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ABSTRACT

INTRODUCTION: Challenges facing the primary health-care sector mean that policymakers and 
clinicians need to think and act differently to move forward. The principles of social entrepre-
neurship have been implemented successfully for improved health outcomes in other devel-
oped nations. There is a knowledge gap around whether nurse practitioners (NPs) in New 
Zealand primary health care (PHC) align with these principles.

AIM: To explore whether and how the innovative activities of primary care NPs can be 
described as socially entrepreneurial.

METHODS: A descriptive qualitative approach was used with data collected using semi-
structured interviews with NPs working in primary care (n = 7). Data were analysed using 
general inductive thematic analysis techniques.

RESULTS: Nurse practitioners interviewed worked in government-subsidised private general 
practice businesses. Two main themes emerged: (1) the nursing model of care aligned with 
social entrepreneurship; and (2) building social capital. NPs described a desire to see health 
care delivered differently and this aligned with acting as a social entrepreneur. Social capital 
emerged through the requirement to establish significant collaborative relationships.

DISCUSSION: It was found that NPs’ work can be described as socially entrepreneurial. 
The holistic, person and community-centred model of NP care has an ultimate mission of 
improved health outcomes. Social capital is built through collaborative relationships with 
other health-care providers, individual service users and the community. However, the 
juxtaposition of the business model in primary care prevents NPs from initiating and leading 
sustainable change.

KEYWORDS: Nurse practitioner; social entrepreneur; innovation; primary health care; sustain-
able; health care delivery
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thinking about health care differently: 
nurse practitioners in primary health care as 
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Introduction

There is a recognised need to change the way we 
think and act in primary health care (PHC) to 
address the unequal and prominent burden of 
ill health for the people of New Zealand (NZ).1 
Health inequalities are attributed to both limited 
health service provision and disparities in the 
social determinants of health.2 The Alma Ata 
Declaration (1978) asserts that PHC provides 
an equitable service to all people through 

recognition of the wider determinants of health.3 
The bio-psycho-social approach to health care 
has a population focus that includes disease 
prevention, health promotion, acute and chronic 
illness care. However, in NZ general practice, the 
main service model is more typically concerned 
with a bio-medical business model of health-
care delivery.4 Despite recent and promising 
developments towards more community-
orientated services in rural areas (particularly 
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for Māori), the existing model has persisting 
difficulties in access to care and the inability to 
provide for health needs beyond current funded 
services.5

The New Zealand Health Strategy proposes in-
novation that addresses the broad social deter-
minants of health as a way of achieving more 
equitable health outcomes for the most deprived 
populations.1 Social entrepreneurship may be a 
sustainable innovative approach to address dis-
parities. Rather than focusing on financial gain 
as the ultimate business goal, social entrepre-
neurship uses market-based strategies to bring 
about social benefit. The generation of money is 
a critical resource for the sustainability of the 
socially entrepreneurial venture,6 and financial 
resources are reinvested to further the social 
mission.7

The building of social capital is an important 
principle of social entrepreneurship for driving 
the success of social ventures. Building social 
capital relates to partnering with and developing 
existing networks within the public, social and 
business sectors.8,9 Building and strengthening 
social capital contributes holistically to positive 
outcomes within targeted communities; a key 
social entrepreneurship principle known as social 
benefit.10

For social entrepreneurs to be successful, the 
development of social capital must be embed-
ded in supportive environments by government, 

private and social sectors.11,12 Development of 
trust between these sectors promotes network-
ing and collaboration, which instils community 
confidence in the social entrepreneur’s good 
intent, competence and openness.13 In addition, 
collaboration is a way to share best practice, pool 
resources and demonstrate the success of socially 
entrepreneurial ventures, thereby gaining at-
tention at the national policy level.13 Building 
relationships and trust involves listening to, 
learning from, and participating in the commu-
nity, thus creating social capital and sustainable 
social benefit.

Two examples of social enterprise are a PHC ser-
vice in England and a mental health-care service 
in Australia. Both services fill a gap for people in 
an area of high deprivation where the traditional 
medical model has failed.14 Their business objec-
tives are to address determinants of ill-health 
such as unemployment, fuel-poverty, mental 
health and social isolation.7 Social capital is 
built through connection with local consumers, 
general practitioners (GPs), psychiatrists, allied 
health professionals and collaboration with pro-
fessional development associations, hospitals and 
employment and housing agencies.15 Collabora-
tion with appropriate services builds capacity 
and empowers clients, providing greater oppor-
tunities for a healthy life.16 At the PHC service in 
England, a nurse practitioner (NP) is the clinical 
lead and 80% of patients are seen by the nursing 
team while doctors focus on patients with highly 
complex medical problems.14 Outcomes include 
increased appointment availability, a saving of 
five pounds for every one pound spent and reduc-
tion in antidepressant prescribing.14

NPs in NZ are registered nurses who have 
completed a clinical master’s degree and train-
ing to enable the provision of advanced care that 
includes diagnosis and treatment of health condi-
tions.9 NPs work autonomously as lead health-
care providers for health-care consumers. Their 
work encompasses a population health focus in 
partnership with consumers and other clinicians, 
working collaboratively to improve health out-
comes. In PHC, NPs can deliver the same health-
care services as their GP colleagues.17 At the time 
of writing, there were ~300 registered NPs in NZ, 
170 of whom work in PHC settings.

WHAT THIS GAP FILLS

What is already known: Principles of social entrepreneurship have 
been implemented successfully for improved health outcomes 
in services operating in Australia and the United Kingdom. The 
nursing model of care is well aligned with the principles of social 
entrepreneurship.

What this study adds: Nurse practitioners in New Zealand are in a 
position to lead sustainable change in primary health-care deliv-
ery through the application of social entrepreneurship principles. 
Education, policy and funding support of social entrepreneurship 
is a worthwhile area of further investigation to assist nurse prac-
titioners with initiating and leading sustainable change in primary 
health care.
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The NPs in PHC are well positioned to enable 
social health outcomes beyond those achieved 
in a bio-medically orientated business model 
of primary care.18 NPs work under a needs-
based, patient-centred model of care for which 
there is evidence of improved population health 
outcomes,19 and which is well aligned with 
principles of social entrepreneurship.20 However, 
NPs have been underutilised in addressing 
population health issues, especially for the 
under-served.19,21,22

Social entrepreneurship provides a sustainable 
model of innovation from which NPs can lead 
health-care reforms.19,23,24 The extent of PHC NPs’ 
engagement in socially entrepreneurial activity in 
NZ is not yet known. This research explores ways 
that the innovative activities of PHC NPs can be 
described as socially entrepreneurial.

Methods

Qualitative description was used to explore 
relationships between the innovative activities of 
NPs and principles of social entrepreneurship.25 
Qualitative description attempts to represent 
phenomena in their pure form26 and was used 
because of the limited knowledge of NPs as being 
socially entrepreneurial and the complex nature 
of health care. Consistent with the literature 
on the qualitative description method of data 
collection, seven semi-structured, open-ended 
interviews were conducted.26,27 Interviews were 
conducted by online conference call, of 45–60 
min duration and were transcribed verbatim 
by the lead author. The interview schema was 
developed over a series of team meetings and 
with guidance from the literature, and piloted 
with a PHC nurse. Eight open-ended questions 
were used. One NP transcript was used from a 
prior study with permission of the researchers 
and participant.28 The interview schema struc-
ture asked general questions with a framework of 
social entrepreneurship principles. Open-ended 
questions were used to promote dialogue about 
the way the NP improved patient outcomes, 
brought about change and influenced or drove 
innovation. Collaborative practice and business 
values were discussed with a final direct question 
on whether interviewees saw themselves as social 
entrepreneurs.

Purposive sampling through local networks led 
to a final sample that comprised seven NPs work-
ing in general practice. This number achieved 
data saturation and further participants were 
not sought. We analysed interview data using 
inductive thematic analysis29 with a framework of 
social entrepreneurship, enabling description of 
the extent to which NPs in PHC can be described 
as socially entrepreneurial. NVivoTM version 
11 (QRS International Pty Ltd, Doncaster, Vic, 
Australia) was used for the process of thematic 
coding. Ethics approval was granted through 
the relevant university ethics committee (SOA 
16/28). Pseudonyms were assigned to participants 
to maintain anonymity.

Results

The PHC settings for the NPs interviewed were 
private general practice businesses funded 
partially by the government. Participants experi-
ence working as a NP ranged from 9 months 
to 12 years. All were female. The PHC settings 
included a general practice independently owned 
by a NP, and NPs employed by urban and rural 
general practices. The demographic of people 
served by these businesses ranged from high to 
low socioeconomic, and from majority European 
to a broad diversity of cultures. Two NPs worked 
in a service targeting a high-needs, low socioeco-
nomic population. The NPs served people from 
birth through to end-of-life care. Two major 
themes describe the NPs’ practice: (i) a nursing 
model of care aligned with social entrepreneur-
ship; and (ii) building social capital.

Nursing model of care aligned 
with social entrepreneurship

Social entrepreneurship involves filling gaps and 
meeting needs of people who are under-served 
by the current system. The NPs described a wish 
to see change in the way PHC was delivered to 
meet the needs of under-served people. They de-
scribed a requirement to think broadly and adapt 
patient-centred innovation: ‘…we need to change 
the status quo, we need to make a change that 
suits them [the community] to do this’ [NP4]. 
The NPs approach to health care emphasised 
health promotion intended to address the holistic 
needs of individuals and their community.
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I tend to do a much more broad management…
they tend to [give me] the more complex patients…
I have slightly longer appointments, but I manage 
that stuff that can lead to a lot of presentations…
with physical symptoms when in fact there are 
other things that are driving that…a lot of that is 
through education and empowerment and improv-
ing self-efficacy, health literacy, all those sorts of 
things that help them to look after themselves bet-
ter and to feel more confident [NP2].

Working within a system structured in a way 
that endorsed a bio-medical business model of 
primary care was described as a challenge that 
must be overcome to deliver a nursing model of 
care. ‘I might see a patient who I talk to about 
smoking cessation, their drinking… and there’s 
so many other social problems that we talk about’ 
[NP4]. The autonomous role of the NP was seen 
in itself as an innovative way of delivering care 
and provided an opportunity to deliver a differ-
ent approach to care that aimed at social benefit 
for the community.

The NPs were asked to describe their employer 
organisation and then their personal approach 
to PHC business using a continuum from 1 for a 
business focused on purely social outcomes to 10 
for a business focused purely on financial gain. 
There was general acknowledgment that financial 
income was essential to business sustainability. ‘I 
think if you talk to the majority of my colleagues, 
including myself, we’re kind of in the middle. 
So our heart would have us at 1, but our brain 
says ‘but we have to have a sustainable business 
because otherwise we won’t have a job’’ [NP3]. 
Interviewees thought general practice business 
managers were highly financially driven. ‘If you 
talk to the managers, they’ll be very much close 
to the 10 because that’s their driver, you know 
that’s their job’ [NP3]. However, NPs who worked 
under a model that emphasised maximisation 
of business income felt limited. Some examples 
were short time allocation for patient encounters, 
and the expectation of addressing only one issue 
per consultation.

Compassion for the people served and a desire 
to improve wellbeing for the population in a 
sustainable way was expressed. Financial gain 
was considered by the NPs as a critical means to 

sustain PHC businesses and achieve the ultimate 
goal of improved outcomes for people served. 
Improved patient outcomes such as improved 
access to PHC and reduced presentations were 
highlighted. Although challenging to implement 
within the current PHC structure, sustainable 
improvement of equitable patient outcomes 
was thought to be possible if a highly collabora-
tive approach between individuals, community 
and other related services was taken; ‘I think 
inequalities will be successfully, hopefully, really 
addressed when people will really work in an 
integrated way…at the moment the integration is 
purely business’ [NP6].

Building social capital

A collaborative approach, embedded within a 
supportive environment, is important for build-
ing social capital consistent with social entrepre-
neurship principles.8,9,11,12 Collaboration was seen 
by the NPs as a helpful way to understand what 
each discipline could contribute to the health-
care journeys of patients. Integration through 
collaborative care helped fulfil the goal of deliv-
ering the most appropriate care to meet patients’ 
health and wellbeing needs.

Collaboration was evident through the NPs 
building of trust within and between members 
of an integrated health-care team that included 
health professionals in primary and secondary 
sectors, as well as appropriate social services. 
Trust was described by one NP as ‘the basis of a 
good working relationship’ [NP5]. Trusting rela-
tionships with other service providers developed 
a supportive environment that promoted safe, 
efficient and appropriate services for patients. 
Through collaborative relationships, NPs were 
comfortable talking to other health profession-
als within and across health-care services about 
appropriate care for patients.

Collaboration with patients involved applying 
the nursing model of care by being relational, 
listening and having empathy – achieved through 
partnership, participation and consideration of 
the whole person. Collaboration with patients 
in this way was seen to embed confidence in the 
quality of received health care: ‘…working with 
individual patients, the plans of care, partner-
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ship, follow-up, is key. And identifying their 
goals, and what they want to achieve is key to 
that’ [NP3]. Rural NPs particularly described 
involvement in community activities such as a 
local community car service and providing free 
health checks at community events. Through 
such involvement, trust can develop between 
communities and NPs: ‘…we are real community 
partners…when they see that you’re a part of 
community based activities, they’re right behind 
you, and that works really well’ [NP1].

To make a difference for the health of patients 
who do not fit the ‘average’, the NPs felt con-
nection with patients was essential. Connection 
involved understanding the background and 
values of patients’ cultural group, which could 
occur only when working in collaboration with 
the patient and their family. One NP described 
this approach as particularly important with the 
Māori population she served. She said that the 
current mainstream model of primary care de-
livery is not well suited to the needs of Māori and 
that collaborative care was essential for discover-
ing the best way to help Māori on their journey to 
wellness.

‘…when they [patients] come into the general 
practice, they bring a whole lot of cultures 
with them. They bring their ethnic back-
ground, they bring their different family dy-
namics… they bring their culture of wellness 
and illness… They then come into our centre 
which is another culture again and they go up 
against me and my own ethnic background, 
my own beliefs, my own thinking about what 
is wrong with them and why it is wrong...’ 
[NP7].

Discussion

This study set out to describe socially entre-
preneurial behaviour among PHC NPs in NZ. 
While the notion of social entrepreneurship 
is an emerging field of interest in health care, 
research on social entrepreneurship in PHC is 
limited.19,21,30 We found the NPs in this research 
work under principles that are well aligned with 
social entrepreneurship. Social entrepreneurs are 
strongly focused on a mission that creates and 
sustains social value.31

Population-based strategies to improve health 
outcomes through increased access and reduced 
inequalities have been identified as central to 
the role of NPs.32 To fulfil their role, the NPs 
endeavoured to provide appropriate and accessi-
ble PHC services for the population they served. 
Improved health outcomes were made possible 
through a person-centred service, with particu-
lar concern expressed about the inadequacies of 
the traditional bio-medical model for meeting 
the needs of under-served populations. In NZ, 
it is common for PHC NPs to work in rural and 
under-served communities.33 The autonomy pro-
vided by the NP role was seen as an innovative 
opportunity to apply their model of care to meet 
the specific needs of their community.

The NPs described their service as improving 
health outcomes for their community 
through increased access and reduced service 
presentations. While these outcomes do not 
describe direct health improvement for the 
community, they could be indicators of a 
healthier population. For example, provision 
of effective and timely PHC helps to avoid 
premature death from cardiovascular disease, 
cancer and respiratory illness.5

The NPs’ approach to improved outcomes can 
be understood under social entrepreneurship 
principles. The evidence is clear that the creation 
of social value within health systems leads to 
improved health outcomes.7,14,34 The NPs talked 
about their work within PHC business as focused 
on social value creation and they had little or no 
commercial or financial motivation. It was clear 
that they felt most satisfied within their setting 
when the community members they served were 
provided with an equitable and high-quality 
service. Their ideal business could be described 
as suited to a model of social enterprise where 
the objective is sustainable social improvement 
rather than financial return.24

Evidence of building social capital was seen in 
the way the NPs worked collaboratively with 
other professionals. Collaboration built trust be-
tween other health professionals and the commu-
nity. Building social capital in populations that 
have been marginalised by health systems, which 
are not structured to cater appropriately to their 
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needs, is suggested as a tool for empowerment of 
that population.16 Empowerment gives control of 
health and wellbeing back to under-served popu-
lations, and when facilitated by health profes-
sionals, can address broader health issues.4

While the business ideal of the NPs might have 
aligned with a model of social enterprise, the 
business environments for most of the NPs were 
largely fiscally focused. The ability to fulfil a so-
cial mission under a nursing model was restricted 
by the need to accommodate business managers 
focused on financial efficiency. Under-valuing the 
nursing approach by employers who are organ-
ised in a traditional bio-medical business model 
has previously been observed in the literature.35

There was a sense that complete focus on a 
central social mission was neither possible nor 
realistic. Recognising the importance of financial 
sustainability, the NPs said that they distanced 
themselves from management of the financial 
side of business in order to maintain their focus 
on patient care. A perceived lack of interest 
and skill in the day-to-day operations of a PHC 
business is a disabling factor to PHC NP social 
entrepreneurship.36 It has been observed that NPs 
who want to be social entrepreneurs must receive 
‘necessary education and knowledge related to 
clinic management.’36

Limitations to this study include the small 
sample size and the possibility that as all 
study participants were female, they may have 
different entrepreneurship experiences than 
males.37 Consistent with the epistemological 
underpinnings of qualitative research, the 
findings of this study are not generalisable to 
all PHC NPs or wider health professions. The 
scope of this research was limited to NPs as being 
socially entrepreneurial. This research forms 
a platform from which further research might 
extend to other PHC professionals. Additionally, 
further research would be useful to investigate 
social entrepreneurship principles as a guide for 
NZ health system policy.

Conclusion

This study found that NP work can be described 
as socially entrepreneurial. The holistic, person 

and community-centred model of NP care has an 
ultimate mission of improved health outcomes. 
Social capital is built through collaborative 
relationships with other health-care providers, 
individual service users and the community. 
However, the juxtaposition of the business model 
in primary care may prevent NPs from initiat-
ing and leading sustainable change. Education, 
policy and funding support of social entrepre-
neurship appears to be a worthwhile area for fur-
ther investigation for sustainable and equitable 
delivery of PHC in NZ.
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