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The nurse practitioner provides a
substantive opportunity for task
substitution in primary care

NO

The moot that nurse practitioners (NPs) provide
a substantive opportunity for task substitution in
primary health care in New Zealand is not borne
out by experience and is potentially in conflict
with a fundamental objective of most health
service planning, which is that primary health
care and/or general scopes of practice become

the usual habitat of doctors.! This is probably
the only way in which the profession can have a
rational place in future health systems. It is also a
likely requisite to an outcome- and cost-effective
health service.?

History is the usual best predictor of the future.
The New Zealand Primary Health Care Strategy
(PHCS) was introduced in 2001 and has a core
of community partnership and incentive-free
capitation as a means of paying general medical
practitioners (GPs). Predictably, GP income has
increased, workloads have decreased and referrals
for investigations and to secondary and tertiary
care facilities have increased, although the data
for the latter are questionable. Based on respec-
tive council data, the decrease in GP capacity is

about 12.5% or the equivalent retirement of 250
GPs. The expectation was that NP-led chronic
care clinics would compensate for any such
decrease. There are 47 NPs in New Zealand; 15
of these are in primary health care and eight pre-
scribe. This reality illustrates the extent to which
the architects of the PHCS engaged in ‘magical’
thinking. In contrast to a common obsession that
employment models limit NP engagement,’ quali-
tatively the barriers would appear to include GP
and consumer attitudes, a sense amongst nurses
that the required training to become a NP is
onerous and time-punitive, a strong desire among
nurses to maintain part-time work that accom-
modates their own and their family needs, and an
apparent reluctance to accept roles that result in
significant clinical responsibility. These qualita-
tive hypotheses need study if New Zealand is to
match the success of such schemes in the UK

The milieu of this debate is worrying. The WHO
estimates a current global shortage of about 4.3
million health workers.? New Zealand has only
70% of the OECD per capita average for doctors
and 51% of these are foreign-born.* The Nobel-
Laureate Robert Fogel predicts a doubling of
health budgets in Western nations by 2020 and
this seems a reasonable prediction for New Zea-
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land.> The concern is the ageing of New Zealand
and the inability of a small country to support

a health system that (by 2025) will employ one
person in five and consume 20% of GDP.? Not
surprisingly then, careful attention is being paid
to the future role of the doctor.!? Treasury is
asking the reasonable question as to the possible
role for a scientifically predicated and evidence-
based health provider who takes 15 years to train
to vocational independence at the cost of several
million dollars. Answers to this question lose
credibility once the cognitive domains of patient
differentiation, care planning and oversight are
exhausted. The data also suggest that utility

is largely limited to general scopes of medical
practice.”® If medicine is to have a strong role in
future health workforces then largely it will be
at the front door of health care facilities inter-
preting patient complaints, planning care and
referring to NP and other health profession-led
intervention clinics.

If the key role of the doctor in 2025 is to be a
health professional who has a largely cognitive
function and is primary and generalist care-
oriented, is there really a scope for meaningful
workforce substitution in the primary health

care setting? Certainly, there are no data to show
cost- or outcome-efficacy for a non-doctor patient
differentiation role."’ Indeed, the experience

of the military and others is the opposite. It is
reasonable to conclude that more rather than
fewer doctors are needed in the front line of
health care, translating the breathless patient into
a pneumonia sufferer, or an asthmatic, or as being
in heart failure, having a pulmonary embolus, or
as hyperventilating, etc. This is why the moot
misses the point—role substitution in primary
health care is a good idea, but not to reduce the
reliance on doctors, which is implicit in the moot,
but to ensure an alignment of health professional
and task.

The NP concept deserves closer attention as

the principle is sound and the employment of

a larger NP population in future health work-
forces would seem as inevitable as it is sensible.’
The question that needs an answer first here is
why did this not occur as a natural evolution of
the PHCS (and what can be done to address the
consequently identified barriers)? Second, which

of the roles that are identified as being suitable
for substitution involve nursing-related transfer-
able skills and knowledge? That is, the question
‘why does this need to be done by a doctor?” does
not default in the negative to it being a role for a
NP, as the follow-on question must be ‘why does
this need to be done by a nurse?” The underlying
problem is that although it might be easier to use
nurses in novel roles given that they already have
legitimacy in health care, the likely biggest prob-
lem in future health workforces will be recruit-
ing nurses to, and retaining nurses in, traditional
nursing roles which, far from diminishing, will
increase.”® Substituting doctors with nurses then
may amount to robbing an impoverished Peter to
pay a much better off Paul.

What then of the moot? If NPs are the solution
to the primary health care need in New Zealand,
then the evolution of that solution has not oc-
curred by natural selection. The need for a doctor
to lead the primary health care team and for this
to be a key role of the doctor of the future has
strong support. The need for role substitution
then, for both NPs and other members of the
health team, is to align health professionals with
service need and to achieve utility of care. These
developments must occur as a carefully trialled
and evidence-based expansion of the sector.
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