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Care

complex needs. The Australian Government has
recognised the need to reform the primary health
care sector to address this issue, with recent
initiatives, such as coordinated care. The overall
goal of coordinated care at a national level is to
facilitate integrated care for people with chronic
and complex conditions, by enhancing collabora-
tive partnerships among general practitioners,
Abstract
General practice in Australia must cope with
growing numbers of individuals with chronic and

primary health care providers, community serv-
ice providers and clients. Interestingly, practice
nurses (PNs) have not been identified as key
stakeholders in the coordinated care service
delivery model in Australia. In contrast, an
expanded role for PNs has been in place in the
United Kingdom and New Zealand for some time.
This paper is based on focus group discussions
with Australian PNs who have had a range of
experiences in coordinated care models. The
study identifies an important role for PNs, sug-
gesting trial of a variety of models of coordinated
care that include PNs in chronic disease man-
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agement process.

THE MANAGEMENT of chronic and complex condi-
tions is a major issue for health systems in the
developed world today. The Australian health care
system has responded to this problem by intro-
ducing a number of initiatives; one of which has
been coordinated health care. The overall goal of
coordinated care is to facilitate integrated care for
people with chronic and complex conditions, by
enhancing collaborative partnerships among gen-
eral practitioners (GPs) and non-medical primary
and community services providers. Coordinated
care is also based on the development of disease
management approaches and evidence-based pro-
tocols for multidisciplinary care that maximise the
likelihood of effective care within existing
resources and enhance the coordination of care
across acute and primary care sectors. Key stake-
holders of coordinated care include: GPs, who act
as care coordinators; community and domiciliary
nurses from both public and private sectors,
whose role is service coordination; service provid-
ers from public, private and institutional health
care settings; and the target populations (elderly
people with chronic conditions).

What is known about the topic?
In the United Kingdom practice nurses have been 
seen to have made a positive impact on care 
coordination. In Australia general practice nurses 
have not tended to be considered an integral part of 
coordinated care models for people with chronic 
and complex conditions.
What does this paper add?
This paper provides the perspectives of practice 
nurses from general practices participating in 
coordinated care initiatives.
What are the implications for practitioners?
This study suggests that practice nurses can make 
important contributions to coordinated care and 
calls for models of coordinated care that include 
practice nurses.
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Interestingly, but not surprisingly, practice
nurses (PNs), have not been identified as key
stakeholders. This paper explores the possible
role of PNs in coordinated care consistent with
recent Australian Government financial incen-
tives,1-2 and their experience of current coordi-
nated care activities.

Australian practice nurses
In Australia the title of “practice nurse” refers to a
nurse employed to work within a general practice
setting. The role of PNs in Australian primary
health care has not been defined beyond that of
assistants to GPs, and only a minority of general
practices employ PNs.3-8 Before 2001, only about
40% of general practices in Australia employed a
nurse. These nurses focused on immunisation,
wound care, sterilisation, assisting with pro-
cedures and tests, some practice management
roles and receptionist duties.3-8 The nursing
aspect of their role was largely hidden, unrecog-
nised, obscured and undervalued in terms of
government resource allocation.

The United Kingdom (UK) provides an interest-
ing contrast to this Australian situation. There has
been a well documented and growing presence of
PNs in primary health care in the UK over the last
decade as a result of financial incentives offered to
GPs to employ nurses. The numbers of PNs
increased dramatically following the introduction
of a new contract for GPs in 1990. By 1995,
Draper9 reported that PNs were employed in 88%
of British general practices, except in inner London
where the proportion was about 66%. This
increase in numbers of PNs was accompanied by a
significant change in their role from that of treat-
ment room nurse to active involvement or health
promotion and management of a multidisciplinary
team.10 This role change reflected the restructuring
of the nursing workforce to match the new focus
on primary care and offered a new employment
area for nurses. It has also been suggested that PNs
have had a significant beneficial impact on general
practice in the UK, enabling a shift from predomi-
nantly illness-centred models to the promotion of
health and wellbeing.11

In the 2001–02 Australian Government budget,
$104.3 million was allocated for GPs in rural and
remote areas to employ more nurses and to pro-
vide incentives to expand the PN’s role to encom-
pass better management of chronic disease and
provide population-based health activities.1 These
initial budget incentives have since been supple-
mented to include funding to GPs in metropolitan
areas and Medicare Benefits Schedule (MBS) items
which allow GPs to bill for nurse-provided services
such as immunisation, wound care and pap
smears.2 The 2005–06 Federal Budget also
included $18.2 million through the Nursing in
General Practice Training and Support Initiative to
relieve workforce pressure in general practice,
improve the prevention and management of
chronic disease and improve access to, and the
quality and integration of, patient care.12 However,
some recent studies have indicated that while there
are some PNs working in more advanced roles to
achieve these aims, this is still not typical prac-
tice.13-16 In fact, Watts et al14 noted that general
practice nursing “seems to represent the last fron-
tier of the nursing profession . . . despite the esteem
with which general practice nurses are held at the
practice level, there is little systematic recognition,
acceptance, encouragement, education or support
available to build the capacity of nurses to contrib-
ute to the future of general practice.” (p. 16) Watts
and colleagues identified the important role PNs
could play in integration, that is, the development
and maintenance of effective communication chan-
nels within the practice and between the practice
and outside organisations and individuals. Thus, it
is likely that PNs could also contribute significantly
to the process of coordinated care.

Coordinated care has been practised by GPs in
several areas of Australia since 1997 with finan-
cial assistance from the Federal and state govern-
ments. In Brisbane, one innovative GP Division
supported GPs to develop skills in coordinated
care for people over 50 years of age (over 30 for
Indigenous Australians) with chronic and com-
plex conditions of greater than 6 months in
duration. Patients receiving terminal, palliative or
renal dialysis care, those who lived in residential
care and those who were eligible to receive
232 Australian Health Review May 2007 Vol 31 No 2
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services through the Department of Veterans
Affairs did not receive coordinated care.

The model of coordinated care that was imple-
mented by the Division centred on the GP as the
care coordinator and general practice as the coor-
dination point. Community and domiciliary
nurses were allocated to general practices as
service coordinators (SCs) who contributed to the
development of care plans and assessment for the
implementation of care plans. The key compo-
nents of the intervention included a health assess-
ment (usually completed by the GP), a care plan,
services aimed at preventing hospital admission
or addressing risk factors (purchased through
brokerage funds), evidence-based chronic disease
management education for GPs and patients, and
collaboration between general practice, hospitals
and other care providers.

The evaluation of coordinated care was ongoing
and included individual and focus group inter-
views with GPs, SCs and clients about their experi-
ences.17 Data provided by these stakeholders
indicated significant levels of involvement of some
PNs in aspects of coordinated care. In some cases,
SCs observed that their role was either facilitated
or hindered by PNs. Thus, it seems pertinent to
examine the experiences of PNs in coordinated
care and consider their potential role in the future.

In a focus group format, a convenience sample
of seven PNs from six general practices in the
catchment area of the Division provided data
about their experiences with coordinated care.
These PNs supported 25 GPs who had actively
participated in coordinated care over the last few
years. Focus group questions included the extent,
satisfaction and sustainability of their role in
coordinated care, their involvement in communi-
cation processes and networks and their percep-
tions of the long-term viability of coordinated
care from this perspective.

Practice nurses and coordinated care

The practice nurse role
PNs described their role as largely administrative
when they participated in coordinated care. How-

ever, during the discussion, a broader role began
to emerge; including recruitment of patients,
health assessments, and care plan development
and monitoring. Although their contribution to
care plan development was minimal as the GP or
SC usually took responsibility, PNs commented
that they assumed an active role if given the
opportunity: “I look [at the care plan] and I will
tell them [GPs] what I think might help – I feel I
am driving it. We are nurses waiting to take part in
the care plans”. According to the PNs, GPs
acknowledged the benefits of involving them in
care plan development and coordination of serv-
ices for clients. However, formal validation of their
role was not apparent: “There are some doctors
who will use nurses just to clean their equipment
... we need fulfilment and professionalism”.

Some PNs believed that they had been ins-
trumental in influencing GPs to implement
coordinated care. Their own involvement in
coordinated care was usually driven by their
personal belief in its goals as a service model,
but also by the benefits it would have for the
practice: “Coordinated care appealed to me and I
did it . . . I wanted to make money for the practice
... Since coordinated care, the GPs have seen a lot
of the benefits”; and “ . . . I saw the results — it has
made me so inclined to pursue it”. PNs also
described the benefit of the brokerage funding
structure for clients. If they saw a positive eco-
nomic impact on patients they championed the
concept of coordinated care to the GP: “I hap-
pened to see the bit of paper [about coordinated
care] and thought it would be a great opportunity,
it appealed to me economically . . . I thought it
would be good for the patient so I took the role of
actively recruiting”.

Although not a formal process, PNs assumed
responsibility for completing health assessments
and other documentation as they became more
familiar with coordinated care. Indeed, PNs
reported that they preferred to complete health
assessments because the detail provided by GPs
was sometimes lacking: “I do 80% of the health
assessment — the GP does the rest” and “ . . .
sometimes not much at all is there, the doctors
are too busy, they just want to see their patients”.
Australian Health Review May 2007 Vol 31 No 2 233
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General practitioners also commented that: “I can
take a patient — a regular patient of mine, I can
do a health assessment in 20 minutes — start and
finish without leaving the room”. However, PNs
recognised the importance of home assessment
(usually completed by the SC or another service
provider) as part of the care plan development:
“The nurse goes out to the home and then you get
to see the social side [of the patients’ environ-
ment]— do they need rails etc?”

PNs recognised that GPs had many time
demands, but also considered that GPs lacked the
skills required to complete a comprehensive and
detailed assessment. For example, one PN
reported that she had said to the GP, “Please don’t
do it. You think you know them but all you do is
tick, tick, tick — GPs don’t have the interview
skills”. Some practices actually employed PNs to
undertake health assessments and PNs were seen
as a crucial resource, taking on the assessment on
behalf of the GP.

According to the PNs the variable levels of
collaboration, ownership and understanding of
their role and key duties within a coordinated
care model suggested a need to focus on PN
education. PNs reported that training about coor-
dinated care seemed to be exclusive to GPs and
was not shared with PNs: “The GPs have some-
thing [education/training sessions] and I some-
times tag along”; “We have never been invited”;
“Our education has never been seen to be that
important”; “I saw a piece of paper” and, “I
received a quick note”. Some PNs were, therefore,
not inclined to participate in coordinated care
and were not aware of any potential role. Those
PNs who did engage in coordinated care experi-
enced a lack of recognition for their role and
educational needs. As a result, they initiated their
own education group to share information. They
also gleaned information about coordinated care
through informal meetings with SCs who visited
the practices: “If I had a question I asked the
service coordinator . . . you can call it training on
the job if you like . . . my service coordinator
would answer any question I needed to know and
she would fax me appropriate papers to explain
things”.

Given the lack of clarity surrounding their role,
it was not surprising to find that there was
confusion among PNs regarding the degree of
input required for care planning, billing pro-
cedures and the review process. Although PNs
were not formally expected to complete these
tasks, they inevitably became involved: “We were
not supposed to do care plans — there was a lot
of confusion about billing of care plans, I was
never sure when I could bill for it.” PNs described
financial disincentives that limited their role in
coordinated care. For instance, many of the tasks
PNs performed were not eligible to be billed
through the MBS: “The doctor pays us, but our
time is not always paid for . . . the health assess-
ments make a lot of money — around $200 a
patient” and “There are not enough item numbers
that recognise the nurse’s time . . . it minimises
their involvement — for instance say you are
teaching asthma education to a patient — there
should be an item number but there isn’t”.

PNs were willing to participate in coordinated
care, but, due to the lack of formal involvement,
found it challenging to balance usual demands
with the additional demands of the trial. They
believed they were undervalued as a resource and
were aware of the need for a clearly defined role
in coordinated care in future.

Communication processes and networks
The relationship between SCs and PNs was criti-
cal to PN learning: “ . . . `the service coordinator
was excellent, she showed me — we would do
the care plans together”. However, other com-
ments by PNs demonstrated the gate-keeping role
SCs could play, because they could either hinder
or facilitate relationships: “The more I know my
patients I start to develop relationships, build up
trust . . . the service coordinator walks in as the
‘provider’ . . . they don’t know my patients”; “I
facilitate the GP’s role in the community . . . I will
make the decisions who will get to talk to them”;
“You are the communication”; “I was always the
first point of contact with the practice — keeping
in contact with the providers”; “The nurse is the
triage of gate-keeping, you deal with the waiting
room, the GP and outside stakeholders” and, “We
234 Australian Health Review May 2007 Vol 31 No 2



Meeting Needs for Ongoing Care
are the traffic flow wardens”. PNs agreed that each
practice had its own culture and any visitors,
including SCs, had to fit into that culture.

Thus, the capacity of the SC to implement
coordinated care depended not only on their own
personality, time pressures, application and com-
mitment to the job, but also on the support they
received from the PNs. PNs acknowledged the
important role of the SC for both clients and the
practice, but suggested that this role was facilitated
by PNs: “I was incredibly lucky with [our SC] . . .
she would ask for 10–15 minutes of the doctor’s
time and often would pass stuff through me”.

At times it was difficult for PNs and SCs to
negotiate their role demands. The input of the PN
into care planning and coordination of care
seemed to depend on the capacity of the SC. For
instance, where the PN was highly involved and
proficient in care coordination tasks, the interac-
tion between the SC and PN was minimal: “ . . .
the two community nurses [SCs] were over-
worked . . . so we were left alone, although some-
times found we were isolated”. Conversely, PNs
indicated that when the SC had sufficient capacity
or did not actively seek collaboration, PNs
remained distant from the coordinated care.

PNs considered that time spent with the SC
networking and learning about services and coor-
dinated care was worthwhile. However, they also
believed that this time should be structured and
regular to be of value: “From my point of view it
would be good to have something consistent . . .
to have everyone together, the PN, the SC  work-
ing as a dynamic team” and “I think the SC
should have 1 to 2 hours a week with the PN —
go systematically through each patient and
address the issues”. PNs who were actively
involved in the care planning process believed
that they facilitated communication between
service providers, SCs, GPs and clients: “I have
learned so much about what is available . . . I ring
up [a local community health centre] . . . I have
built up a good relationship”. The benefit of a
collaborative SC–PN relationship for patients was
recognised.

Similarly, one of the GPs acknowledged the
valuable role the PN played in sourcing services

and relaying this information to the GP and
others: “ . . . our practice nurse has found out the
most wonderful things and it’s been so fantastic
having her being able to find out what’s availa-
ble”. For some GPs, contact with the trial was
minimal as the PN managed most of the commu-
nication: “I guess from our point of view, the one
who has the most contact with the [trial] would
be our practice nurse, and I know that she always
found the assigned nurses [SCs] and area supervi-
sors fantastic . . . our practice nurse is the one
who tends to contact those people the most”.

Long-term benefits and viability of 
coordinated care model
PNs agreed that care planning was beneficial for
clients where comprehensive assessment had
been conducted to develop the initial plans:
“They [patients] are looked after better, it shows
the comprehensive person, it is wonderful to see”
and “It was actually nice, there was an element of
care they [patients] never had before”. PNs con-
firmed that the care plan facilitated GP awareness
of the ongoing progress of the client’s health
needs and allowed more efficient use of client/GP
time. For example one PN stated, “If the GP is too
busy, he wouldn’t normally identify any problems
— but when you are using a care plan the doctor
takes a bit more time and interest and thinks
‘What is happening here, let’s take a look’”. This
process provided motivation for GP commitment
to coordinated care: “I like seeing the end result
and I like seeing people get a better quality of life
and seeing their lifestyles improve”. As testament
to the commitment to coordinated care, the PNs
stated that they had taken an active role in
facilitating a collective of local practices to sup-
port the employment of a permanent SC: “There
are a group of PNs who are trying to liaise with a
number of practices to implement a community
nursing role”.

Discussion
The findings provided insight into the possible
role of PNs in coordinated care for individuals
with complex and chronic conditions. Although
Australian Health Review May 2007 Vol 31 No 2 235
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the sample size was small and is not representa-
tive, some general conclusions can be made
about the nature of the PN role. Similar to the
findings of many other studies about the role of
PNs in primary health care in Australia, PNs
played a supportive rather than instrumental
role, but have demonstrated the potential to
make a far greater contribution if given the
opportunity.4,6,8,14,18-20 Although initially not
recognised or included as key stakeholders in
the coordinated care model, the importance of
PNs gradually became apparent in the evalua-
tion, highlighting the need to interview PNs.
The interview data confirmed the willingness of
PNs to contribute to the process of care coordi-
nation. There is evidence to suggest that some
PNs acted as linchpins, in some cases connect-
ing the key players or facilitating the smooth
passage of information and documents to ensure
that coordinated care functioned effectively. This
picture is similar to that described by Watts el
al,14 who identified “integration” as a key PN
role. PNs facilitated interactions and enhanced
the role of both GPs and SCs in coordinated care
while continuing to contribute to clinical care,
organisation and practice administration.

Interestingly, research into models of chronic
disease care has highlighted the efficacy of dele-
gating case management to appropriately edu-
cated nurses. For example, studies from the
UK21-23 where the role of the PN is more
established, have shown that people are accept-
ing of and comfortable with the PN if the nurse
has a high level of knowledge and expertise. In
addition, studies have suggested that nurses are
equally effective as GPs in the identification and
management of chronic illness, particularly in
terms of follow-up care. For example, Wright et
al23 explored the follow-up care of cardiac
patients delivered by PNs and found that when
nurses had a high level of knowledge, patient
satisfaction was high and the level of access to
health care increased.

Recent research in Australia examined the role
and acceptability of PNs from the perspective of
consumers.24-25 The consumers in these studies,
although accepting that a nurse could have a

greater role in general practice, wanted reassur-
ance that any expansion of the PN role would
not erode their choice to visit a GP when they
wished. Nevertheless, consumers were support-
ive of PNs undertaking an expanded role if they
were competent.

Watts et al14 also identified expansion of the
PN role in chronic disease management. How-
ever, they also noted that not all PNs wished to
expand their role, as was found in the current
study. The degree of role expansion/enhance-
ment should be considered within the context of
the specific need at each general practice, and
the PN’s level of competence and willingness to
accept responsibility. PNs commented that their
role in coordinated care placed additional
demands on their already busy workload and
could not be sustained unless formally recog-
nised and remunerated.

Another salient finding from the study was the
importance PNs placed on cooperation with
SCs. This cooperation was considered to be a
key factor in the success of coordinated care.
Respect for, and facilitation of, each other’s role
was important and highlighted the necessity of
initiating and sustaining structures that encour-
age and support collaborative engagement
between different primary health care sectors.

A major barrier to coordinated care is the fact
that collaboration among nurses is complicated
by funding disparities. Although they serve the
same clients, primary health care nurses are
funded by different bodies with different foci of
care. For example, in Queensland, community
nurses are funded by the state government
health system. They have a focus on public
health and preventive health care as well as case
management for individuals with complex
needs. Domiciliary nurses are funded by non-
government (usually charitable) organisations.
They tend to focus on individual care and
support of the sick, disabled and frail elderly in
their own residences. In contrast, practice
nurses are usually funded from the income of
private medical practices (derived from the MBS
and patient contribution) to assist GPs in the
primary health care of clients of the practice. All
236 Australian Health Review May 2007 Vol 31 No 2
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three groups of nurses may provide services to
individuals with complex and chronic health
conditions, but without any formal structure to
facilitate coordination of care. This situation can
result in duplication or gaps in care.

If general practice is to be the hub of primary
care for people with chronic conditions, flexible
models of funding are required to suit the
individual needs and characteristics of each
practice. For example, some general practices
may want to employ appropriately educated and
experienced nurses as case managers. These
practices would require appropriate rebates.
Other practices may engage the services of
community nurses to act as SCs, requiring addi-
tional community nursing positions within the
state medical system. Alternatively, organisations
such as Divisions of General Practice or commu-
nity groups could be funded to employ nurses as
SCs for groups of general practices. Whatever
model is adopted, PNs are clearly able to play a
critical role in coordinated care and must be
fully engaged in the process to facilitate its
success.

Conclusion
General practice in Australia must cope with the
growing numbers of individuals with chronic and
complex needs. The Australian Government has
recognised the need to reform the primary health
care sector to address this issue, as evidenced by
recent initiatives (including MBS items for
chronic disease management and funding for
innovative models of care such as coordinated
care). An expanded role for PNs has been in place
in the UK and New Zealand for some time.
Despite Australian Government initiatives to fol-
low suit, a number of barriers still exist. This
study has suggested the need to trial a variety of
models for the inclusion of PNs in chronic disease
management to establish their acceptability, feasi-
bility and effectiveness. Given appropriate educa-
tion, support and recognition, PNs could play a
far more significant role in the care and manage-
ment of people with chronic and complex condi-
tions.
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