
Primary Health Care 
and Community 

Nursing Workforce 
Survey – 2001 

 



 

Published in May 2003 by the 
Ministry of Health 

PO Box 5013, Wellington, New Zealand 

ISBN 0-478-25653-1 (Book) 
ISBN 0-478-25656-6 (Internet) 

HP 3636 

This document is available on the Ministry of Health’s website: 
http://www.moh.govt.nz 

 



 Primary Health Care and Community Nursing Workforce Survey – 2001 iii 

Contents 

Executive Summary v 

1 Introduction 1 
Primary health care nurses 1 
The strategic context 2 
Nursing demographic information 2 
Role development 3 

2 Survey Methodology 4 

3 Demography 5 
Sex distribution 5 
Age distribution 6 
Ethnicity 7 

4 Experience 10 
Length of service 10 
Hours per week 10 

5 Location 11 
Geographical region 11 
Urban/rural split 11 

6 Qualifications 13 
Level of first qualification 13 
Continuing education 13 

7 Clinical Career Pathways 14 

8 Levels of Practice 15 

9 Strategies to Address Inequalities 16 

10 Work Types and Settings 17 
Work type 17 
Employer 17 
Service delivery setting 18 
Barriers to further education 21 

11 Role Within Organisations 24 



iv Primary Health Care and Community Nursing Workforce Survey – 2001 

12 Opportunities for Collaborative Working 25 
Employer support/communication 28 
Resourcing and workload 29 
Funding 29 
Availability of relief staff 29 
Attitudes 30 
Discussion 30 

13 Conclusions 31 

References 33 

Appendix 1: Survey of Primary Health Care and Community 
Nurses 2001 34 

Appendix 2: Vision and Goals for a Framework for Primary 
Health Care Nursing 38 

Vision 38 
Goals 38 

Appendix 3: Resources Available to Primary Health Care and 
Community Nurses by Work Type 39 

Appendix 4: Barriers to Accessing Education by Work Type 43 
 



 Primary Health Care and Community Nursing Workforce Survey – 2001 v 

Executive Summary 

The Primary Health Care and Community Nursing Survey 2001 was undertaken to 
ascertain the current situation for primary health care and community nurses and to 
identify obstacles to their contributing fully to new policies and strategies in New Zealand. 
 
The survey was sent to 7763 registered nurses, based on their responses to the ‘work type’ 
and ‘employment type’ questions in the annual workforce survey.  Completion of the 
survey was voluntary.  By April 2002 3562 nurses had completed the primary health care 
and community nursing survey, representing a response rate of 46 percent.  While the 
response rate was not high, it was high enough to gather baseline data and draw some 
conclusions about the current primary health care and community nursing workforce, and 
some of the issues and barriers that prevent them from practising to their full potential. 
 
A number of issues and barriers were identified in the survey results and are discussed 
more fully in this report.  These issues include: 

• Mäori and Pacific nurses – the primary health care and community nursing 
professions recruit and retain low numbers of Mäori and Pacific peoples 

• ageing primary health care nursing workforce – the primary health care and 
community nursing workforce is older than the general workforce, with relatively 
few recruits from the younger age groups 

• geographic distribution – the Wairarapa, Counties Manukau and Waitemata 
District Health Board (DHB) areas have significantly fewer primary health care and 
community nurses than the national average, yet Counties Manukau and Waitemata 
have larger populations with high health needs 

• role fragmentation – primary health care and community nurses cover a broad 
range of roles in 13 distinct work types.  Many work in more than one role and 
deliver services in more than one setting 

• educational opportunities – while theoretically available to most nurses, some 
cannot access education because of lack of time, finance and relief staff 

• clinical career pathways – these are unavailable to over half the nurses who 
responded to the survey.  The clinical career pathway is essential to improving the 
education, status and retention of nurses in clinical practice, and underpins 
developments such as the role of nurse practitioner 

• management structures and/or leadership roles – these are unavailable to nurses 
who responded to the survey in many organisations, though on a practical level 
nurses have input into service planning and/or resource allocation which formal 
structures may not recognise 

• communication and collaboration – though most respondents are able to consult 
with other health professionals in their own and other organisations, both nurses and 
employers could do more to improve in these areas. 
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1 Introduction 

The Primary Health Care Strategy released in 2001 signals a new direction for primary health 
care.  It places a greater emphasis on health promotion, community involvement, preventive 
care, and better alignment and integration of existing services around community needs. 
 
As a result of the strategy, the Ministry has facilitated the development of a national 
framework for primary health care nursing (Ministry of Health 2002a).  The framework is 
intended to develop education and career pathways and create opportunities for nurses to 
be involved in the development of new service delivery.  In June 2001 the Ministry 
established the Primary Health Care Nursing Expert Advisory Group to provide advice on 
the implementation of the strategy in relation to nursing.  Under the terms of reference the 
group was charged with examining the current situation of primary health care nursing in 
New Zealand and identifying any barriers to their effective practice to contribute to the 
development of a framework for primary health care nursing in New Zealand. 
 
To inform this work, the Ministry commissioned the New Zealand Health Information 
Service (NZHIS) to develop a questionnaire to survey all nurses currently practising in 
primary health care and community settings.  The aim was to collect baseline data, 
including current areas of practice, educational qualifications and barriers to achieving 
better collaboration. 
 

Primary health care nurses 

Primary health care nurses are defined as: 

registered nurses with knowledge and expertise in primary health care practice.  
Primary health care nurses work autonomously and collaboratively to promote, 
improve, maintain and restore health.  Primary health care nursing 
encompasses population health, health promotion, disease prevention, wellness 
care, first-point-of-contact care and disease management across the lifespan.  
The setting and the ethnic and cultural group of the people determine models of 
practice.  Partnership with people – individuals, whänau, communities and 
people – to achieve the shared goal of health for all, is central to primary health 
care nursing (Primary Health Care Nursing Expert Advisory Group 2003). 

 
In developing the framework for primary health care nursing in New Zealand, the Primary 
Health Care Expert Advisory Group determined that primary health care was not a suitable 
scope of practice for enrolled nurses. 
 
The purpose of this report is to: 

• create a snapshot of primary health care and community nursing in 2001 to act as a 
benchmark for measuring future development of the workforce 

• create a framework for a gaps analysis to show what is needed to shift and grow the 
nursing workforce from its present situation to that envisaged by the several policies 
and strategies that guide the development of the health and disability sector in New 
Zealand 
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• highlight particular issues of concern to nurses, and the factors that impede their ability 
to contribute fully to the primary and community health sector in New Zealand. 

 

The strategic context 

The New Zealand Health Strategy (Minister of Health 2000) and the New Zealand 
Disability Strategy (Minister for Disability Issues 2001) are the overarching documents 
that set the policy direction for health care service delivery in New Zealand.  Together with 
the Primary Health Care Strategy (Minister of Health 2001) and allied sector- or 
population-specific strategies, they set the scene for the future direction of health and 
disability care. 
 
These strategies signal a major policy shift towards primary health care, placing it and the 
workforce required to deliver it at the centre of health service delivery.  There is 
considerable emphasis on preventive care, on health education and promotion, on 
developing new models of care (particularly ‘by Mäori for Mäori’ and ‘by Pacific peoples 
for Pacific peoples’ provision) and on innovations such as the establishment of primary 
health organisations (PHOs). 
 
To accompany the policy shift, there needs to be a parallel paradigm shift in using and 
shaping the primary health care workforce, and workforce development is at the core of 
successful delivery of the primary health care and allied strategies. 
 
Nurses are the largest health workforce group and they have frontline responsibility for 
delivering much health care.  It is therefore crucial that they are adequately educated and 
resourced to fulfil these goals. 
 

Nursing demographic information 

Every year a workforce questionnaire accompanies the annual practising certificate (APC) 
application form sent by the Nursing Council of New Zealand to nurses and midwives on 
the Register or Role of Nurses.  In 2001 37,303 met the criteria for an active nurse or 
midwife (33,078 registered nurses and midwives, 4225 enrolled nurses) with an APC. 
 
Of these, 5.8 percent were male, 6.7 percent Mäori and 2.7 percent Pacific.  Twenty-three 
percent worked in a community setting (including primary health care), whereas in 1990 
only 15.9 percent of active nurses practised in a community setting.  The total number of 
active nurses and midwives has increased by just over 19.4 percent since 1990. 
 
The average age of registered nurses and midwives in 2001 was 43. 
 
The number of enrolled nurses has decreased since 1990, reflecting the disestablishment of 
enrolled nurse education in the early 1990s.  Education for enrolled nurses has recently 
resumed.  There is also an overall increase in the level of qualifications of nurses and 
midwives (Health Workforce Advisory Committee 2002). 
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Role development 

Several new initiatives are under way to develop and expand nursing roles. 
 

Nurse practitioner 

A nurse practitioner is a registered nurse practising at an advanced level in a specific scope 
of practice who has been prepared at master’s level and has been recognised and approved 
by the Nursing Council as a nurse practitioner (Nursing Council of New Zealand 2001). 
 

Innovative models of primary health care nursing practice 

The Minister of Health has allocated $8.1 million, as part of implementing the Primary 
Health Care Strategy to support developments in primary health care nursing.  From this 
funding, $7.25 million is being used to support and evaluate innovative models of primary 
health care nursing, and $850,000 will be used to fund postgraduate study for registered 
nurses practising in primary health care settings. 
 

Framework for primary health care nursing 

The Ministry has recently released a document Investing in Health: Whakatohutia te 
Oranga Tangata – A framework for activating primary health care nursing in New 
Zealand (Primary Health Care Nursing Expert Advisory Group 2003).  Based on the 
advice of the Primary Health Care Nursing Expert Advisory Group, it recommends ways 
to develop the role of registered nurses in primary health care, in the context of the 
Primary Health Care Strategy.  The framework’s vision and goals are set out in Appendix 
2. 
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2 Survey Methodology 

A survey was sent to all registered nurses who had indicated in their APC application / 
annual workforce survey form that they were employed in primary health care.  The 
Nursing Council sent out the survey to the target group and the completed surveys were 
returned directly to the New Zealand Health Information Service, where the data was 
entered and quality assured. 
 
Table 1 shows the number of nurses who were sent a survey and the numbers that 
responded. 
 

Table 1: Response to Primary Health Care and Community Nursing Survey 2001 

 Number 

Sent a Primary Health Care and Community Nursing Survey 7763 

Responded to the survey 3794 

Responded and was a registered nurse practising in primary health care nursing in New 
Zealand 

3562 

 
Of registered nurses sent a primary health care and community nursing survey, 3562 
responded indicating that they were actively working in primary health care nursing, 
representing a response rate of 46 percent. 
 
The small response rate raises the issue of whether the results are reliable.  The 
terminology ‘primary health care’ is not well understood by all nurses and some who work 
in a primary health care area do not necessarily recognise this.  As potential respondents 
were those self-identifying employment in primary health care, this could represent a 
limitation of the survey methodology. 
 
However, despite the low response rate of 46 percent, this survey still represents the 
current situation and views of 3562 registered nurses practising in primary health care and 
community settings.  Given the large number of respondents, it is therefore considered to 
be a representative sample from which conclusions can be drawn about the current primary 
health care nursing workforce, and issues facing this workforce which prevent primary 
health care and community nurses practising to their full potential. 
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3 Demography 

Demographic results from the survey – a snapshot 

• 92.4 percent of respondents were female, 4.9 percent were male, and 2.6 percent did not 
indicate their sex. 

• 1.5 percent were under 25 years while 19.6 percent were over 55. 

• 80.5 percent were New Zealand European, 6.6 percent were Mäori, 1.3 percent were 
Pacific peoples and 1.5 percent were Asian. 

• On average there are 95.3 active primary health care and community nurses per 100,000 
of population.  West Coast has 128.7, whereas Waitemata has only 61.0. 

• 69.3 percent gained their first qualification in hospital-based training and 19.5 percent 
were studying towards a further qualification. 

• Just over 50 percent said there was no clinical career pathway within the organisation in 
which they worked. 

• 34.7 percent said that their type of nursing did not include any specific strategies to 
reduce inequalities in health outcomes. 

• On average, each respondent indicated two work types and 1.6 service delivery settings. 

• 31.6 percent were employed by a general practitioner (GP) and 30 percent by a DHB.  
Five respondents (0.1 percent) said they worked for a Pacific provider while 90 
(2.5 percent) work for a Mäori provider. 

• 26.0 percent delivered services in the home; 24.8 percent in clinics and 24.1 percent in 
general practices. 

• 96 percent had access to educational opportunities but an average of 20 percent 
indicated that lack of time, finance and relief staff were significant barriers to accessing 
education. 

• 33.9 percent said that their organisation did not have a management structure and/or 
leadership and 60.9 percent reported that there was no nursing scope of practice defined 
by nurses. 

• 85.0 percent indicated they could consult with other community health professionals 
within their organisations and 67.6 percent could work collaboratively with community 
health professionals in other organisations. 

 

Sex distribution 

Table 2 and Figure 1 show that most of the primary health care and community nurses 
were female (92.4 percent).  Males made up 4.9 percent and 2.6 percent did not indicate 
their sex.  The ratio of males to females was 1:18.7.  In the total nursing workforce males 
comprised 5.7 percent, females 90.6 percent and 3.7 percent did not indicate their sex.1 
 

                                                 
1 NZHIS workforce statistics, 2001. 
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The largest groups of female primary health care and community nurses fell into the 40–44 
and 45–49 years demographic.  Each contained 17.8 percent of primary health and 
community nurses.  Male primary health care and community nurses reported the highest 
numbers in the 45–49 years age group, which contained 1.5 percent of actively practising 
male respondents. 
 

Age distribution 

Of the surveyed workforce, 1.5 percent were under 25 years of age, while 19.6 percent 
were 55 years and older.  The latter group (including 8.0 percent over 60 years) will be 
retiring in the next few years and it is unlikely there will be sufficient numbers to replace 
this natural attrition.  Of the workforce, 24.5 percent were aged 25–39 years, with 
55.9 percent in the 40–54 age group.  In the general nursing workforce, 49.5 percent were 
aged 40 or above.2  Table 2 shows the age and sex distribution of primary health care and 
community nurses in 2001. 
 

Table 2: Age and sex distribution of primary health care and community nurses, 2001 

Female Male Not reported Total Age group 

No. % No. % No. % No. % 

< 20 38 1.1 3 0.1 1 0.0 42 1.2 

20–24 10 0.3 0 0.0 0 0.0 10 0.3 

25–29 94 2.6 5 0.1 0 0.0 99 2.8 

30–34 235 6.6 11 0.3 3 0.1 249 7.0 

35–39 390 10.9 21 0.6 6 0.2 417 11.7 

40–44 633 17.8 37 1.0 14 0.4 684 19.2 

45–49 633 17.8 54 1.5 13 0.4 700 19.7 

50–54 563 15.8 23 0.6 21 0.6 607 17.0 

55–59 389 10.9 11 0.3 13 0.4 413 11.6 

60+ 261 7.3 5 0.1 18 0.5 284 8.0 

Not reported 46 1.3 6 0.2 5 0.1 57 1.6 

Total 3292 92.4 176 4.9 94 2.6 3562 100.0 

Note: Percentages may not sum to 100 due to rounding. 

 

                                                 
2 NZHIS workforce statistics, 2001. 
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Figure 1: Age and sex distribution of active primary health care and community nurses working 
in New Zealand, 2001 

 

-20 -15 -10 -5 0 5 

Not reported 

60+ 

55–59 

50–54 

45–49 

40–44 

35–39 

30–34 

25–29 

20–24 

< 20 
Age group 

Percentage of primary health care and community nurses 

Male 
Female 

5 10 15 20 0 5 

 
 

Ethnicity 

Table 3 shows prioritised ethnicity.  The largest group of primary health care and 
community nurses were New Zealand Europeans at 80.5 percent.  Mäori primary health 
care and community nurses made up 6.6 percent, Pacific peoples 1.3 percent and Asian 
1.5 percent.  The comparable overall nursing workforce figures were New Zealand 
European 75.2 percent, Mäori 6.9 percent, Pacific peoples 2.7 percent and Asian 
3.6 percent.3 
 

                                                 
3 NZHIS workforce statistics, 2001. 
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Table 3: Prioritised ethnicity of primary health care and community nurses, 2001 

Ethnic group No. Percent 

New Zealand European 2869 80.5 

Other European 240 6.7 

Mäori 236 6.6 

Samoan 17 0.5 

Cook Island Mäori 10 0.3 

Fijian 7 0.2 

Niuean 4 0.1 

Tokelauan 1 0.0 

Tongan 5 0.1 

Other Pacific 4 0.1 

Chinese 28 0.8 

Indian 10 0.3 

South East Asian 11 0.3 

Other Asian 4 0.1 

Other 96 2.7 

Not stated 20 0.6 

Total 3562 100.0 

 
Of the 236 who indicated Mäori ethnicity, 49 said they worked in Mäori health nursing, 
while a total of 238 primary health care nurses who responded indicated they worked in 
Mäori health nursing.  Of these 238, 90 worked for a Mäori provider while for 140 the 
main setting of service delivery was the marae. 
 
Forty-eight respondents indicated Pacific ethnicity.  A total of 101 primary health care 
nurses indicated they work in Pacific health nursing, and of these, five worked for a Pacific 
provider. 
 
The representation of Pacific peoples in primary health care and community nursing is 
lower than in the general nursing workforce, and very few of those nurses indicated they 
work for a Pacific provider.  The paucity of Pacific primary health care nurses should be a 
major concern, given the emphasis on ‘by Pacific for Pacific’ provision.  The Pacific 
Health and Disability Action Plan (Minister of Health 2002), the allocation of Ministry 
funding for Pacific provider development, and the development of PHOs to address health 
inequalities all focus initially on Mäori and Pacific provision.  The macro-level policy and 
funding initiatives are in place, but not the workforce of Pacific nurses. 
 
Similarly, national policy stresses the need to build up a primary health care workforce 
responsive to the needs of Mäori and Pacific peoples.  Both Mäori and Pacific health 
strategies clearly articulate the preference for ‘by Mäori for Mäori’ and ‘by Pacific for 
Pacific’ models of primary health care.  An increase in Mäori and Pacific primary health 
care and community nurses is clearly essential to these goals.  Further work therefore 
needs to be undertaken to assess why Mäori and Pacific peoples are not attracted to this 
area of nursing. 
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The Primary Health Care Strategy also stresses support for Mäori and Pacific leadership in 
PHOs.  Currently there is only a small pool of these nurses.  Pacific providers have 
frequently commented that filling a new position often means taking a person from another 
Pacific provider, who will in turn either take from another provider or have difficulty 
filling the vacancy with a suitably qualified Pacific person.  Mäori providers no doubt face 
the same dilemma. 
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4 Experience 

Length of service 

Table 4 shows that 24 percent of respondents indicated they had been working between 
five and nine years in primary health care or community nursing, while 21 percent reported 
10 to 14 years’ service. 
 

Table 4: Years working in a primary health care or community nursing role, 2001 

Total Age group (years) 

No. % 

< 1 36 1.0 

1–4 years 631 17.7 

5–9 years 836 23.5 

10–14 years 753 21.1 

15–19 years 480 13.5 

20–24 years 404 11.3 

25–29 years 179 5.0 

30+ 177 5.0 

Not reported 66 1.9 

Total 3562 100.0 

 

Hours per week 

Table 5 shows hours worked by nurses active in primary health care or community nursing 
roles in 2001.  Sixty percent worked under 40 hours per week.  Over 76 percent of male 
nurses worked between 40 and 49 hours while only 29.3 percent of female nurses worked 
40 to 49 hours. 
 

Table 5: Hours worked by active primary health care and community nurses, by gender, 2001 

Total Hours worked Females Males Not reported 

No. % 

1–9 108 2 5 115 3.2 

10–19 361 2 10 373 10.5 

20–29 804 5 15 824 23.1 

30–39 800 15 22 837 23.5 

40–49 963 134 30 1127 31.6 

50–59 24 2 1 27 0.8 

60+ 29 5 1 35 1.0 

Not reported 203 11 10 224 6.3 

Total 3292 176 94 3562 100.0 
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5 Location 

Geographical region 

Table 6 shows the DHB region of nurses working in primary health care or community 
nursing.  The national average was 95.3 active nurses per 100,000 of population.  West 
Coast and Auckland DHBs had the highest rates per 100,000 (128.7 and 115.3 
respectively).  Waitemata and Counties Manukau DHBs had the lowest rates (61.0 and 
67.9 respectively). 
 

Table 6: District Health Board region of active primary health care and community nurses, 2001 

DHB region No. % Rate per 100,000 
population 

New Zealand 
population 

Northland 145 4.1 103.5 140,127 

Waitemata 262 7.2 61.0 429,753 

Auckland 424 11.9 115.3 367,734 

Counties Manukau 255 7.2 67.9 375,534 

Waikato 288 8.1 90.7 317,452 

Bay of Plenty 138 3.9 77.5 178,128 

Lakes 78 2.2 81.3 95,994 

Tairawhiti 45 1.3 102.3 43,971 

Hawke’s Bay 133 3.7 92.7 143,547 

Taranaki 112 3.1 108.7 103,023 

Wanganui 68 1.9 106.4 63,899 

MidCentral 165 4.6 106.1 155,539 

Capital and Coast 237 6.7 96.6 245,321 

Hutt Valley 116 3.3 88.0 131,847 

Wairarapa 26 0.7 68.1 38,205 

Nelson–Marlborough 124 3.5 101.2 122,475 

West Coast 39 1.1 128.7 30,294 

Canterbury 385 10.8 95.9 401,643 

South Canterbury 87 2.4 111.2 78,228 

Otago 179 5.0 105.1 170,257 

Southland 96 2.7 92.4 103,853 

Not reported 160 4.5 – – 

Total 3562 100.0 95.3 3,737,277 

Note: Percentages may not add up correctly, owing to rounding. 

 

Urban/rural split 

Table 7 shows the urban/rural distribution of work location.  Fifty-four percent of nurses 
worked in an urban location while only 13.9 percent were based solely in a rural location.  
Just under a third of nurses reported a mixed urban/rural work location. 
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Table 7: Main work location of active primary health care and community nurses, by gender, 
2001 

Geographic setting Female Male Not reported No. % 

Mixed 1014 71 39 1124 31.6 

Rural 465 17 12 494 13.9 

Urban 1794 88 42 1924 54.0 

Not reported 19 0 1 20 0.6 

Total 3292 176 94 3562 100.0 
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6 Qualifications 

Level of first qualification 

Table 8 shows the first nursing qualification gained by nurses actively working in primary 
health care and by community nurses. 
 

Table 8: First nursing qualification gained by those actively working in primary health care and in 
community nursing, 2001 

First qualification No. % 

Hospital-based training – registered nurse (all categories) 2468 69.3 

Hospital-based training – enrolled or community nursing 151 4.2 

Bachelor of Nursing Degree 160 4.5 

Diploma of Nursing – Comprehensive 770 21.6 

Not reported 13 0.4 

Total 3562 100.0 

 

Continuing education 

Developments in nursing policy and initiatives such as the introduction of the nurse 
practitioner role and nurse practitioner prescribing create the need to improve access to 
further education and training opportunities for nurses. 
 
A total of 695 primary health care and community nurses – 19.5 percent of respondents – 
said they were studying towards a further qualification (compared with 13.7 percent of 
actively practising nurses and midwives).  Of those primary health care and community 
nurses studying, 10.6 percent reported practising at an advanced level and 7.9 percent at an 
intermediate or specialty level. 
 

Table 9: Primary health care and community nurses currently studying towards a nursing 
qualification, by level of practice, 2001 

Level of practice Qualification currently 
working towards 

Beginner Intermediate Advanced Not reported 

Total 

Graduate cert. (700 level) 0 26 27 2 55 

Postgraduate cert. (800 level) 1 42 58 6 107 

Postgraduate dip. (800 level) 6 37 50 0 93 

Bachelor’s degree 5 98 90 7 200 

Master’s degree 2 29 106 0 137 

Doctorate 0 1 2 1 4 

Other 3 50 43 3 99 

Not currently studying 88 1405 1278 96 2867 

Total 105 1688 1654 115 3562 
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7 Clinical Career Pathways 

The clinical career pathway offered by employers is the mechanism by which nurses can 
advance their clinical practice.  A competency-based framework that recognises 
experience, education and specialist knowledge is a relatively recent development, 
underpinned by developments in nursing such as the introduction of the nurse practitioner 
role.  Some DHBs have implemented clinical career pathways for their nursing workforce, 
but these are not nationally consistent nor uniformly available.  Table 10 shows the 
number of nurses working in organisations that have implemented clinical career pathways 
and nursing management structures. 
 

Table 10: Primary health care and community nurses working in organisations that have 
implemented clinical career pathways or nursing management structures 

In your organisation is there: Yes No Unsure No response 

a clinical career pathway for nurses working in 
primary health care or community nursing roles? 

1213 1805 447 97 

nursing management structures and/or nursing 
leadership? 

2080 1206 202 74 

 
Just over 50 percent of respondents indicated there was no clinical career pathway for 
nurses working in primary health care or community nursing roles within their 
organisation.  This raises the following questions: 

• Is it because a majority of primary health care nurses tend to have multiple roles (eg, 
practice nursing combined with other nursing work types), which makes it hard to 
define a pathway for this group of nurses? 

• Is it because primary health care and community nurses tend to work for smaller-
scale employers (eg, providers, GPs, Independent Practitioner Associations), who 
either do not see the relevance of a clinical career pathway or are unable to offer it 
because of their small scale? 

• Is the clinical career pathway a feasible option for the primary health care or 
community nurse employed by a small organisation? 

 
The Report of the Ministerial Taskforce on Nursing (Ministerial Taskforce on Nursing 
1998) notes that: 

in community settings there has been no substantial development of nursing 
services despite the transfer of considerable patient/client need previously met 
in acute care or institutional facilities.  This emphasises the need for the 
development of more defined career pathways which encompass the 
autonomous and specialist nature of nurses’ work. 
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8 Levels of Practice 

When asked at what level they believed they were currently practising in primary health 
care or community nursing, 47.4 percent reported they were practising at an advanced 
level.  These levels were self-identified and not linked to first qualification, further 
qualifications or current position.  Table 11 outlines responses to this question. 
 

Table 11: Level of practice of primary health care and community nurses, by gender, 2001 

Level of practice Female Male Not reported Total % 

Beginner 101 2 2 105 2.9 

Intermediate 1603 50 35 1688 46.4 

Advanced 1478 123 53 1654 46.4 

Not reported 110 1 4 115 3.2 

Total 3292 176 94 3562 100.0 

 
Table 12 shows that 46.6 percent of Mäori respondents identified that they were working 
at an advanced level and 45.3 percent believed they worked at an intermediate level, which 
is very close to the average in both cases.  Of Pacific responses, 52 percent considered they 
were practising at an advanced level (slightly above the average), and 38 percent at an 
intermediate level (which is below the average). 
 

Table 12: Prioritised ethnicity of active primary health care and community nurses by level of 
practice, 2001 

Beginner Intermediate Advanced No response Ethnic group 

No. % No. % No. % No. % 

Total 
No. 

NZ European 78 2.7 1387 48.3 1310 45.7 94 3.3 2869 

Other European 6 2.5 100 41.7 126 52.5 8 3.3 240 

Mäori 11 4.7 107 45.3 110 46.6 8 3.4 236 

Samoan 0 0.0 5 29.4 11 64.7 1 5.9 17 

Cook Island Mäori 1 10.0 3 30.0 5 50.0 1 10.0 10 

Fijian 1 14.3 4 57.1 2 28.6 0 0.0 7 

Niuean 0 0.0 2 50.0 2 50.0 0 0.0 4 

Tokelauan 0 0.0 0 0.0 1 100.0 0 0.0 1 

Tongan 1 20.0 1 20.0 3 60.0 0 0.0 5 

Other Pacific 0 0.0 3 75.0 1 25.0 0 0.0 4 

Chinese 2 7.1 18 64.3 8 28.6 0 0.0 28 

Indian 0 0.0 4 40.0 5 50.0 1 10.0 10 

South East Asian 2 18.2 5 45.5 4 36.4 0 0.0 11 

Other Asian 0 0.0 1 25.0 3 75.0 0 0.0 4 

Other 2 2.1 38 39.6 55 57.3 1 1.0 96 

Not stated 1 5.0 10 50.0 8 40.0 1 5.0 20 

Total 105 2.9 1688 47.4 1654 46.4 115 3.2 3562 

 



16 Primary Health Care and Community Nursing Workforce Survey – 2001 

9 Strategies to Address Inequalities 

The survey asked nurses if their work included any specific strategies targeted at reducing 
inequalities in health outcomes.  A total of 43.5 percent indicated that it did while 
34.7 percent reported that it did not (Table 13).  This is significant given the emphasis in 
Government strategies and policies on reducing health outcome inequalities. 
 

Table 13: Provision of specific strategies targeted at reducing inequalities in health outcomes, 
2001 

Specific strategies provided No. % 

Yes 1549 43.5 

No 1237 34.7 

Unsure 569 16.0 

Not reported 207 5.8 

Total 3562 100.0 
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10 Work Types and Settings 

Work type 

Table 14 shows the type of primary health care or community nursing work that best 
described nurses’ roles.  Each nurse could identify more than one work type, and many 
primary health care and community nurses worked in more than one field within each role.  
On average, each respondent indicated two work types.  The Primary Health Care Nursing 
Expert Advisory Group (2002) noted: 

the fragmentation of the many roles of primary health care nurses has led to 
their under utilisation in many settings ... this limits opportunities for 
collaboration or developing an integrated approach to service delivery. 

 
Respondents indicated an average of 1.6 service delivery settings, while 21.1 percent said 
that their role contained an element of practice nursing. 
 

Table 14: Work type of primary health care and community nurses, 2001 

Type of work No. % 

Practice nursing 1582 21.1 

District nursing 576 7.7 

Public health nursing 351 4.7 

Well child or child health nursing 721 9.6 

Mäori health nursing 238 3.2 

Pacific health nursing 97 1.3 

Mental health nursing 563 7.5 

Family planning / sexual health nursing 422 5.6 

Rural health nursing 257 3.4 

Health education / health promotion 984 13.1 

Management of primary health care or community services 283 3.8 

Occupational health nursing 212 2.8 

Specialist primary health care or community nursing 901 12.0 

Other 301 4.0 

Total 7488 100.0 

 

Employer 

Table 15 shows the employers of primary health care and community nurses.  The majority 
of respondents were employed by a GP (31.6 percent) while 30 percent indicated they were 
employed by a DHB.  Ninety respondents (2.5 percent) indicated they worked for a Mäori 
provider while only five respondents (0.1 percent) said they worked for a Pacific provider, 
although 97 stated that they worked in Pacific health nursing (see Table 15). 
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Table 15: Employer of active primary health care and community nurses, 2001 

Employer No. % 

Community trust 211 5.9 

DHB 1067 30.0 

GP 1126 31.6 

IPA 141 4.0 

Local or regional private organisation 202 5.7 

Mäori provider 90 2.5 

National organisation 248 7.0 

Nursing agency 25 0.7 

Other 219 6.1 

Pacific provider 5 0.1 

Public health service 110 3.1 

Self-employed 97 2.7 

Not reported 21 0.6 

Total 3562 100.0 

 

Service delivery setting 

Table 16 shows the main settings of services provided by primary health care and 
community nurses.  Most services were delivered in the patient’s home (26.0 percent), in 
clinics (24.8 percent) or in general practice settings (24.1 percent).  Every nurse could 
identify more than one setting within their role. 
 

Table 16: Main settings of service delivery for primary health care or community nurses, 2001 

Settings of service delivery No. % 

Home 1472 26.0 

Clinic 1404 24.8 

Marae 140 2.5 

Mobile clinic 144 2.5 

General practice 1360 24.1 

School 364 6.4 

Other 769 13.6 

Total 5653 100.0 

 
Table 17 shows that most primary health care and community nursing workplaces have a 
range of educational resources available to staff.  Ninety-six percent of nurses were offered 
educational opportunities such as access to conferences, workshops or courses.  
Professional supervision was available to 72.7 percent, peer review and/or feedback to 
76.0 percent, and information sources such as libraries, Internet facilities and journals to 
89.4 percent. 
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Table 17: Resources available in place of work for primary health care and community nurses, 
2001 

Resources Yes No Unsure Not reported 

Educational opportunities 3405 108 18 31 

Professional supervision 2589 783 114 76 

Peer review/feedback 2706 700 84 72 

Information sources 3186 286 41 49 

 
In the detailed breakdown by work type, 35.8 percent of occupational health nurses 
(Figure 2) reported that they did not have access to professional supervision. 
 

Figure 2: Resources available for occupational health nurses 
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Practice nurses and rural nurses (both 25.7 percent) and 25.9 percent of public health 
nurses reported lower than average access to professional supervision (Figures 3 to 5). 
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Figure 3: Resources available for practice nurses 
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Figure 4: Resources available for rural health nurses 

0

20

40

60

80

100

Yes No Unsure No response

Response

%

Educational activities

Professional supervision

Peer review

Information sources

 
 



 Primary Health Care and Community Nursing Workforce Survey – 2001 21 

Figure 5: Resources available for public health nurses 
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A breakdown of resources available by other work types is contained in Appendix 3. 
 

Barriers to further education 

Table 18 lists the barriers nurses face in accessing educational opportunities.  Finance was 
an obstacle for 22.5 percent of respondents, while 20.3 percent cited that time was a 
problem and 18.8 percent that availability of relief staff was a barrier.  (Note that 
respondents could indicate more than one barrier.) 
 
Nearly 94 percent of respondents, however, indicated that educational opportunities were 
available to them.  There is obviously a significant gap between availability and 
opportunity. 
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Table 18: Barriers faced by primary health care or community nurses to accessing educational 
opportunities, 2001 

Barriers to accessing education No. % 

Appropriate education not readily available 603 6.1 

Employer resistance 469 4.7 

Financial 2221 22.5 

Geographical location 1003 10.1 

Personal 926 9.4 

Relief staff to cover workload in absence 1854 18.8 

Time 2006 20.3 

Other 525 5.3 

None 280 2.8 

Total 9887 100.0 

 
In the breakdown of barriers to education by work type, 24 percent of Pacific primary 
health care or community nurses cited financial barriers (Figure 6), above the average 
level, which was 22 percent. 
 

Figure 6: Barriers to accessing education, Pacific health nurses 

8%
6%

24%

6%8%
20%

21%

6% 1%
Appropriate education not available – 8%

Employer resistance – 6%

Financial – 24%

Geographical location – 6%

Personal – 8%

Relief staff to cover workload – 20%

Time – 21%

Other – 6%

None – 1%

 
 
Twenty-one percent of rural health nurses cited geographical location (Figure 7).  Family 
planning / sexual health nurses indicated that the major barrier was the provision of relief 
staff to cover their workload in their absence (20.8 percent, see Figure 8). 
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Figure 7: Barriers to accessing education, rural health nurses 
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Figure 8: Barriers to accessing education, family planning / sexual health nurses 
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Of the primary health care and community nurses who worked in Mäori health nursing, 
8.4 percent said that appropriate education was not readily available to them (Figure 9). 
 

Figure 9: Barriers to accessing education, Mäori health nurses 

8%
6%

22%

11%7%
19%

18%

8% 1%
Appropriate education not available – 8%

Employer resistance – 6%

Financial – 22%

Geographical location – 11%

Personal – 7%

Relief staff to cover workload – 19%

Time – 18%

Other – 8%

None – 1%

 
 
A breakdown of barriers to education for other primary health care and community nursing 
work types is attached as Appendix 4. 
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11 Role Within Organisations 

Nearly 34 percent of primary health care and community nurses indicated that there was no 
nursing management structure or leadership within their organisation.  Nearly 65 percent 
of respondents noted nurses’ input into service planning and/or resource allocation, which 
indicates a higher level of nursing involvement at a practical level than is recognised by 
formal management structures. 
 

Figure 10: Do nursing management and/or leadership structures exist within your primary health 
care and community nursing organisation? 
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Figure 11: Is there an opportunity for nursing input into service planning and/or resource 
allocation? 
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Figure 12 shows that 60.9 percent of organisations have in place a nursing scope of 
practice that has been defined by nurses. 
 

Figure 12: Does the organisation have a nursing scope of practice defined by nurses within the 
organisation? 
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12 Opportunities for Collaborative Working 

Eighty-five percent of respondents indicated that they were able to work collaboratively 
with nurses within their organisation, while 67.6 percent were also able to work 
collaboratively with nurses in other organisations.  The Ministerial Taskforce on Nursing 
has stressed the need for a ‘strong environment of teamwork and collaboration between 
health professionals’ (Ministerial Taskforce on Nursing 1998: 38). 
 

Figure 13: Opportunities to work collaboratively with nurses 
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Figure 14 shows that a large percentage of respondents were working in a multi-
disciplinary organisation, with 87.5 percent indicating they were able to consult with other 
community health professionals such as doctors and social workers within their own 
organisations.  Primary health care and community nurses considered they were able to 
consult with health professionals outside their organisation to a lesser extent (68.2 
percent). 
 



26 Primary Health Care and Community Nursing Workforce Survey – 2001 

Figure 14: Opportunities to work collaboratively with other community health professionals 
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The primary health care and community nursing survey asked nurses to comment on what 
they felt would help to provide them with opportunities to work collaboratively with 
others.  Eighty-five percent responded to this question and singled out four major areas 
(see Table 19). 
 

Table 19: What would assist in providing opportunities to work collaboratively with others? 

Assistance needed % of comments 
made 

% of overall 
response 

Regular meetings 57.5 48.8 

Increased employer support 38.3 32.6 

Having common goals 27.7 23.5 

Working from the same office 23.2 19.7 

More time 6.7 5.7 

Good communication 6.2 5.3 

Increased training 4.8 4.1 

Peer review / patient information sharing 1.9 1.6 

More staffing 1.8 1.5 

Positive comments 1.4 1.2 

Getting regular information on other PHC nurses 
and their roles in the community 

1.3 1.1 

Removing practice nurse subsidy 0.3 0.2 
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Of all respondents, regular meetings (48.8 percent) and increased employer support 
(32.6 percent) were seen as major aids to collaboration.  Respondents who indicated a need 
for increased employer support expressed frustration that service delivery was too money 
orientated and that ‘managers have no idea what nurses do’. 
 
Several respondents indicated that workloads were high and that ‘employer support is 
crucial in reducing caseloads which would assist in ensuring time and energy were 
available to make this possible’.  It was considered that: 

[primary health care and community nurses] are overworked and undervalued 
even with meetings, offers of education etc.  Why should [nurses] extend 
themselves to 60 hours or more a week gaining further qualifications when 
they are not acknowledged in a practical sense and will not improve 
workloads? 

 
Respondents considered that employer support and encouragement were essential in order 
for primary health care and community nurses to use their initiatives and meet the needs of 
their community. 
 
Having common goals (23.5 percent) and working from the same office (19.7 percent) 
were also considered important factors that would assist with working collaboratively with 
others.  One primary health care nurse indicated that their organisation has ‘an excellent 
relationship and keeps in close contact with community nurses and Mäori health providers 
as all share common goals, especially as nurses working to promote health’. 
 
Given the fragmented nature of primary health care and community nursing (Primary 
Health Care Nursing Expert Advisory Group 2002), clarity of communication and a shared 
understanding of goals are essential. 
 
Respondents were asked what should change to make more opportunities available for 
primary health care and community nurses to work more collaboratively.  The results are 
displayed in Table 20. 
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Table 20: Changes needed to provide opportunities to work more collaboratively 

Changes needed % of comments 
made 

% of overall 
responses 

Time 19.5 13.3 

More resources made available / more funding 12.5 8.5 

Regular meetings 9.7 6.6 

More staff / relief staff made available 9.5 6.5 

Employers respecting nurses’ abilities 7.2 4.9 

Realistic case loads 6.7 4.5 

Good communication 6.0 4.1 

Employer support 5.5 3.8 

Education/training 4.7 3.2 

Working collaboratively 4.4 3.0 

Overall changes in attitude 3.9 2.7 

Getting regular information on other PHC nurses and their roles in 
the community 

2.7 1.9 

Removing patch protection 2.6 1.8 

Positive 1.9 1.3 

Removing the practice nurse subsidy and paying nurses instead 1.7 1.1 

More nurses in management roles 1.2 0.8 

Reviewing Privacy Act 1.0 0.6 

 

Employer support/communication 

Of all respondents, 67.9 percent commented on what needed to change to ensure 
collaboration including employer support (3.8 percent), regular meetings (6.6 percent) and 
good communication (4.1 percent).  One respondent commented that: 

Communication with GPs can be difficult at times.  We see the patient through 
the service but there is a communication gap with GPs.  They don’t always act 
on advice given from the service. 

 
Several respondents thought that what was necessary was ‘better communication with 
hospital based staff.  Better referral communication for clients being discharged from 
hospital to community’.  However, some nurses clearly indicated that definite barriers exist 
between hospital-based carers and community carers and that there seems to be a lack of 
understanding of each other’s roles.  There needs to be an increased focus on patient needs, 
and how best to provide the kind of care that would improve opportunities for 
collaboration. 
 
So not only are changes suggested to improve collaboration among primary health care and 
community health professionals, but improved communication is also seen as critical to 
ensuring continuity of care between secondary services and primary health care and 
community services. 
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Resourcing and workload 

More significantly, the main changes that respondents indicated needed to be made were 
centred around resourcing and workload, with time (13.3 percent), increased funding 
(8.5 percent) and more staff being available (6.5 percent) considered the most important 
changes necessary to ensure collaboration. 
 
One respondent considered that a significant issue was: 

The difficulty of providing care when finances (and presumably decision-
making on the allocation of resources) are managed elsewhere – by GPs and 
managers who do not understand the nurse role.  Funding support was [sic] 
needed to support collaboration and contractual focus on numbers and tasks 
takes away from patient focus. 

 

Funding 

Several respondents thought funding was necessary to recognise the strong requirement for 
liaison and regular meetings with those in the workplace. 
 
In addition, one primary health care nurse thought that competing for the health dollar 
equals many providers fighting each other, which creates personal jealousy.  Boundaries 
need to be set, and it is important for the different health professional groups to recognise 
how services are complementary, not a threat, ‘which will hopefully help to close the large 
gaps that exist’. 
 
Other nurses responding to this question considered that more funding was needed for 
increased salaries to ensure valuable knowledge and experience do not go overseas. 
 

Availability of relief staff 

Clearly, the availability of relief staff to allow primary health care and community nurses 
to attend meetings and education sessions was also a very important issue.  This was raised 
in several areas of the survey.  Nurses considered that it is currently very difficult to find 
experienced staff to cover shifts and that a high workload restricts time for collaboration.  
Respondents suggested that more menial tasks such as filing could be allocated to other 
non-registered staff to free nurses to pursue further education, and to spend more time with 
their patients. 
 
Of all primary health care and community nurses, 2.7 percent considered that a change in 
attitudes would assist with collaborative working relationships.  One respondent indicated 
that there is such a strong ‘complaints culture’ that this often impedes honesty and 
openness, which is not conducive to working collaboratively.  A further respondent was 
‘saddened that often health professionals seem to have the energy in protecting power 
bases and playing political games and forget that the patient is the focus’. 
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Respondents who answered this question were clear that doctors need to change their 
perception of nurses, from handmaidens to health professionals in their own right with 
different but mutually beneficial skills.  Once this change in attitude is achieved, 
respondents thought this would greatly assist collaboration between health professionals. 
 

Attitudes 

A small number of respondents suggested removing patch protection (1.8 percent) and 
facilitating overall changes in attitude (2.7 percent).  Attitudes by GPs in particular and a 
lack of GP appreciation of the nurse as a professional were seen as barriers to collaborative 
working.  Some also considered that there was a lack of mutual understanding between 
hospital-based carers and community carers, and that competition for funding creates 
divisions between health professionals.  Essentially, respondents indicated that patch 
protection was not conducive to collaboration.  These are part of the paradigm shift needed 
to implement the Primary Health Care Strategy. 
 

Discussion 

Not all primary health care and community nurses who responded to the question 
considered that any changes were needed.  One respondent indicated that they were in: 

... the fortunate position of having a supportive management and feel valued in 
[their] work position as a nurse.  The key to working collaboratively with 
others is to have the time to network with other community providers.  [Their 
service] has an excellent rapport with other community services thanks to 
supportive management. 

 
Several other respondents considered they were well supported by their organisation and 
therefore able to work collaboratively and that they had excellent relationships with most 
community groups, GPs and other health professionals and that nothing needed to change. 
 
However, the overall tenor of comments in response to questions regarding opportunities 
for collaboration shows that primary health care and community nurses are generally 
frustrated.  Many could see how improved collaboration could be achieved, and 
suggestions included localised issues such as a need for mobile phones, information about 
the roles of other primary health care and community nurses, and cross-over time for staff 
between shifts.  Other suggestions had a more national significance, such as increased 
funding, more time, and availability of more staff / relief staff.  Respondents saw the 
patient and improved health care, as being central to health care, and that improved 
collaboration could only serve to improve services further. 
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13 Conclusions 

The primary health care and community nursing workforce survey has raised a number of 
issues.  These need to be considered and addressed in light of the implementation of the 
Primary Health Care Strategy and specific strategies and policies which set out a new 
direction for nursing in New Zealand. 
 
Demographically, the survey results showed: 

• a relatively low number of Mäori and Pacific primary health care and community 
nurses 

• an ageing primary health care and community nursing workforce, with the average 
age of these nurses being older than that of the general nursing workforce 

• the unequal distribution of primary health care nurses across New Zealand (in 
particular, Wairarapa, Counties Manukau and Waitemata have significantly lower 
numbers of primary health care and community nurses, which is a concern given 
Waitemata and Counties Manukau have large populations with high health needs) 

• the fragmentation of the primary health care and community nursing workforce, 
which covers 13 distinct work types with many nurses undertaking more than one 
role in their organisation. 

 
More significantly, primary health care and community nurses were given the opportunity 
to raise issues surrounding access to educational opportunities; the existence of clinical 
career pathways within their organisations; nursing structures and leadership within their 
organisations; and opportunities to work collaboratively with nurses and other health 
professionals, both within their organisation and in other organisations. 
 
Clearly primary health care and community nurses technically have access to educational 
opportunities, with 96 percent stating they had these opportunities.  However, other factors 
severely affect their ability to take up these opportunities, most notably lack of finance, 
limited time and lack of relief staff to cover in their absence.  It is critical that primary 
health nurses be able to access continuing education in order to build and further their 
knowledge and to develop a primary health care nurse practitioner workforce. 
 
Clinical career pathways have been identified as one strategy to improve the education, 
status and retention of nurses in clinical practice.  It is therefore a concern that of all 
respondents, over 50 percent indicated that there is no clinical career pathway within their 
organisation. 
 
In addition, 42 percent of respondents indicated there was no nursing management 
structure and/or nursing leadership within their organisation.  According to 65 percent of 
respondents, nurses do have input into service planning and/or resource allocation, which 
points towards a higher level of nurse involvement at an informal practical level than is 
recognised by formal management structures. 
 
Overall, respondents indicated that for the most part they were able to collaborate with 
nurses and health professionals in their own and other organisations. 
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Appendix 1: Survey of Primary Health Care and 
Community Nurses 2001 
Please complete this survey form to reflect your personal situation. 
 
1. Are you: 

Female Male 

2. With which ethnic group or groups do you most closely identify?  (You may tick up to three.) 

NZ European Fijian 

Other European Other Pacific 

Mäori South East Asian 

Samoan Chinese 

Cook Island Mäori Indian 

Tongan Other Asian 

Niuean Other 

Tokelauan 

3. What is your year of birth? 

4. Where is your main place of employment? 

Suburb: Town/city: 

5. Which of the following do you consider best describes the geographical location of your primary health 
care or community nursing work? 

Rural 

Urban 

Mixed rural/urban 

6. What best describes your first nursing qualification?  (Tick one.) 

Hospital-based training – registered nurse (all categories) 

Hospital-based training – enrolled or community nurse 

Diploma of nursing – comprehensive 

Degree in nursing 

7. Are you currently studying toward a nursing qualification? 

No (Go to Question 8) 

Yes 

What is the qualification you expect to gain? 

Graduate Certificate (7000 level) 

Postgraduate Certificate at Masters level (8000 level) 

Postgraduate Diploma at Masters level (8000 level) 

Bachelors Degree 

Masters Degree 

Doctorate 

Other 
What is the qualification? 
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8. What are your completed tertiary qualifications? 

Qualification name Major Abbreviation 
of qualification 

Institution Year of 
qualification 

     

     

     

     

9. How many hours a week do you work in a primary health care or community nursing role? 

hours 

10. How many years have you worked in a primary health care or community nursing role? 
(Not necessarily just this position.) 

years months 

11. Please tick the level you believe you practice at in your primary health care or community nursing role. 

Beginner Intermediate/specialty Advanced 

12. Please tick the type(s) of primary health care or community nursing work that best describes what you 
do.  (Tick as many as appropriate.) 

Practice nursing 

District nursing 

Public health nursing 

Well child or child health nursing 

Mäori health nursing 

Pacific health nursing 

Mental health nursing 

Family planning/sexual health nursing 

Rural health nursing 

Health education/health promotion 

Management of primary health care or community services 

Occupational health nursing 

Specialist primary health care or community nursing 
(for example, palliative care, specialist outreach care, specialist outpatient care).  Please specify. 

Other (Please specify) 

13. In which category does your employer belong?  (Please tick the one that refers to your main employer.) 

Community trust 

DHB (eg, District Nursing Services, outpatient clinic) 

General practitioner 

IPA 

Local or regional private organisation 

Mäori provider 

National organisation (eg, Plunket, Family Planning, Asthma Society) 

Nursing agency 

Pacific provider 

Public health services 

Self-employed 

Other (Please specify) 
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14. Do you work for a Mäori provider? 

Yes (Go to Question 15) 

No (Go to Question 17) 

Unsure (Go to Question 17) 

15. Is your employer affiliated to a MDO (Mäori Development Organisation), MAPO or Mäori provider 
network body? 

Yes No Unsure 

16. Is your employer an iwi provider? 

Yes No Unsure 

17. What is the main setting of your service delivery?  (Tick as many boxes as applicable.) 

Home 

Clinic 

Marae 

Mobile clinic 

General practice setting 

School 

Other (Please specify) 

18. Does the primary health care or community nursing you provide include any specific strategies targeted 
towards reducing inequalities in health outcomes? 
(For example, outreach services, specific services for groups at risk.) 

Yes No Unsure 

If yes, please briefly describe. 

19. Do you have a current job description? 

Yes No Unsure 

20. Do you have access to the following resources within your place of work? 

a. Educational opportunities (for example, conferences/workshops/courses) 

Yes No Unsure 

b. Professional supervision 

Yes No Unsure 

c. Peer review/feedback upon your work 

Yes No Unsure 

d. Information sources (for example, library, internet, journals) 

Yes No Unsure 

21. Which of the following do you identify as barriers to accessing education opportunities? 
(Tick as many boxes as applicable.) 

Appropriate education not readily available 

Employer resistance 

Financial 

Geographical 

Personal 

Relief staff to cover workload in absence 

Time 

None 
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Other (Please specify) 

22. Within the organisation you work in, is there – 

a. A clinical career pathway for nurses working in primary health care or community roles? 

Yes No Unsure 

b. Nursing management structure and/or leadership? 

Yes No Unsure 

c. Nursing input into service planning and/or resource allocation? 

Yes No Unsure 

23. Is the nursing role and nursing scope of practice in your service or place of work defined by nurses? 

Yes No Unsure 

24. The following questions ask about opportunities to work collaboratively with other nurses and health 
professionals. 

Working collaboratively is defined as “Working together, pooling skills, knowledge and abilities in order 
to provide the most effective care for patients within a practice or the community it covers”. 

Are there opportunities for you to work collaboratively with nurses – 

a. Within your own organisation? 

Yes No Unsure Not relevant 

b. Within other organisations? 

Yes No Unsure Not relevant 

25. Are there opportunities for you to work collaboratively with other community health professionals (for 
example, doctors, social workers or others) – 

a. Within your own organisation? 

Yes No Unsure Not relevant 

b. Within other organisations? 

Yes No Unsure Not relevant 

26. What is most helpful in providing you with opportunities to work collaboratively with others?  (For 
example, employer support, regular meetings, sharing common goals, working from the same office.) 

What needs to change to provide you with more opportunity to work collaboratively? 

Thank you for completing this questionnaire. 
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Appendix 2: Vision and Goals for a Framework for 
Primary Health Care Nursing 

The Primary Health Care Nursing Expert Advisory Group (2002) has identified the 
following vision and goals for the future of primary health care nursing in New Zealand. 
 

Vision 

To create the environment that enables nurses to provide integrated comprehensive nursing 
care to individuals and population groups in New Zealand primary health care settings, and 
that strengthens the primary health care team towards improving health for all. 
 

Goals 

• Aligning nursing practice with community need – funding streams, employment 
arrangements and service delivery patterns will support nurses to adopt an integrated 
approach to practice and incorporate population and personal health strategies into 
service delivery. 

• Innovative models of primary health care nursing practice – new and innovative 
models of primary health care nursing practice that improve access to primary health 
care services, and contribute to improved health outcomes and reduced health 
inequalities for individuals, families/whänau, and communities/iwi. 

• Governance – primary health care nurses will be equal partners alongside other 
professional groups and community representatives in governance of primary health 
care organisations. 

• Leadership – primary health care nurses will have clear, accessible, integrated 
nursing leadership to encourage and promote change and facilitate the development 
of new roles and models of practice. 

• Education and career development – postgraduate education will support all levels 
of primary health care practice and be recognised in a national standardised career 
pathway for primary health care nurses. 
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Appendix 3: Resources Available to Primary Health 
Care and Community Nurses by Work Type 

Figure A3.1: Resources available for district nurses 
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Figure A3.2: Resources available for other nurses 
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Figure A3.3: Resources available for Mäori health nurses 
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Figure A3.4: Resources available for specialist primary health care or community nurses 
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Figure A3.5: Resources available for well child / child health nurses 
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Figure A3.6: Resources available for family planning / sexual health nurses 
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Figure A3.7: Resources available for Pacific health nurses 

0

20

40

60

80

100

Yes No Unsure No response

Response

%

Educational activities

Professional supervision

Peer review

Information sources

 
 

Figure A3.8: Resources available for management of primary health care or community services 
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Appendix 4: Barriers to Accessing Education by 
Work Type 

Figure A4.1: Barriers to accessing education, practice nurses 
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Figure A4.2: Barriers to accessing education, district nurses 
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Figure A4.3: Barriers to accessing education, public health nurses 
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Figure A4.4: Barriers to accessing education, well child / child health nurses 
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Figure A4.5: Barriers to accessing education, mental health 
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Figure A4.6: Barriers to accessing education, health education / health promotion nurses 
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Figure A4.7: Barriers to accessing education, management of primary health care or community 
services 
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Figure A4.8: Barriers to accessing education, occupational health nurses 
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Figure A4.9: Barriers to accessing education, specialist primary health care or community 
nurses 
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Figure A4.10: Barriers to accessing education, other nurses 
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Figure A4.11: Barriers to accessing education, all respondents 
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