ability to prescribe, 
diagnose and start treatment immediately, order 
diagnostic tests and refer patients was vital to the 
success of models in the Initiative. Other nurses could 
not perform these functions. By enabling rapid access 
to care, nurse practitioners prevented clients having 
to wait — often for days — for general practitioners to 
attend RACFs or for prescriptions to be issued. 

For nurse practitioners, being able to access MBS 
and PBS changed their practice by enabling them to 
independently write a prescription, and order pathology 
and imaging tests, rather than depending on GPs. This 
enabled clients to get faster access to treatment. 

Nurse practitioners’ ability to write prescriptions also 
assisted pharmacists and helped to avoid breaks in 
medicines. 

Clients, facility managers and nurses reported that 
nurse practitioners’ advanced knowledge and skills 
enabled NPs to make clinical decisions and facilitated 
effective care from general practitioners when they 
visited RACFs. Furthermore, model managers and 
nurse practitioners reported that nurse practitioners 
played a role in educating and increasing the skills of 
the nursing workforce in aged-care facilities.

All Initiative models adopted a holistic approach to 
care. Nurse practitioners aimed to address clients’ 
wide-ranging health and social needs, rather than just 
treating the main presenting health problem. Nurse 
practitioners also reported that they delivered services 
that supplemented GP services. Such nurse practitioner 
services were particularly evident in palliative care and 
the identification of early-stage dementia. In interviews, 
general practitioners reported satisfaction with the 
complementary nurse practitioner role, because they 
saw that it improved the overall quality of care provided 
to their clients.

Nurse practitioners reported that an important aspect 
of their role was care coordination. Such coordination 
often involved conducting health assessments, 
establishing care plans, providing aids, and informing 
general practitioners and RACF staff about clients’ 
clinical conditions. 

Medical practitioners, including general practitioners 
and geriatricians, who were involved with NP models 
acknowledged that nurse practitioners assisted them 
to perform their roles and, more broadly, made a 
valuable contribution to the aged-care system. Nurse 
practitioners helped general practitioners and specialists 
to manage their workloads by conducting some of the 
client consultations, particularly outside the clinic. By 
visiting clients at their homes or aged-care facilities, 
nurse practitioners alleviated some of the pressure on 
general practitioners to be ‘in two places at once’. When 
general practitioners visited RACFs, nurse practitioners 
helped to make the GPs’ visits more efficient. 

Some general practitioners recognised the specialised 
knowledge that aged-care nurse practitioners had, and 
their clinical skills in managing older people. Medical 
practitioners saw that the role could be an important 
contribution to managing the ageing population. 

In summary, nurse practitioners contributed to better 
quality of care and increased access to primary health 
care by:

• providing more timely access to care
• coordinating care across health professions
• contributing advanced clinical knowledge of 

older people’s care, particularly for palliation, 
cognition/dementia and chronic disease. 
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4.2.  OBJECTIVE 2: ASSESS RESOURCE 
REQUIREMENTS AND COSTS
The Evaluation found that NP models’ economic 
viability depended on them accessing income from 
various sources. However, managing resources 
efficiently also contributed to financial viability. Models’ 
resource requirements fell into three categories: set-up 
costs, establishment costs and ongoing costs. The 
report discusses these three types of costs below.

4.2.1  SET-UP COSTS
The Initiative’s support for set-up costs was a vital 
contribution to models. While the support varied 
between models, commonly this included: paying 
nurse practitioner or NPC salaries in the early months; 
administration support; vehicle subsidy; purchase of 
clinical and information technology equipment; and 
support for the purchase of materials. Some models 
based in larger organisations had administrative 
support from the beginning without Initiative funding, 
but smaller and sole-operator models did not. Without 
seed funding from the Initiative, many of these models 
would probably not have been created.

Costs associated with the endorsement of nurse 
practitioner candidates were an unanticipated aspect 
of set-up costs. The time delay experienced by models 
in relation to the endorsement of NPCs was significant 
(see Figure 4.1). Without the Initiative’s contribution to 
cover nurse practitioner and NPC salaries during these 
waiting periods, many models would probably have 
been forced to stop before they started. 

4.2.2  ESTABLISHMENT COSTS
The establishment costs related particularly to the 
phase when models were building their client bases. 
These included costs for: administration; promotion; 
materials; travel; and business development. Initiative 
funding was a crucial enabler for models in this 
establishment phase. 

4.2.3  ONGOING COSTS
The ongoing costs were those that NP models would 
face after Initiative funding ended. Most notable of these 
were salary costs. The Evaluation found that of those 
models billing MBS in September 2013, 28 per cent 
(five out of 18) were earning about half of an average 
nurse practitioner salary, while a similar percentage 
had reached approximately one-third of an NP salary. 
Another ongoing expense was for administrative support, 
particularly with regard to scheduling consultations and 
preparing MBS billing. Due to economies of scale, larger 
organisations were able to absorb some of these costs 
into their existing arrangements. 

Small and sole-operator models had limited capacity 
to use existing resources for administrative support. 
Administrative costs were a high proportion of these 
models’ total expenditure. Some nurse practitioners 
did their own administrative work, but this took time 
away from service delivery and reduced the income 
they could generate. Another substantial ongoing cost 
for models was leave provision. This included annual 
leave, personal leave and study leave. Again, for small 
and sole-operator models dependent on income 
generated through consultations, leave was time away 
from service delivery and income generation. Given 
that ongoing training was part of the professional 
requirement for nurse practitioners, this presented a 
significant challenge for NP models. 
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FIGURE 4.1: NP AND NPC PARTICIPATION IN 
THE EVALUATION 

THE NATIONAL EVALUATION OF THE NURSE PRACTITIONER — AGED CARE MODELS OF PRACTICE INITIATIVE
SUMMARY OF FINDINGS20



Most established organisations had protocols, procedures 
and committees in place, which could be adapted to 
support new nurse practitioner roles. For models that 
needed to establish these arrangements for the first time, 
this could be a slow and costly process. Given that the 
Evaluation found sound clinical governance to be an 
important factor in the resilience and sustainability of NP 
models, these would be important resource requirements 
to consider in the future.

The evaluation team identified contradictory 
information in relation to travel costs. In interviews, 
nurse practitioners and model managers reported 
travel as a significant loss in both time and income. 
Some argued that travel costs should be reimbursed 
within MBS (as it is with Department of Veterans’ 
Affairs’ clients). However, diary collection activity and 
expenditure accounts did not identify travel costs as a 
significant factor. When consulted about this apparent 
disparity, nurse practitioners explained that many NPs 
were now minimising time and costs associated with 
travel by not targeting clients that involved long travel 
time. 

Finally, some models were established and funded 
prior to the announcement of the Initiative. For these 
models, supporting organisations had already funded 
the establishment costs. The Initiative provided a 
financial safety-net to trial new delivery models or 
to expand existing aged-care services. However, 
these models did not rely on Initiative funding to 
remain viable. They were the most likely models to 
continue after Initiative funding stopped because their 
alternative funding was secured. 
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4.3.  OBJECTIVE 3: ANALYSE 
EFFECTIVENESS (INCLUDING CRITICAL 
SUCCESS FACTORS AND CHALLENGES)
The Evaluation identified various barriers and enablers 
to the effectiveness of models within the Initiative3 
(see Table 4.2). 

4.3.1  INDIVIDUAL-RELATED FACTORS
There are relatively few nurse practitioners working 
in aged care in Australia. Models’ effectiveness 
depended on recruiting and retaining the ‘right’ NP 
with the right specialisation in the right location. 
Meeting these requirements was a significant 
challenge. One of the main reasons was that nurse 
practitioners could earn higher salaries in the public 
sector. Furthermore, many models did not have 
the capacity, either in terms of human or financial 
resources, to cover nurse practitioners’ various leave 
entitlements. This presented models with a potential 
challenge for professional development, staff retention 
and sustainability. 

4.3.2  PROFESSIONAL RELATIONSHIP-RELATED 
FACTORS
A recurrent finding from interviews and surveys was the 
importance of professional relationships for effective 
NP models. These included nurse practitioners’ 
relationships with medical specialists, general 
practitioners, allied-health professionals, other nurses, 
and clients and families. Trust in nurse practitioners, 
their expertise, their capacity to collaborate and their 
ability to communicate were vital. Therefore, building 
relationships took time. As such, nurse practitioners 
who had established relationships with clients and 
health professionals had an advantage over NPs that 
were not known locally prior to the Initiative. 

Other nurses were sometimes reluctant to work with 
nurse practitioners, but this was largely related to 
uncertainties about how the roles would be delineated. 
Nurses were sometimes resistant to change or 
concerned that nurse practitioners would take over or 
tell them they were ‘doing the wrong thing’. 

Nurse practitioners developed and implemented 
strategies to build confidence in their abilities. This was 
a critical factor for nurse practitioners having successful 
relationships with both general practitioners and other 
nurses. This sometimes required nurse practitioners 
acting within a restricted scope for a period of time.

3  These included the importance of NP models targeting areas 
of aged-care skills shortages, the influence of the surrounding 
competitive marketplace and the role of population shifts in 
creating new areas of aged-care demand.

A vital factor in the effectiveness of models was nurse 
practitioners’ relationships with general practitioners, 
who could be resistant initially until trust was earned. 
However, due to general practitioners’ high workloads, 
many GPs eventually perceived the nurse practitioner 
role as complementary rather than as competition. 
This was particularly the case where nurse practitioners 
had an aged-care specialisation and expertise that was 
outside that of the general practitioner. 

On many occasions, affiliated GPs and specialists 
became mentors or ‘champions’ for the NP role. 
Clinical mentorship was not a widespread challenge 
within these models, as this was provided by specialists 
or general practitioners. However, the lack of nurse 
practitioner mentors for NPs remained a challenge. 

4.3.3  ORGANISATION-RELATED FACTORS
An important enabler for NP models was when 
an organisation had prior experience with nurse 
practitioners. Some organisations had planned 
to appoint a nurse practitioner prior to receiving 
Initiative funding. The Initiative enabled organisations 
to establish and trial models earlier than they had 
anticipated. 

Organisational support for administration, information 
and communication technology, clinical rooms, 
vehicles and materials was important. Organisations 
that were able to cover these ongoing costs were 
more likely to operate financially viable NP models. 
These organisations were willing to invest in nurse 
practitioners to improve the quality of care provided to 
clients, even though the direct financial benefits might 
not be evident.

An important success factor for models located 
within aged-care organisations was established clinical 
procedures and protocols. In most cases, organisations 
adapted existing arrangements to incorporate the 
nurse practitioner role. Another related factor was that 
these organisations usually had clinical governance 
committees, which nurse practitioners and managers 
identified as vital in developing models, establishing 
professional relationships and delivering high-quality 
care. By contrast, clinical governance arrangements 
were less developed and took significant time to 
establish within models that did not have access to such 
resources.

Several project managers noted that their choices of 
locations for models within organisations were based on 
financial stability, consistent health demands and stable 
staff profiles.
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TABLE 4.2: BARRIERS AND ENABLERS OF NP MODELS
Barriers Enablers
Individual-related factors
• Experiencing setbacks in recruiting the ‘right’ person with 

the right specialisation and in the right location
• Experiencing difficulties in attracting existing nurse 

practitioners to aged-care NP positions 
• Having challenges communicating with health 

professionals, organisations, clients and their families, and 
the community

• Competing with salaries and conditions of the public 
sector

• Experiencing challenges in covering NPs’ leave and time 
needed for professional development 

• Having difficulties in paying study fees to become a nurse 
practitioner

• Demonstrating attractiveness of NPs’ and NPCs’ 
autonomy and ability to specialise

• Demonstrating that the nurse practitioner role provided 
nursing and aged-care nursing career pathways

• Employing nurse practitioners with excellent clinical skills 
and personal qualities that were a good ‘fit’ with the model 
and organisation

• Having human resources to support leave, skills 
development and backing up absences 

• Assisting NPs and NPCs to develop the ability to 
effectively combine clinical skills with critical thinking, 
initiative and managerial skills

Professional relationship-related factors
• Experiencing resistance or reservations about the NP role 

from medical professionals
• Having many different health professionals or disciplines 

potentially involved in fulfilling responsibilities for 
older people (such as GPs, geriatricians, allied-health 
professionals and psychiatrists) 

• Not having enough time to invest in and build 
relationships, or raise awareness about the NP role

• Experiencing challenges in finding nurse practitioner 
mentors 

• Building credible relationships with various health 
professionals by demonstrating value and ‘fit’ with client 
needs

• Building trusting working relationships with nursing 
cohorts, including through education and mentoring 
contribution

• Having good inter-professional communication
• Having a strategic champion or advocate
• Having strong mentorship, within organisations and with 

other NPs
• Having good relationships with the local community

Organisation-related factors
• Lacking or having poor organisational administrative 

support
• Having organisational structural changes or changes in 

service models affecting the role and service model of NPs
• Having a cultural shift for some registered nurses and 

managers in working with and using nurse practitioners
• Not having enough time to develop clinical governance 

infrastructure

• Establishing strong governance arrangements
• Ensuring clarity about the NP role in the organisation, in 

working as part of teams and with other nurses
• Ensuring the NP scope of practice is well defined, 

developed and applied according to client and 
organisational need

• Having organisational experience with nurse practitioners
• Having access to sound clinical governance procedures, 

protocols and infrastructure
• Providing organisational resources to support the NP role 

and service delivery

Time-related factors
• Managing competing demands — client services, 

administration, role promotion and management
• Having a mismatch of time-based funding arrangements 

and NP nursing philosophy of holistic care 
• Needing to spend time learning MBS processes 
• Losing income on travel time
• Having clients with complex conditions and comorbidities 

that often required longer consultations than covered by 
the MBS 

• Developing a MBS ‘mindset’ that matched the 
requirements for service delivery

• Developing new care-delivery strategies to optimise MBS 
income

• Investing time to establish credentials and value of niche 
services (for sole operators) 
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4.3.4  TIME-RELATED FACTORS
Effective time management for nurse practitioners 
was consistent challenge within most Initiative models. 
Nurse practitioners experienced competing priorities. 
For example, sole-operator models had responsibilities 
to run a small business and fulfil their clinical role. Nurse 
practitioners in aged-care facilities had administrative 
or managerial demands that could impinge on clinical 
activity. Analysis of the nurse practitioner diaries showed 
that the time devoted to meetings and administration 
was significant across all nurse practitioner models. 
However, this challenge was most evident in RACF-
based models.

Nursing practitioners’ holistic approach was often at 
odds with MBS funding arrangements. Managing 
complex and comorbid conditions of aged-care clients 
could be time consuming. The longest time-based 
MBS code was ‘at least 40 minutes’. However, many 
NP consultations lasted well over 40 minutes, resulting 
in potential lost income. Where this challenge was 
most evident was in aged-care specialisations (such as 
palliative care) where much more time had to be spent 
with clients and their families.

An important enabler for nurse practitioners in relation 
to time and funding was developing an ‘MBS mindset’. 
Some models designed their service-delivery approach 
so that care was provided over several consultations 
instead of one very long consultation. This approach 
did not undermine quality of care or contradict MBS 
guidelines. Other models sought to manage the 

location of service delivery into a regular routine to 
minimise travel time or negotiate to visit facilities 
regularly where the needs of clients could be scheduled. 
As MBS funding was vital for models’ financial viability, 
identifying ways a model could legitimately maximise 
returns was an important enabler.

4.3.5  COST-RELATED FACTORS
The greatest challenge for Initiative models was 
securing enough income to cover all costs. The 
Initiative funding subsidised these costs as models 
established themselves. However, while models were 
subsidised, the evaluation team had difficulty making 
‘real world’ assessments about the viability of income 
versus costs. Some models received funding support 
from host organisations to help offset losses. This was a 
critical factor for models to continue in 2015.

4.3.6  SYSTEM-RELATED FACTORS
Health workforce and aged-care workforce skill factors 
were both enablers and barriers for the establishment 
of NP models. Regional or local variations in availability 
of GP services for the older people could contribute 
to gaps in services that NPs could address. Areas 
experiencing a lack of general practitioners or high 
demand in GP clinics could benefit from NPs providing 
primary care in RACFs. However, the capacity to 
recruit nurse practitioners with the right specialisations 
in the right location remained a challenge. An effective 
strategy that models used to overcome this challenge 
was to access their existing networks to find the right NP.

TABLE 4.2: BARRIERS AND ENABLERS OF NP MODELS CONTINUED...
Barriers Enablers
Cost-related factors
• Having difficulties in covering set-up, establishment of 

services and ongoing costs for NPs
• Experiencing challenges in securing income from 

sustainable sources to cover costs
• Losing potential income due to travel 
• Experiencing difficulties in covering IT costs
• Not having support systems and efficient referral processes

• Being able to draw on organisational resources to meet 
costs

• Using IT appropriately to improve efficiency of care 
delivery, processing MBS and PBS documentation and 
handling referrals

System-related factors
• Having limited availability of nurse practitioners in areas of 

aged-care skills shortages
• Having slow endorsement processes
• Encountering difficulties in gaining MBS and PBS provider 

numbers
• Experiencing setbacks in state and territory processes for 

approving formulary and scope of practice
• Having confusion about eligibility for exemption 19(2) of 

the Health Insurance Act 1973
• Experiencing client confusion about the NP role and its 

place within aged-care and healthcare services
• Having limitations on the MBS item codes for nurse 

practitioners’ use

• Taking advantage of local health workforce characteristics 
creating a gap for the NP role

• Removing barriers to NP endorsement, and approval of 
formulary and scope of practice

• Engaging various stakeholders by demonstrating NPs’ 
contribution to aged-care organisations, primary health 
care and clients with various needs

• Creating a clear role delineation, including role in relation 
to registered nurses and enrolled nurses

• Considering NP access to MBS items matched to client 
services delivered
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The processes for nurse practitioners to gain 
formularies and scopes of practice approvals differed 
across states and territories, with some taking much 
more time to approve formularies than others. During 
these delays in nurse practitioners’ endorsements they 
could not generate MBS income. 

The Government granted Initiative organisations a 
19(2) exemption of the Health Insurance Act 1973, 
to enable participating nurse practitioners to access 
Medicare benefits for certain aged-care services 
they provided. However, there was confusion around 
eligibility for this exemption across many NP models. 

4.3.7  CRITICAL SUCCESS FACTORS
The Evaluation identified many factors that were critical 
to the success of NP models in aged care. The report 
discusses these factors below. 

Organisational support for nurse practitioners and NP 
models 
NP models were successful when the organisation 
hosting the model had the financial capacity to 
contribute to ongoing costs, and the organisation was 
supportive of the nurse practitioner(s) and the model. 
Organisations that understood the nurse practitioner 
role, and that recognised and valued NPs’ contribution to 
client care and organisations, were willing to use existing 
funding to contribute to the costs of NPs’ salaries and 
other related costs. Benefits to organisations doing 
so included: improved client care; efficiencies for staff 
workloads; efficiencies through reduced hospitalisations; 
increasing their capability; and contributing to their 
positive reputation. By demonstrating efficiencies and 
improved care, some models established a business case 
to justify continuing the model.

Nurse practitioners in independent NP models 
generally supported their models by maintaining 
a salaried position outside the model or sacrificing 
personal income.

A strategic advocate
Closely related to organisational support, the presence of 
‘a strategic advocate’ contributed to NP models’ success. 
A strategic advocate was a person in a position of some 
influence who supported and promoted the model. 
Strategic advocates included managers, chief executive 
officers, board members, directors, general practitioners 
and specialists. Vocal backing by such people contributed 
to raising the profile of the NP model, supporting 
relationships among important stakeholders and 
mobilising resources to enable models to continue.

High-calibre nurse practitioners
The qualities of individual nurse practitioners 
contributed to the success of models. Nurse 
practitioners with high-level clinical skills and leadership 
qualities were able to build trusting and productive 
collaborative working relationships with other health 
professionals. The ability to communicate effectively 

with clients and professionals was essential to providing 
services, creating and maintaining productive 
professional relationships, and working effectively with 
clients and in the community. 

Positive relationships with health professionals
Positive working relationships between nurse 
practitioners and health professionals were critical to the 
success of NP models and enabled nurse practitioners 
to operate effectively as part of interdisciplinary teams. 
If nurse practitioners did not already have established 
relationships with health professionals in their local 
context they needed to develop these relationships, 
which could be time consuming. 

Models adapted for the local markets and contexts
Successful NP models were designed and adapted to 
the specific local context in which they operated. The 
models understood and responded to features of local 
populations, target clientele and their health needs. 
Nurse practitioners’ scopes of practice needed to match 
client demand and organisational requirements. NP 
models that adapted to gaps in their local health services 
delivery could build client bases without being in direct 
competition with other service providers. Flexibility and 
the ability to adjust to changes in organisational needs, 
market shifts or client demands were advantageous. 
Understanding of the local context contributed to 
clarity around the role of the nurse practitioner and the 
contribution that NP could make to service delivery. 

Sound governance structures
Sound clinical governance procedures, processes 
and infrastructure contributed to models’ success. 
Established clinical governance procedures 
supported the integration of new NP models into 
organisations and provided structures around, for 
example: determining lines of reporting; delineating 
the nurse practitioner role from other roles, and 
ensuring roles and responsibilities were understood; 
and ensuring appropriate performance, review 
and reporting measures were in place. Clinical 
governance committees often provided support 
for nurse practitioners and their relationships with 
interdisciplinary health professionals, and guidance for 
the NP model. Nurse practitioners, in turn, contributed 
to effective clinical governance within organisations.

Mentoring and support structures
Successful NP models required mentoring and 
support structures around nurse practitioners. Access 
to mentoring and other professional supports were 
both formal and informal. These included sharing 
practice experience, and coverage for leave and for 
maintaining contemporary skills and expertise. Support 
and mentorship could come from NP mentors or other 
clinical mentors, including general practitioners and 
specialists. Mentorship and support came from inside 
organisations and through national, local and expertise-
based networks.
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4.4.  OBJECTIVE 4: EXPLORE PROVIDER 
AND CONSUMER PERCEPTIONS OF 
DELIVERY MODELS
From data collected through surveys, interviews 
and site visits, the Evaluation found that stakeholder 
perceptions were overwhelmingly positive about the 
NP models. This finding was consistent across wide-
ranging stakeholder groups, including clients, nurse 
practitioners, model managers, general practitioners, 
medical specialists, nurses, RACF staff and allied-
health professionals. The Evaluation uncovered some 
accounts of resistance to new nurse practitioner roles 
from both general practitioners and nurses in the 
early stages. However, once familiar with the nurse 
practitioner, GPs and nurses reported high levels of 
acceptance of and satisfaction with the NP role.

Stakeholders, particularly nurse practitioners and model 
managers, strongly held the view that the purpose of 
legislative changes that enabled eligible NPs to access 
MBS items was to allow models to become financially 
viable using MBS items alone. However, they quickly 
realised that this was not possible, which caused some 
frustration. The Australian Government never stated 
that this was the purpose of the MBS changes, but 
the strength and consistency with which this view 
was expressed was noteworthy. Such perceptions can 
influence decision making about growing the nurse 
practitioner workforce in aged care. 

4.4.1  NURSE PRACTITIONER PERCEPTIONS
The evaluators sought nurse practitioners’ 
perceptions through site visits, consultations and 
surveys. At the end of the Initiative, the evaluation 
team surveyed nurse practitioners about aspects 
of their work. Thirty nurse practitioners and NPCs 
responded (see Table 4.3 and Table 4.4).

Nurse practitioners were satisfied with their work, 
considered their work as important and requiring 
much skill and knowledge, and took pride in their 
role. Nurse practitioners also agreed with statements 
that they experienced cooperation with other health 
professionals, including medical practitioners, nurses 
and managers in aged care. However, responses were 
mixed as to whether general practitioners understood 
or respected their role. 

In interviews, nurse practitioners stated that their 
main goal was to provide high-quality patient 
care. Nurse practitioners aimed to address gaps in 
primary healthcare delivery and prevent unnecessary 
hospitalisations. Nurse practitioners saw themselves 
complementing general practitioners and contributing 
to multidisciplinary care, rather than replacing GPs. 
Nurse practitioners emphasised that they offered timely 
care, provided information and education to patients, 
promoted good health and prevented deterioration. 
According to nurse practitioners, spending time with 
clients to assess their situation comprehensively was 
vital to providing quality care. Many nurse practitioners 
expressed concern that the fee-for-service model 
encouraged a high throughput of clients that was at 
odds with their approach to care. 

Building positive working relationships with 
stakeholders, particularly general practitioners, was a 
primary goal for nurse practitioners. Nurse practitioners 
worked closely with GPs on care given to their patients. 
Most nurse practitioners had encountered resistance 
from some general practitioners. Some of those GPs 
were strongly against the nurse practitioner role, and 
refused to work with NPs or allow NPs to see their 
patients. 

Nurse practitioners also noted that there were benefits 
to visiting clients in their places of residence. Seeing 
people in their own home helped to answer important 
questions about their living arrangements. How did 
they cope at home? How did they manage their 
medicines? Did they need extra services arranged to 
enable them to stay at home?

TABLE 4.3: NP SATISFACTION — MODEL-RELATED FACTORS 

Question/statement
Strongly 

Agree Agree
Somewhat 

Agree Undecided
Somewhat 
Disagree Disagree

Strongly 
Disagree 

Control over work hours 36.7% 26.7% 26.7% 0% 3.3% 3.3% 3.3%

NP role important 70% 23.3% 3.3% 0% 0% 3.3% 0%

Satisfied with NP tasks 23.3% 53.3% 6.7% 6.7% 10% 0% 0%

Time to discuss care 
with GP

6.7% 16.7% 26.7% 10% 33.3% 3.3% 3.3%

Enough autonomy 13.3% 56.7% 20% 0% 6.7% 3.3% 0%
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While the Evaluation explored nurse practitioners’ 
perceptions in detail, it collected limited information 
from nurse practitioner candidates. This was because 
site visits and interviews were not conducted until a 
model employed an endorsed NP. However, NPCs 
interviewed said: 

• the slow and confusing endorsement and 
registration processes were frustrating 

•  they were generally satisfied with university 
training, but more attention could have been 
given to aged care and business-planning skills 

• some universities requirement to have a mentor 
prior to commencing NPC education was 
difficult to achieve.

4.4.2  CLIENT AND FAMILY PERCEPTIONS
According to formal and informal feedback they 
received, nurse practitioners reported high levels of 
client satisfaction. This often resulted in word-of-mouth 
promotion from clients or health professionals. Nurse 
practitioners also noted that there was widespread 
lack of understanding of their role among the general 
public. However, once clients realised what nurse 
practitioners could do, they appreciated NPs’ services. 

Clients were highly satisfied with nurse practitioners, 
particularly in relation to quality of care, thoroughness 
of care and respect for clients (see Table 4.5). 

Clients and family members interviewed appreciated 
the time that nurse practitioners spent with them 
and NPs’ communication skills. Clients found nurse 
practitioners personable and clinically thorough. Family 
members gained a sense of relief from having access to 
another clinician as it was another point of contact for 
help, when needed. 

TABLE 4.4: NP SATISFACTION — ROLE-RELATED FACTORS

Question/statement
Strongly 

Agree Agree
Somewhat 

Agree Undecided
Somewhat 
Disagree Disagree

Strongly 
Disagree 

Role recognition 30% 33.3% 23.3% 0% 3.3% 3.3% 6.7%

Satisfied with wage 10% 33.3% 26.7% 0% 13.3% 13.3% 3.3%

GP understanding 0% 23.3% 30% 10% 13.3% 13.3% 10%

GP cooperation 6.7% 40% 33.3% 10% 6.7% 3.3% 0%

Aged-care nurse 
cooperation

23.3% 36.7% 33.3% 3.3% 3.3% 0% 0%

Aged-care manager 
cooperation

16.7% 46.7% 30% 3.3% 3.3% 0% 0%

Job pride 60% 23.3% 13.3% 3.3% 0% 0% 0%

NP role important 70% 23.3% 3.3% 0% 0% 3.3% 0%

Glad became NP 36.7% 33.3% 10% 3.3% 6.7% 3.3% 6.7%

TABLE 4.5: AVERAGE CLIENT SATISFACTION WITH NURSE PRACTITIONERS

Question/statement
Very satisfied/ 
Strongly agree Satisfied/ Agree Neither

Dissatisfied/ 
Disagree

Very dissatisfied/ 
Strongly disagree

Are you satisfied with the 
care you received?

74.0% 20.0% 1.1% 0.9% 3.9%

How satisfied were you with 
the explanation by the NP?

50% 31.7% 1.2% 0.9% 16.1%

How satisfied were you 
with the choice you had in 
decisions regarding your 
care?

51.5% 35.6% 3.2% 1.4% 8.4%

The time with the NP was 
too short.

40.1% 33.5% 8.9% 10.9% 6.6%
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Family members appreciated the skills and clinical 
knowledge of RACF-based nurse practitioners and 
their ability to make clinical decisions. Residents 
and their families viewed nurse practitioners as 
knowledgeable professionals. Having a resident nurse 
practitioner at aged-care facilities provided continuity 
of care that clients appreciated. Although nurse 
practitioners were careful to distinguish themselves 
from general practitioners, clients often compared 
NPs to GPs. A point of distinction that clients noted 
between nurse practitioners and general practitioners 
was that NPs spent more time with them. Clients 
valued nurse practitioners’ regularity of care, and 
familiarity with them and their needs. 

4.4.3  HEALTH PROFESSIONAL PERCEPTIONS
In mid-2014, the evaluation team surveyed 49 health 
professionals who were associated with the NP models. 
The purpose of the survey was to assess perceptions of 
the role and effect of nurse practitioners. The people 
surveyed were medical practitioners, nurses, health 
managers and allied-health professionals (see Table 
4.6). Overall, health professionals working with nurse 
practitioners regarded NPs’ role and the services they 
offered as positive. 

The evaluation team also conducted interviews with 
more than 20 medical professionals, including general 
practitioners and geriatricians. From these interviews, 
a number of themes were evident. Relationships 
were paramount. GPs, for example, said that good 
relationships with nurse practitioners required trust and 
confidence in NPs’ care and open communication. 
Although many interviewed GPs visited aged-care 
facilities regularly, they had difficulty visiting RACFs 
outside of scheduled visits. General practitioners who 
worked closely with nurse practitioners found that these 
NPs could share some of the workload that would draw 
GPs away from a busy clinic. 

Overall, the interviewed health professionals were 
highly positive about nurse practitioners that they 
worked with. Most interviewed GPs and specialists 
had first-hand experience of working with nurse 
practitioners and were positive about the role. 

4.4.4  RACF MANAGER AND NURSE 
PERCEPTIONS
Managers and nurses in residential aged-care facilities 
were another stakeholder group who worked closely 
with nurse practitioners that valued NPs’ roles. 
Nurse practitioners contributed to other nurses’ 
training, helped with nurses’ workloads and generally 
supported nursing staff in RACFs. Some nurses 
resisted nurse practitioners initially; however, once 
nurses had worked with NPs, they often came to see 
the role as indispensable. 

RACF managers said that nurse practitioners made an 
extremely valuable contribution to aged-care facilities, 
including raising the level of care provided to residents 
and improving staff’s experience. These factors 
contributed to staff satisfaction and reduced stress 
levels that, in turn, could increase staff retention. 

RACF managers and nurses valued nurse practitioners’ 
knowledge, accessibility and ability to initiate 
treatments and coordinate care across multiple health 
professionals. Many staff in residential aged-care 
facilities noted that they did not know how they coped 
before the nurse practitioner role and did not want to 
lose it. 

TABLE 4.6: HEALTH PROFESSIONALS’ SATISFACTION WITH INITIATIVE MODELS

 Question/statement
Strongly 

agree Agree Neither Disagree
Strongly 
disagree

Understand the NP role 47.9% 43.7% 2.1% 2.1% 4.2%

NP has been successful 60.4% 31.2% 4.2% 0% 4.2%

NP service meets patient needs 64.5% 27.1% 4.2% 0% 4.2%

NP prescribing is necessary 40.8% 44.9% 10.2% 4.1% 0%

NPs offer holistic care 63.3% 32.7% 4.1% 0% 0%

I trust NP to diagnose correctly 40.8% 51% 6.0% 2% 0%

NP service is easy to access 44.9% 42.9% 10.2% 2% 0%

NP role reduces delays in care 53.1% 32.7% 6.1% 6.1% 2%

NP role reduces duplication 28.6% 34.7% 28.6% 6.1% 2%

NP enhanced patient compliance 30.6% 53.1% 14.3% 2% 0%

NP is supported by GPs 40.8% 46.9% 10.2% 2% 0%
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4.5.  OBJECTIVE 5: ASSESS VIABILITY AND 
SUSTAINABILITY OF MODELS
The fact that 21 of 29 models planned to continue in 
2015, indicated that hosting organisations considered 
that these models were likely to be financially 
sustainable. The factors determining organisations’ 
decision to continue with models included whether:  

• the model was part of a larger organisation that 
had the resources and willingness to subsidise 
the nurse practitioner’s work 

• senior managers were supportive of the NP 
role

• the model generated significant amounts of 
Medicare income

• the nurse practitioner delivered high-quality 
services and offered ‘added value’ to the 
organisation.

4.5.1  MBS FUNDING
Initiative models were expected to take advantage of 
the legislative changes to the MBS and PBS. As such, 
assessing the income that models received from MBS 
and projecting the maximum projected income that 
models could potentially generate were important 
aspects of the Evaluation. 

The Evaluation showed that MBS income was essential 
to viability of most NP models in the Initiative. Some 
models showed the capacity to fund a substantial part 
of their costs from this income. For others, MBS income 
was a minor yet important part of their funding. 

However, MBS income alone was not enough to fund 
NP models. Therefore, nurse practitioner models would 
need other funding sources to remain economically 
viable. Blended funding of NP models might be more 
compatible with nurse practitioners’ holistic approach 
than solely relying on fee-for-service funding. 

From June to November 2013, the total MBS income 
for all of the Initiative nurse practitioners over a four-
week period was about $60,000 (see Figure 4.2). 
During the same period, the average MBS income per 
charging nurse practitioner over a four-week period was 
about $2,200. 

The Evaluation identified the highest returning four-
week periods for models and projected potential 
maximum annual income. The total of the highest 
four-week period income for the models was 30 
per cent higher than the average MBS income in 
the five months up to November 2013. Five models 
demonstrated the capacity to earn more than $50,000 
per year from projected potential maximum MBS 
income. This income covered about 35 per cent of 
expenditure. Five models demonstrated the capacity to 
earn more than $35,000 per year, which covered about 
23 per cent of expenditure. The maximum potential 
MBS income at eight models could pay for 10 per cent 
of expenditure. 

Nine of the 10 models with a maximum potential 
income of more than $35,000 per year proposed to 
continue after Initiative funding ended. Four of these 
models were in aged-care facilities. Just 13 per cent of 
the low-MBS income models were in RACFs. 

As for the types of services rendered, the high-
MBS income models were generalist and had brief 
or medium consultations more often. Specifically, 
high- and medium-MBS income models used shorter 
consultations 35–40 per cent of the time, while low-
MBS income models used long consultations 52 per 
cent of the time. Note also that none of the high- or 
medium-MBS income models specialised in palliative 
care or cognition.

Models that used MBS income to pay for more than 
one-quarter of their expenditure would struggle 
to remain financially viable without this revenue 
source. For this reason, continued access to the 19(2) 
exemption under the Health Insurance Act 1973 was 
important for the future viability of models. 
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4.5.2  CO-PAYMENTS
Two Initiative models charged co-payments for 1 per 
cent of MBS services, and the co-payments revenue 
was less than 1 per cent of the models’  
total income. 

As the competitive environment around almost all 
participating models bulk billed, nurse practitioners 
would not have attracted clients if they did not bulk bill. 
The opportunity to charge non-health care cardholders 
above the benefit paid was limited in some regions. 
Regardless, the revenue from charging above the 
benefit paid would have remained a minor source of 
revenue. The reduction of GP Medicare benefit by $5 
for non-health care cardholders from 1 July 2015 would 
make little difference to the competitive environment 
around most of the Initiative models as most of the 
clients are health care cardholders.

4.5.3  PRIVATE HEALTH INSURANCE
Some NP models explored the option of private 
health insurance funding. They demonstrated that 
they reduced private hospital costs by providing care 
to older people in their homes. However, this could 
probably only be a small source of revenue for NP 
aged-care models.

4.5.4  FUNDING WITHIN RESIDENTIAL AGED-
CARE FACILITIES
Since the Initiative funding ceased, nine models 
planned to continue using organisational cross-
subsidies to fund their nurse practitioners’ work. Models 
based in aged-care facilities, in particular, demonstrated 
that this approach helped to ensure that the models 
would remain financially viable. 

4.5.5  STATE AND TERRITORY GOVERNMENT 
FUNDING SOURCES
Nurse practitioner models explored various state 
and territory government funding options. These 
included remote-nurse payments and reimbursement 
for hospital-in-the-home services. Models that were 
funded by a state government before the Initiative 
continued after the Initiative ended. Another state-
based model continued as it was able to make a 
business case for increased efficiencies to the hospital 
that it was based out of. An organisation also used 
grants from a state government to provide rural health 
services to support the costs of the NP model. 

Hospital cost savings
In the state government-based NP models, nurse 
practitioners aimed to reduce older people’s hospital 
admissions. This indicated that state governments 
considered a major benefit of nurse practitioners was 
their potential to reduce hospital bed days.

A director within a health service with state government 
funding advocated strongly for the NP model’s hospital 
savings. From their perspective, the efficiencies that the 
hospital gained from the model outweighed the cost of 
employing the nurse practitioner. The model planned 
to use the data collected internally to make a case for 
continued state government funding after the Initiative. 

The health services literature and the respondents in 
the Evaluation indicated that the presence of nurse 
practitioners in RACFs reduced hospitalisation rates. 
Beyond the benefit to the client remaining in their place 
of residence, reductions in hospitalisations could lower 
public and private hospital costs, and ambulance costs. 

The Evaluation found some evidence from the 
RACF administrative data that the presence of nurse 
practitioners in residential aged-care facilities reduced 
hospital leave days for residents aged over 80 years. 
A regression analysis indicated that the presence of 
a nurse practitioner reduced hospitalisation for such 
residents by 11.8 per cent. If all aged-care facilities had 
nurse practitioners visiting, the savings from reductions 
in hospital bed days would have been $97 million in 
2013–144.

A case could be made for additional government 
funding for nurse practitioner services in RACFs on the 
grounds of these hospital cost savings.

4 A 95 per cent confidence interval was $17 million to $176 
million. The average cost of a public hospital-bed day in 
2013–14 was $1,610.
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Rural health service funding
As there is a shortage of GP services in remote and 
regional Australia, this is an area of unmet need 
that nurse practitioners can address. The Medicare 
benefit was not sufficient to meet the costs of nurse 
practitioners operating in remote and regional areas, 
particularly given that NPs did not receive any of the 
remote incentives that general practitioners received. 
However, some state governments provide remote-
area health grants that could supplement nurse 
practitioner salaries in regions that cannot attract GPs.

4.5.6  ORGANISATIONAL CROSS-SUBSIDIES 
WITHIN GP PRACTICES AND MEDICARE LOCALS
Models located within GP practices and Medicare 
Locals also had the potential for cross subsidies. 
Although potential additional revenue was identified in 
these contexts, the business case for subsidising nurse 
practitioners’ salaries was difficult to establish. 

In several models, nurse practitioners did some work 
towards services that general practitioners provided. 
For instance, nurse practitioners supported GPs to 
prepare care plans. This approach did not add to 
economic viability as it would have been cheaper to 
use practice nurses than NPs for these tasks. Such 
instances illustrated that NP models would generally 
not succeed if they substituted for other services. Nurse 
practitioners needed to enhance quality of care or add 
another type of service for models to be viable. 

Challenging circumstances made it difficult for 
Medicare Local-based NP models working in a GP 
clinic context to be financially viable. Some Medicare 
Locals had frequent turnover in senior staff and delays 
in decision making. All five NP models based in 
Medicare Locals stopped operating. 

4.5.7  INDIGENOUS HEALTH FUNDING
Aboriginal Community Controlled Health 
Organisations (ACCHOs) and Indigenous flexible 
aged-care programmes could choose to fund nurse 
practitioners from funding they receive from the 
Australian Government and other sources. The two 
NP models with an Indigenous client focus did not use 
these funding sources to fund NP roles. Furthermore, 
neither of the models continued after Initiative 
funding ceased. Perhaps funding constraints within 
Indigenous health services influenced the ACCHOs 
and Indigenous flexible aged-care programmes to focus 
on more established activities, rather than innovative 
initiatives such as NP models. However, accessing 
such health funding sources to support NP models 
remains an option for ACCHOs and Indigenous flexible 
aged-care programmes to consider. There would be no 
structural impediments to such funding.

4.5.8  OTHER FACTORS
Evaluation interviews identified another aspect of 
financial viability, related to developing and maintaining 
client demand. Nurse practitioners needed to be known 
and respected by their communities to ensure models’ 
sustainability. This invoked trust and enabled effective 
communication and more referrals between nurse 
practitioners and other health professionals. Following 
on from this, the primary means of building client 
demand for NP services was by word-of-mouth. 
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4.6.  OBJECTIVE 6: EVALUATE IMPACT 
ON QUALITY OF CARE AND HEALTH 
OUTCOMES 
The Evaluation found that nurse practitioners in all 
model types improved clients’ quality of care. Aspects 
of their work that contributed to this high-level care 
included preventative healthcare measures, education 
and regular health assessments. Stakeholders noted 
that nurse practitioners improved the quality of 
care provided in aged-care facilities, in particular, 
by enabling timely clinical responses, reducing 
unnecessary hospitalisations and training staff. 

Due to low numbers of patient consent, the evaluators 
could not categorically determine NP models’ impact 
on client health-service use or clients’ health outcomes. 
However, some broad trends could be identified. 
The Evaluation found numerous instances of nurse 
practitioners:

• replacing general practitioner services
• identifying new conditions requiring extra GP 

and specialist services
• reviewing and removing unnecessary medicines
• identifying new problems that required more or 

different prescriptions.

To analyse the extent of each of these potential 
impacts, the Evaluation explored the MBS and PBS 
claims made by a sample of clients before and after 
they first had consultations with Initiative nurse 
practitioners. As part of this analysis, the evaluation 
team classified NP models into three groups: 
RACF, community and hybrid (mix of RACF and 
community). Note that the small number of responses 
received for hybrid means that the estimates must be 
treated with less confidence than for other models. 

Despite some limitations in the data, the evaluation 
team made the following findings about nurse 
practitioners’ effect on MBS and PBS claims:

• The average cost of GP services per 
month before and after nurse practitioners’ 
involvement — both GP services overall and in 
residential aged-care facilities — was virtually 
unchanged.

• Generally, the net effects on each of the 
services explored were small. However, there 
were many large swings in costs in both 
directions for individual patients.

• For the RACF group, there was a substantial 
fall in MBS specialist costs after clients’ first 
nurse practitioner visit. However, rather than 
nurse practitioners’ influence, this occurrence 
was probably primarily due to clients’ transfers 
to residential care.

• For the hybrid group, primary-care costs 
seemed to increase after nurse practitioners’ 
involvement commenced.

• Overall, PBS costs increased slightly after 
nurse practitioners’ involvement. However, 
some of the individual drug groups did 
change markedly. The main changes were 
that prescriptions for cardiovascular drugs 
decreased and nervous system drugs 
(predominantly painkillers) increased. Both 
of these changes occurred in all of the model 
groups. Therefore, nurse practitioners appeared 
to affect clients’ prescriptions despite not 
affecting total PBS costs.
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SECTION 5 
KEY CONSIDERATIONS AND  
LESSONS LEARNT 
The main findings of the Evaluation were triangulated5 
and synthesised across each of the Evaluation’s 
different methodological approaches to ensure high 
levels of reliability and validity. The evaluators used the 
grading system below to indicate the levels of reliability 
and validity. 

5.1.  EVIDENCE-BASED GRADING

5.1.1  DEFINITIONS OF GRADES
The following evidence-based grade definitions assist 
in assessing the reliability and validity of the findings 
(see Table 5.1, Table 5.2, and Table 5.3). 

5 In the social sciences, triangulation refers to the use of multiple 
methods in a study to enhance confidence in the findings.

Grade Description
A Body of evidence was of the highest reliability 

and supported across all research components

B Body of evidence supported across three 
research components

C Body of evidence provided supported across 
two research components

P The finding was from one perspective or could 
only be identified through one research strand

L The finding was supported by the available 
literature
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5.2.  MAIN LESSONS LEARNT FOR INITIATIVE AIMS 

TABLE 5.1: AIM 1: IDENTIFY EFFECTIVE, ECONOMICALLY VIABLE AND SUSTAINABLE MODELS OF 
PRACTICE
Main lessons learnt Grade
Underlying sources of revenue
1  The revised MBS arrangements for nurse practitioner services expanded access to primary health care, but 

Initiative models could not remain viable on these arrangements alone (both because of low levels of income 
and incompatibility with NPs’ holistic approaches to service delivery).

A

2  More nurse practitioner consultations per day could not address the challenge of low MBS benefits. Even if 
practical constraints were overcome, nurse practitioners’ holistic approaches were not compromised and potential 
MBS payments were maximised, Initiative NPs’ incomes would still be lower than public-sector NP salaries.

A

3  Models that demonstrated higher potential MBS income were generalist, in RACFs and used shorter 
consultations. Models with dementia and palliation specialisations had lower potential MBS income and 
longer consultations.

B

4  The continuation of 19(2) exemption under the Health Insurance Act 1973 was vital to the economic viability 
of some of the models.

C

5  Nurse practitioners in the Evaluation spent much of their time on activities that were ineligible for MBS rebates. CL
Other potential sources of revenue
6  RACF models planning to continue post-Initiative would use existing resources of their organisations or 

reallocate other government funding.
B

7  Models within GP clinics or Medicare Locals had the potential to offset costs with greater GP profitability, but 
these clinics struggled to build a business case to cover the full costs of nurse practitioner salaries.

C

8  Given the potential positive effect of nurse practitioners in RACFs on reduced hospital leave days, a case 
could be made for state and/or federal government funding. 

CL

9  Two Initiative models charged co-payments for 1% of MBS services. However, opportunities for charging co-
payments was limited and was highly dependent on the bulk-billing practices in the surrounding competitive 
marketplace. Most models would not have attracted clients if they did not bulk bill.

P

10  In some cases, state funding for remote-area nursing could supplement the base of a nurse practitioner salary 
in areas that cannot attract general practitioners.

P

11  Some NP models explored private health insurance as a source of income to show that providing care in 
homes reduced private hospital costs. However, this could probably only be a small source of revenue. 

P

Client demand factors
12  Clients were very satisfied with, appreciated and supported nurse practitioners’ services. BL

13  Strong professional relationships and/or being known in a community were vital to both developing the model 
and achieving optimal client outcomes.

B

14  The primary means of learning about nurse practitioner services was by word-of-mouth and direct contact, 
but most clients remained uncertain about the NP role.

C

15  NP models often saw themselves to be either delineated from or working with GP services, rather than in 
competition.

C

16  Implementation of the nurse practitioner role included establishing processes, systems and protocols, building 
relationships, and setting up administrative and information technology infrastructure. These set-up activities 
were time-consuming. However, once they were done, nurse practitioners could provide more effective and 
efficient services. 

P
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TABLE 5.2: AIM 2: FACILITATE THE GROWTH OF THE AGED CARE NP WORKFORCE
Main lessons learnt Grade
Effect of the Initiative
1  Nurse practitioners strongly advocated for their role in aged care and encouraged other nurses to become NPs. P

2 The common perception among stakeholders was that the main purpose of nurse practitioners’ access 
to MBS items was to cover NPs’ salaries. In turn, this access would facilitate growth of the aged-care NP 
workforce. As MBS does not cover nurse practitioners’ salaries, individuals or organisations generally regard 
MBS as insufficient to encourage take up of the NP role.

P

Nurse practitioner recruitment
3 Appointing a nurse practitioner was more viable in larger organisations that could more easily source non-

MBS funding. It was less viable in models that required full cost recovery.
A

4 Recruitment of nurse practitioners continued to be a barrier to growing the NP workforce in aged care. 
This was largely due to skills shortages associated with finding the ‘right’ nurse practitioner, with the right 
specialisation, in the right location.

PL

5 Given the older average age of aged-care nurses and the late-career status of most nurses thinking about 
becoming nurse practitioners, the educational requirements for registration and concerns about employment 
prospects were major disincentives to becoming an NP in aged care.

P

6 In some cases, slow national and jurisdictional processes of endorsement were barriers to models becoming 
operational.

P

Perspective on the nurse practitioner role in aged care
7 Nurses were attracted to the nurse practitioner role’s autonomy, scope for specialisation and potential to 

provide a clinical career pathway.
P

8 Disincentives for registered nurses considering a nurse practitioner career included the costs of study, lack of 
NP positions, the newness of the role and negative perceptions of aged-care nursing.

P

9 Nurse practitioners reported that they took pride in the role, were satisfied with their work conditions, and 
valued their autonomy.

P

Inter-professional relationships
10 Once models were established, health professionals supported nurse practitioners and favoured the increase 

of nurse practitioners in aged care.
A

11 Medical professionals showed some resistance to the introduction of nurse practitioners. However, once GPs 
worked with nurse practitioners, they appreciated the role and often became advocates of the NP role.

B
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5.3.  RECOMMENDATIONS 
The evaluation team proposes that aged-care 
stakeholders, including governments and providers 
should consider the following recommendations: 
1.  Explore a range of approaches to funding models 

for nurse practitioner services in aged care, 
including blended funding models.

2.  Explore options to continue the availability of the 
19(2) exemption under the Health Insurance Act 
1973 on a case-by-case basis for nurse practitioners 
working in aged-care services in the public sector. 

3.  Explore options for introducing MBS items for 
aged-care nurse practitioners who specialise in 
areas that complement general practice services 
and where the nature of the care extends beyond a 
forty-minute period. 

4.  Explore mechanisms to promote the benefits of 
employing nurse practitioners within aged-care 
organisations and to encourage nurse practitioners 
to work in aged-care organisations. 

5.  Consider the provision of incentives to encourage 
nurse practitioners to relocate to regional, rural and 
remote areas.

6.  Further streamline processes of endorsement 
for nurse practitioners to ensure efficient and 
transparent processes, and harmonise jurisdictional 
processes for approving NP formularies.

7.  Investigate governments working in partnership 
with peak bodies, providers and consumers 
to enhance the understanding of the nurse 
practitioner role across Australia.

TABLE 5.3: AIM 3: IMPROVE ACCESS TO PRIMARY HEALTH CARE FOR CLIENTS OF AGED CARE SERVICES
Main lessons learnt Grade
Improving access
1 Nurse practitioners improved access to primary health care by providing timely and responsive care, often in 

clients’ homes or RACFs.
BL

2 GPs and nurses considered that nurse practitioners helped to address gaps in health services; they did not see 
NPs as competitors. GPs and nurses were the main sources of referrals to nurse practitioners.

B

3 Unlike most general practitioners, Initiative nurse practitioners could see clients in their homes, which revealed 
information that contributed to better health outcomes.

B

4 NP models serviced wide-ranging needs: treating minor problems and acute conditions; undertaking general 
assessments; managing comorbidities; and providing specialised care. 

B

Quality of care
5 Nurse practitioners adopted a holistic approach, which often required long consultations. AL

6 NPs helped to reduce unnecessary hospitalisations, especially in aged-care facilities. BL

7 Nurse practitioners coordinated clients’ care across health professionals, institutions and services. CL

8 Nurse practitioners contributed to improving client care and addressing skills shortages by providing 
education and training to RACF staff.

PL
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APPENDIX A 
REPORTING CONSIDERATIONS, METHODOLOGY, 
POLICY ENVIRONMENT AND TIMING

A.1.  REPORTING CONSIDERATIONS
Reporting on the Evaluation findings had a number 
of challenges. Firstly, the Evaluation was a large and 
complex real-world study with multiple methodological 
strands, many stakeholders and different contexts. To 
report on the multiple research strands and address 
the concerns of different parties, the evaluation team 
produced a four-part reporting structure (see Appendix 
B). Secondly, the Initiative had diverse models — each 
was complex and operated in its own unique context. 
Therefore, the evaluators had difficulties comparing 
the models. Across the different parts of the report, 
the evaluation team balanced generalisations that 
enabled overarching patterns to emerge with important 
contextual details. Thirdly, numerous developments 
and changes occurred during the Initiative’s three 
years of operation. Therefore, the evaluators needed 
to make assessments of a dynamic system by carefully 
using findings from data collected at particular 
times. Finally, the Evaluation was completed at a 
time when some models were still receiving Initiative 
funding. Consequently, the evaluation team did 
not know whether models would be viable without 
Initiative funding. In reporting on outcomes in terms 
of the Evaluation’s objectives, the evaluators drew 
generalisations from all models and from the different 
research strands. 

A.2.  METHODOLOGY
The Evaluation’s size and complexity required a 
conceptual framework that would support a mixed-
method approach, and that would be sensitive to the 
Initiative models’ diversity and unique contexts (Prosser 
et al. 2013). Originally, the evaluation team proposed 
three methodological strands: quantitative, qualitative 
and case study. Each strand had its own assumptions, 
methods and analytic approaches — the evaluators 
conducted each independently. In the Evaluation’s final 
stages, the evaluation team triangulated the findings 
from the separate strands. Findings that recurred across 
all of the research strands had the strongest basis (see 
Table 5.1 – Table 5.3). 

The NP Evaluation had a number of limitations: 
1.  Delayed establishment of models: The evaluators 

and the Department of Social Services expected 
that all models would have endorsed nurse 
practitioners by mid-2012. However, only 15 nurse 
practitioners were eligible for MBS billing by then; 
by mid-2013, only seven more nurse practitioners 
were eligible. This delay in the establishment of 
models with endorsed nurse practitioners limited 
the capacity of the Evaluation, because the 
evaluation team could only obtain data for services 
and clients from endorsed NPs. 

2.  Under-recruitment: Substantially fewer clients 
were recruited than anticipated. As models 
were established, they built a client base. The 
evaluators had expected each model to recruit 100 
consenting clients on two occasions throughout 
the Evaluation. However, most models could not 
recruit this number of clients due to delays in set 
up, endorsement, time needed to establish a client 
base and difficulties obtaining consent. 

3.  Difficulties obtaining consent: Obtaining consent 
from older people was difficult. To meet ethical 
responsibilities, there were constraints on who could 
be approached to participate and the process of 
inviting participants to participate. Given the nature 
of the nurse practitioners’ clients, many clients 
were ineligible due to illness or clients’/Power of 
Attorneys’ inability or unwillingness to provide 
consent. Overall, the number of aged-care clients 
who consented was very low, so the Evaluation had 
a small sample size. Therefore, the findings were 
limited. 

4.  Missing information: There was missing 
information about clients, mostly because nurse 
practitioners did not complete all fields within the 
online data collection tool (see Table 3.3).

5.  Low response rate: Some surveys had a low 
response rate.

6.  Qualitative data collected from models at 
different stages of development: The evaluators 
collected qualitative data as part of site visits 
between 2012 and 2013. Models were at various 
stages of set-up and implementation, with many 
working on plans to establish models, rather than 
strategies to remain financially viability without 
government funding. 
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7.  Ethical restraints: Ethical requirements prohibited 
the publishing of information about NP models 
that could identify individual nurse practitioners or 
model stakeholders. 

  Despite these limitations, the Evaluation had many 
advantages that supported the findings. These 
included:
• Mixed-methods approach: The evaluation 

team was able to triangulate and synthesise 
findings from the multiple, independent 
research strands to identify the Evaluation’s 
main findings.

• Diversity of models: The Initiative funded 
wide-ranging models — some were established 
and others were new.

• Stability in funding support: The Initiative’s 
funding support over three years, while 
significant changes were occurring in aged care, 
provided stability to models.

• Extensive qualitative data: The methodology 
called for engagement of all stakeholders 
involved with Initiative models, ranging 
from nurse practitioners and other health 
professionals to clients. The evaluators 
collected a large amount of rich qualitative data 
from interviews, site visits and consultations. 

A.3.  DEVELOPMENTS IN THE POLICY 
ENVIRONMENT
During the Initiative, a number of changes in the 
health and aged-care policies affected NP models. 
For example, Medicare Locals were introduced as part 
of the Australian Government’s health reforms. This 
affected several models, particularly those based in 
what were previously Divisions of General Practice. 
These organisations underwent further changes 
after a new Australian Government commenced in 
2013. Towards the end of the Initiative, the Australian 
Government announced that Primary Health Networks 
would replace Medicare Locals from 1 July 2015. 

Aged-care reforms were also underway that affected 
how Initiative models operated. In July 2014, just after 
the Initiative ended, a second round of aged-care 
reforms came into effect. These included income-
testing arrangements for home care packages, and 
changed means-testing, new accommodation payment 
arrangements and the removal of the distinction 
between high and low care within residential aged 
care. Aged-care reforms to be implemented over 
the coming years would concentrate on consumer-
directed care and providing more support for people 
to stay independent and remain living in their own 
home for as long as possible. Reforms place increasing 
focus on consumer choice and flexibility in aged-care 
accommodation and services. 

Current and future health and aged-care policies 
indicate that older people would contribute more to 
the costs of their health and care needs. New income- 
and assets-testing for entrants to residential aged 
care from 1 July 2014 affected: how much residents 
can be asked to pay as a care fee; how much the 
Australian Government pays to providers as a subsidy; 
and whether residents will receive assistance from 
the Government in relation to their accommodation 
costs. The National Commission of Audit (2014) 
suggested reforms to the healthcare system, including 
requiring consumers to make a small contribution to 
the costs of their health care through co-payments. 
The Government proposed a $7 Medicare co-payment 
measure in the 2014–15 federal Budget; the Senate 
subsequently opposed the measure, and so the 
Government withdrew it. However, the Government 
stated that it would implement a new package of 
measures, including an optional co-payment for GP 
services (Department of Health 2014). These policies 
could have a significant influence on the development 
of aged-care models and the nurse practitioner 
role. New policy directions will shape the future 
development of aged-care service delivery models, the 
role of NPs, and expectations for how people receive 
and pay for care. 

A.4.  TIMING
As noted above, several delays affected the 
establishment of Initiative models and the Evaluation. 
Not all of the Initiative models participated in the 
Evaluation. Due to difficulties attracting and appointing 
nurse practitioners, three models returned their funding. 
Three new models received Initiative funding in late 
2012. As ethics approval only applied to the original 
models, the new models did not participate in the 
Evaluation. 

A number of models, other than the three that returned 
their funding, encountered delays in recruitment and 
endorsement of nurse practitioners. These delays 
also contributed to unanticipated set-up costs. 
Some models appointed registered nurses or nurse 
practitioner candidates and supported them through 
the study and endorsement process. The delays 
that some models experienced in relation to nurse 
practitioners’ endorsements were significant. Without 
the contribution of the Initiative to nurse practitioner 
and NPC salaries during this period, many of these 
models would probably have been forced to end 
before they had started. 
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APPENDIX B 
STRUCTURE OF THE FINAL REPORT
The final report comprises four different parts:
1.  The Summary of findings presents an overview of 

the main findings and considerations. The purpose 
of this document is to provide an easily accessible 
summary of the Evaluation report.

2.  The Evaluation report details the full evaluation. The 
purpose of this document is to provide a detailed 
description of the Evaluation and its findings.

3.  The Evaluation report: supplementary information 
provides details of each NP Model and the 
Evaluation’s methodology, surveys, deductive 
analysis and interview topics. 

4.  Case studies explore the barriers and enablers 
to establishing and sustaining nurse practitioner 
models. 
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