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ABSTRACT
Introduction: The Nurse Practitioner – Aged Care Models of Practice Initiative supported the roll-out of a range of nurse
practitioner (NP) models of practice, across Australia. One of these models was a community-based clinic-located practice, situated
in a remote tourist destination where there is no resident general practitioner. Services were delivered by a NP to the local
population as well as the many seasonal tourists passing through the region. These seasonal tourists included a growing number of
older people, many of whom had chronic health conditions such as hypertension, diabetes and cardiac disease.
Methods: A case study approach was taken to test and develop connections between the theory of nursing models and the practice
of the NP. This approach enabled the development of a detailed explanation of the community-based, clinic-located NP model,
including the model’s associated enablers and challenges. The case study approach also supported further theoretical development of
nursing models more generally.
Results: Enablers of the NP model were the sponsoring not-for-profit organisation, which provided pre-existing structures for
clinical governance and general management, as well as funding; and the collaborative agreements negotiated at a systems level
between the NP, other health professionals, and a variety of service providers. Challenges to the model included the organisation’s
limited capacity to back-fill the NP for leave and professional development entitlements obtaining recurrent funding to sustain the
model. Also identified was the need for the organisation to more clearly explain the NP role to consumers of the services being
delivered. Theoretically, analysis led to the inclusion of an additional component of the nursing model: influence of context. This
component is important because it highlights the way in which nursing models of practice are affected by local conditions.
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Conclusions: The community-based, clinic-located NP model of practice described in this article provides a rigorous exemplar for
other organisations providing similar services in remote, rural or other suitable locations.
Key words: Australia, grey nomad, health services for the aged, nurse practitioner, nursing model, primary health care.

Introduction
This article describes a nurse practitioner (NP) model of practice,
established to meet the primary healthcare needs of the residents
of a remote tourist destination in Australia and the seasonal visitors
to the region. As a nation, Australia offers universal health
coverage to all citizens and permanent residents, regardless of
location. This presents a number of challenges for health service
providers located in remote areas where sparse resident
populations experience large seasonal influxes of tourists{1, 2}. A
particular focus of this article is the health needs of one group of
tourists: the increasing number of retirees who are taking to the
roads in caravans or motor-homes to visit popular tourist sites1,2.
These ‘grey nomads’, as they are colloquially known, often have
chronic health conditions, including hypertension, diabetes and
cardiac disease, and seek out health care on their travels2. Many
remote communities do not have the services or capacity to
provide the health care required by this group of older people.
The community-based, clinic-located NP model of practice
provides an innovative means of overcoming the challenges of
providing comprehensive health care in remote locations and
meeting the diverse health needs of the grey nomads.

Background
As with other Western nations across the globe, the
population of Australia is ageing: more than 14% of a
population of some 23 million are aged 65 years or older,
with this proportion projected to increase to 21–23% by
20413. One reason for this demographic is the increased life
expectancy of Australians, the result of improved living
conditions and the advances made in health promotion, illness
prevention and treatment options over the past hundred or
more years4,5. A second reason for this demographic is the
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ageing of the ‘baby boomers’6,the generation born after the
Second World War, when there was a sharp increase in the
birth rate.
Not all older Australians are grey nomads – indeed, the
evidence suggests that only 2% of Australia’s population
spend any length of time touring the continent7. Even so,
there is evidence to suggest that older people are taking more
than 200 000 caravanning trips for 6 weeks or longer each
year, with approximately 70 000–80 000 caravans or motorhomes touring the country at any one time1. Reasons for this
trend include, but are not limited to, the relative wealth of
older Australians, with approximately 25% of Australia’s
disposable income and 40% of its current wealth held by
people aged 55 years or older5,8. Such wealth has led some
grey nomads to make the decision to minimise cash savings by
purchasing a caravan or motor-home, thereby maximising
eligibility for government benefits7.
In addition to the possible advantages achieved from the
purchase of a caravan or motor-home and subsequent travel
around Australia, benefits for older people include the
purpose or meaning in life created from travelling postretirement9,10. Grey nomads describe taking part in social and
sporting activities with other travellers, and forming
friendships and social networks that are supportive and longlasting during the journeying and sojourning phases of their
travel9. Grey nomads report that their travels have motivated
them to learn to use online technologies, to maintain contact
with family and friends while travelling and to support their
search for the best places to stay while on the road9,11.
Other benefits include those generated for the communities
through which the grey nomads travel, such as the economic boost
created when the older people spend money on food, clothes,
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fuel, and other items to support their daily activities of living
during the course of their journey5,11,12. Indeed, the ‘tourist dollar’
is becoming increasingly important to the economies of remote
communities; for example, some $228 million is generated
annually by tourists who visit the Kimberley region of in northwestern Australia13. Tourism, then, is supporting the sustainability
of some remote communities.
While many grey nomads fit the popular, perhaps stereotypical
image of ‘cashed-up’ retirees who travel around Australia while
they are still healthy enough to enjoy the lifestyle, not all grey
nomads contribute to the wealth of the communities they visit.
For example, some commentators argue that the economic
benefits reaped from older tourists visiting small towns and
communities may not cover the cost of the services they
consume11. This is because many grey nomads prefer to cook their
own meals rather than dine out in the towns they visit, and to
camp overnight on the side of the road rather than pay to stay in a
caravan park or motel14,15. On the other hand, there is an
expectation on the part of the many grey nomads that the services
they need, including health services, will be available as required,
regardless of location or capacity of the local communities to
provide these health services11. This generates a number of
challenges for health services providers with the brief to meet the
health needs and preferences of all consumers who present to
them for help.

The health profile of grey nomads
The demographics of grey nomads are not representative of all
older Australians, with most grey nomads being white AngloAustralians in their early to mid-60s and in heterosexual
relationships (with the woman younger than the man)16. Generally
speaking, the health profile of grey nomads is similar to that of the
wider population of Australians aged 65 years or older, and
includes high rates of chronic disease and medication use17. For
example, in the 2007–08 National Health Survey, almost all
Australians aged 65 years and older reported at least one longterm health condition, with more than 80% of people in this age
group reporting three or more long-term conditions, including
hypertension, diabetes and cardiac problems18. While such
conditions do not necessarily preclude travel5, questions about
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their management and the appropriateness of services delivered by
health professionals in remote destinations should be raised by the
older person who is travelling for long periods.
These issues are highlighted by findings of a case study of the
Kimberley region17. Each year, approximately 265 000 tourists
visit this region, thereby increasing the population more than
sixfold, with those aged 65 years or more representing
approximately 13% of all visitors17. Some 260 travellers, aged
50 years or more and staying in motor-homes or tents at Fitzroy
Crossing, were surveyed in 2005, with 68% identified with
chronic diseases, hypertension the most prevalent. The majority of
participants (61.9%) were taking regular medications, of which
only half were carrying enough to last them the duration of the
trip. As few as 9% had a health summary from their usual general
practitioner (GP), and 39.2% were not adequately vaccinated
according to recommendations made by the Australian National
Health and Medical Research Council. The researchers went on to
conduct telephone interviews of medical practitioners in the
Kimberley region who provided primary health care to residents
and travellers, and nurses who delivered services from remote
clinics with no resident medical practitioner17. Of the 40 medical
practitioners and 24 nurses interviewed, 95% indicated that it
would be helpful if the grey nomads carried a health summary that
included an active problem list, and past history of health
conditions, current medications and allergies.
Findings from the Kimberley study raised a number of
questions about how best to meet the health needs of the grey
nomads: for example, how can health service organisations in
rural and remote Australia rise to the challenges presented by
the grey nomad phenomenon? In the light of the difficulties
that continue to be experienced by health service
organisations to attract health personnel, particularly medical
practitioners, to work in rural and remote Australia19, what
new or innovative models of health care can be developed to
meet the health needs of this older group of people?

Aged-care nurse practitioner models of practice
An NP in Australia is a registered nurse with at least 5 years
practice as an advanced clinician, an accredited Master’s level
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education, and endorsement by the Nursing and Midwifery
Board of Australia to practice autonomously in expanded and
extended clinical roles20,21. The practice of the NP includes
conducting complex and comprehensive health assessments,
delivering a range of interventions and coordinating care;
prescribing, titrating and/or ceasing medicines; ordering
diagnostic investigations; and directly referring patients to
other health professionals22. Another significant component
of the work of NPs is their close working relationship with
medical practitioners, allied health professionals and other
members of the multidisciplinary health team to ensure
optimal communication between all stakeholders23.
To help address the health issues arising from the ageing
demographic of the nation’s population, the Australian
Government provided $18.7 million in 2011 to establish a 4year initiative, the Nurse Practitioner – Aged Care Models of
Practice Initiative (NP Initiative)5. The first aim of the NP
Initiative was to support the development of effective,
sustainable and economically viable aged-care NP models of
practice across Australia; the second aim was to facilitate the
growth of the aged-care NP workforce; the third aim was to
improve access for older people to primary health care for
consumers of residential and community aged care services24.
With the role of the NP in Australia still in its infancy when
compared to, for example, that of the USA25, the NP
Initiative was viewed as an important means for supporting
the trajectory of the development of the NP role in the agedcare sector. This is because the NP Initiative enabled the
implementation of 29 NP models of practice across remote,
rural, urban and metropolitan locations in each of the
Australian states and territories.
Funds were also provided by the Australian Government for a
large-scale evaluation (NP Evaluation) of the effectiveness of the
participating models26. Aims of the NP Evaluation included
comparing each of the aged care models to the aims of the NP
Initiative – assessing resource requirements and costs; analysing
the effectiveness of each model; exploring the experiences of
consumers/patients and providers of the delivery of the models;
assessing viability and sustainability of NP models; and evaluating
impact on quality of care and health outcomes24. This article
© James Cook University 2016, http://www.jcu.edu.au

supports achievement of the first aim of the evaluation, which
compared each of the aged care models with the aims of the NP
Initiative. Based on the premise that such comparisons cannot be
undertaken until the models themselves are explained, the article
provides a comprehensive description of a community-based
clinic-located NP model, with consideration given to the
connections between this particular model of practice and
theoretical composition of nursing models more generally.
Findings are also used to further support theoretical development
of the theory related to models of practice and/or health care.
Models of practice defined: Clearly delineated models
of practice in the healthcare arena provide a purposeful
framework – including a theoretical basis, standards,
evidence-based practices, key performance indicators and
measurable outcomes – to guide the work of health
professionals27. Specifically, nursing models of practice,
which are a type of healthcare model, are used to manage or
organise nursing teams, including the way(s) in which nurses
work, together with the resources they utilise as part of this
work, and thereby meet the health needs and preferences of
the consumer28,29.
Nursing models of care must be flexible enough to allow for
adaptation across a range of settings, and rigorous enough to
demonstrate a number of key components, including a welldefined theoretical framework; principles to support clinical
governance; a strategy to guide implementation and ongoing
operation; together with a clear plan for review, evaluation and
continuous improvement of the model30. There are a number of
benefits to nurses implementing well-articulated, rigorous models
of practice. The first of these benefits includes the development of
more proactive and less reactive approaches for nurses to their
work31. The second of the benefits is the higher personal value
placed on their work by nurses, when they work within such
models31. Third, clearly delineated nursing models lead to raised
awareness for other members of the multidisciplinary team in
relation to the work or practice of nurses, giving rise to reduced
interdisciplinary conflict, an improved and common
understanding of the anticipated outcomes of the work of the
nurses, and enhanced continuity of the care provided by the
multidisciplinary health team32,33.
4

The NP Initiative enabled the development and evaluation of
nursing models specific to the NP, as well as supporting the
development of the NP role in the aged-care sector.
Subsequent sections of this article explicate the key
components of the community-based, clinic-located NP
model developed to meet the health needs of a remote
community with no resident GP, as well as the health needs
of grey nomads passing through that remote community.

case study research design is particularly well suited to the
examination of the processes and outcomes of healthcare
organisations, where data can be obtained from a range of
sources and perspectives, and synthesised to develop an
explanation of what is occurring39,40. Consideration can also
be given to the way in which the case is affected by its
context, and what the case adds to the theory by which it is
examined36.

Methods

The case study design has a number of weaknesses. Perhaps
the main weakness is that findings have limited
generalisability – this is because the findings relate to the
particular phenomenon under investigation, as it occurs
within the specific case study context40. Findings are
nevertheless transferable to other, similar contexts – the
principles derived from a case study investigation can be
taken and tested in other contexts, with findings used to
develop related theory35.

The NP Evaluation was a complex, large-scale, national
study, conducted using a multi-methods approach that
comprised three different strands: quantitative, qualitative
and case study. To obtain the detailed and comprehensive
range of findings that are required to explain the ‘real life’
nature of the NP models of practice, results from each of
these strands were considered separately as well as together
through a process of triangulation. Explanations of the
quantitative and qualitative components of this large-scale
study can be found in related articles24,34. This article forms
one part of the findings generated through the case study
component of the evaluation.

Case study design
Case study designs enable the in-depth investigation of a
‘case’ – a person, organisation or phenomenon, or a group of
persons, organisations or other phenomena35,36. Located
within a social constructionist paradigm, a strength of the
case study design is its flexibility and pragmatism – case
studies provide the framework to support the systematic
nature of an investigation, while at the same time supporting
the flexibility necessary when collecting data from multiple
sources in authentic, complex and/or ‘real life’ contexts37.
Indeed, case study analyses are often used to investigate
phenomena that are too complex for survey, experimental or
humanist designs36.
An important focus of case study analyses is the context of the
case, including the way in which that context influences the
phenomenon under investigation38. This suggests why the
© James Cook University 2016, http://www.jcu.edu.au

Reasons for choosing a case study design for this
investigation: The case study design was chosen to
examine the community-based, clinic-located NP model of
practice because of the inherent complexity of this ‘case’.
With regard to the NP Evaluation, meeting the aims of the
study required development of clearly explicated examples of
NP models of practice, for utilisation by other NPs as well as
health service organisations24. Specifically, the NP Evaluation
involved analysis of 29 NP models that were established in
remote, rural, urban and metropolitan locations across
Australia. These 29 models fall into five main categories: NPs
working in residential aged-care facilities (10 different sites),
NPs working in GP business settings (five different sites),
NPs working in community-based clinics (four different
sites), NPs working as sole traders (four different sites) and
NPs working in state-sponsored roles (six different sites).
The focus of this article is the NP model utilised in a
community-based clinic, with the clinic that is described
located in a remote but popular tourist destination in
Australia.
Data collection for case study strand of NP
Evaluation: Data for the case study strand of the research
5

were collected from a range of sources. These sources
included comprehensive descriptions of the NP models,
synthesised from observational notes developed by
researchers during thorough inspections of the sites, as well
as information derived from the in-depth interviews of NPs,
managers, medical practitioners and allied health workers,
undertaken as part of the qualitative component of the
evaluation. As already explained, these data were then
examined in light of the theoretical components of nursing
models of practice more generally, with comprehensive
descriptions of each of these components developed to align
with the overall and defining framework or structure.

Ethics approval
NP Evaluation as a whole – that is, all three strands of the
research – received approval from the human research ethics
committee of the home institution (University of Canberra
HREC 11-149), together with some 20 other human research
ethics committees across Australia. In addition, full support
for the independent evaluation was provided by directors,
managers and/or governance committees of the participating
organisations. All participants – NPs, managers, associated
medical practitioners, consumers/patients and carers – were
volunteers, recruited by way of flyer promotion, email
advertisement and/or word of mouth. Information about the
study, including a description of its aims and objectives, and
clarification regarding each person’s right to withdraw after
making the decision to participate, was also provided to each
potential participant. Prior to participation, written consent
was given by each participant.

Results
To reiterate, findings reported in this article relate to a
community-based, clinic-located NP model of practice,
established in a remote tourist destination where there is no
resident GP. Prior to implementation of this project, health
services in this location were delivered by a remote area
nurse (RAN). However, the RAN model was limited by the
scope of practice of the RAN, which is not as extensive as
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that of the NP. For example, the NP is endorsed to work
autonomously to order diagnostic tests, prescribe or titrate
medicines, and make referrals to specialist medical
practitioners. Implementation of the community-based,
clinic-located NP model in this region, then, provided
residents and tourists alike with a higher level of and more
comprehensive approach to the delivery of health care,
thereby reducing the potential need for consumers to travel
long distances to consult a GP.
For this case study analysis, data was initially used to develop
a narrative description of the location and role of the NP (Box
1). This narrative description provided a first step to the
process of distilling the information required to define the
community-based, clinic-located NP model.
The data were then analysed and synthesised in light of the
theoretical components of nursing models of practice – in this
case, those identified by Hungerford30. Synthesis of the details
of these theoretical components included the use of four
major headings, with these headings used to guide
categorisation of the data: ‘Theoretical, legislative and ethical
framework’,
‘Governance’,
‘Implementation
and
operationalization’, and ‘Evaluation and/or review’. With
regard to ‘Governance’, a number of subheadings were
likewise derived from the findings: ‘Implementation
strategy’, ‘Ongoing governance’, ‘Management’ and ‘Formal
communication strategy’. For the heading ‘Implementation
and operationalization’, the subheadings were ‘Influence of
context’, ‘Needs and preferences of target population’,
‘Work of the NP’, and ‘Ongoing education about the NP
model of practice’. Finally, under the heading ‘Evaluation
and/or review’, the subheadings were ‘Evaluation’ and
‘Ongoing review’. It is important to highlight the addition of
‘Influence of context’ as a component of a model of nursing.
The inclusion of this component, in addition to those
previously identified30 is justified in subsequent paragraphs
and also the discussion section of this article.
An outline of each of the components of the NP model are
provided in Table 1. Of particular note is the theoretical
framework of the NP model, which privileges the concepts of
6

health promotion and illness prevention41, derived from
social cognitive theory42. This theory posits that behaviours,
and the outcomes of these behaviours, can be changed when
people observe the behaviours of others, through social
interaction, experience, education or the mass media, and go
on to imitate these behaviours43. Social cognitive theory and
the health promotion model were identified as strongly
influencing the practice of the NP, because her work was
predominantly aimed at building community capacity to
optimise health and wellbeing by changing health behaviours,
in the process of providing front-line primary healthcare
services to local residents as well as seasonal tourists.
Another major aspect of the findings is the way in which the
context of the clinic itself was identified as affecting the
practice of the NP. For example, the remoteness of the
location of the small community in which the clinic was
located influenced the health needs and preferences of the
population, with rural and remote Australians known for
their self-reliance and preference to stay in the local
community rather than travel long distances for treatment of
relatively minor conditions7. This remoteness, in turn,
defined the work of the NP, including the need for her to
make autonomous and independent decisions about a range of
health conditions; to provide a range of services, including
emergency care, acute care and chronic care; and to
undertake activities related to health promotion and illness
prevention. In addition, the location of the NP clinic
influenced the nature of the support services that worked
with the NP, including a range of fly-in and drive-in health
professionals.

Discussion
The NP model of practice described in Table 1 was
developed for the health needs of the remote populations, as
well as for the seasonal tourists. This model has the potential
to be implemented to meet the needs and preferences of
consumers in a range of locations: remote, rural, urban and
metropolitan. For this reason, it is necessary to consider not
only the benefits of the NP model but also the challenges and
limitations identified through the case study analysis. Such
© James Cook University 2016, http://www.jcu.edu.au

consideration allows health service organisations, and also
NPs who utilise the clinic-located model, to build on the
model’s strengths, and develop options or solutions to
overcome the model’s potential challenges.

Benefits and enablers
The case study analysis indicated a number of benefits and
enablers of the community-based, clinic-located NP model
(Table 1). Some of these benefits operate at the local and
state levels; for example, the model provides a means of
delivering a range of timely health services where there is no
resident GP and thereby minimises the requirement for
people to travel to larger regional centres for treatment or
hospitalisation for relatively minor conditions. Additionally,
the delivery of health services in the community by a local
NP, with an understanding of local needs and preferences,
suggests that the health care provided would be more
appropriate and/or sensitive to that community.
Perhaps the most noteworthy enabler for the NP model was the
not-for-profit organisation responsible for establishing and
sponsoring the model. Findings from the NP Evaluation overall
indicated that a large organisational ‘safety net’ helped to support
sustainability of the NP models generally, with the models that
relied heavily upon payments from the Australian Government
Medical Benefits Schedule (MBS) less likely to survive financially.
For this NP model, the not-for-profit organisation was able to
obtain funding from sources other than the MBS to cover NP
salary and associated on-costs. Additionally, the organisation
maintained the community-based clinic itself, including the
provision of the materials necessary for the day-to-day operation of
the services; and provided management, administrative and
business support to support the rigor of the NP model, including
mobile digital hardware and software so that the NP can connect
to existing communication and health record-keeping systems. In
relation to clinical governance, the organisation provided a readymade framework – including policies, procedures and protocols –
into which the NP model was incorporated. This included
providing the necessary quality and safety mechanisms, and
allowing the NP to focus solely on the delivery of services.

7

Box 1: De-identified case description of nurse practitioner’s location and role
The ‘Healthy Ageing Clinic’ [de-identified] is operated by a large not-for-profit organisation that operates a number of
aged-care services – residential, as well as community-based clinics. The clinic is situated in a popular tourist centre located
in a rural/remote part of Australia. The resident population comprises some 1000 people, with more than twice this
population during the peak season of April to October (the Australian winter). Many of these tourists are people aged more
than 65 years who visit the area in their motor-homes.
The remote location of the tourist centre means that it has little accessibility to goods, services and opportunities for social
interaction. Health care is limited to primary healthcare services. There is no resident general practitioner, despite longterm and focused work to attract and keep a suitable candidate. Instead, there is a health centre operated by a not-for-profit
organisation that receives government funding to provide a range of health and community services. These health services
are provided by a nurse practitioner (NP) with a primary healthcare specialty, and also a remote area nurse (RAN).
The work of the NP in the community-based clinic extends and expands upon the role of the RAN. In response to the
identified needs and preferences of consumers, NP work includes comprehensive physical, psychological, social and
culturally appropriate health assessments; implementation of complex interventions; advice about acute and chronic
conditions; repeat prescriptions and medication management; one-off, individualised health promotion and illness
prevention activities; referral to secondary and tertiary services in larger regional centres, when required; and complex
care coordination.
Medical practitioners fly in to the remote centre once or twice per week to assess and treat patients, as referred by the NP.
A number of other health professionals (eg physiotherapist, child health mental health specialist, adult mental health nurse,
speech pathologist, drug and alcohol counsellor, occupational therapist, optometrist, podiatrist, chiropractor and
geriatrician) also visit the centre, either on a regular basis or as required. The NP coordinates these visits by these health
professionals and also liaises with visiting services such as the dental van, which visits twice a year, mainly seeing school
children. A breast screening mobile unit and osteoporosis van visit every 2 years. Because the NP provides immediate and
comprehensive health care to older people who present with health concerns, there is a reduced need for the older person
to be evacuated to a secondary or tertiary referral centre.
An innovative aspect of the services provided to the grey nomads who visit the area has been the development of a paperbased Health Passport to Older Australians on the Move. Grey nomads are encouraged by the NP to keep the Health
Passport up to date as a comprehensive health record that they can present to other health services, including their home
health services. The Health Passport is viewed by the NP as meeting an identified need because grey nomads often present
to the health centre with potentially serious health issues and very little information about these health issues. The Health
Passport is completed by the grey nomad together with the NP; the grey nomad then takes the Health Passport with them
as they continue on with their travels.

Another enabler of the NP model was the strong and workable
collaborative arrangements that were developed between the NP
and the hospital in the closest regional centres, including associated
GPs and other health professionals. Additionally, the NP model
was supported in principle by local government. These
relationships enabled a seamless continuity of care for people
accessing the health services provided by health professionals who
fly/drive into communities as required or, where necessary, the
patient to fly out via the Royal Flying Doctor Service to access
secondary or tertiary level services. The NP also provided ongoing
care coordination to ensure the right service was delivered at the
right time to the patient.
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One possible reason for the strong relationships between the
NP and other health professionals may be that the
collaborative arrangements have been made with the publicly
funded health service, rather than with individual health
professionals. With acceptance of and support for the NP at
the systems level, there was little room for or evidence of a
‘turf warfare’ between NPs and other health professionals,
including medical practitioners. This situation stood in
contrast to those reported by a substantial number of the NPs
who participated in the evaluation utilising other NP models
of practice in other locations.
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Box 2: Aged-care nurse practitioner model of practice: analysis of rural/remote community-based, cliniclocated41-43
Theoretical, legislative and ethical framework
The nurse practitioner (NP) model of practice utilised in the rural/remote community-based clinic-located NP model comprises the following components:
•
Although not overtly articulated by the NP, managers, nor the organisation itself, consideration of the principles of the NP model, as outlined by
participants of the research and derived from a range of sources, suggest the model is framed by the health promotion model [ref. 41], derived from social
cognitive theory [refs 42, 43]. This is perhaps best explicated by the organisation’s purpose statement, ‘to build community capacity to optimise health and
wellbeing.
Likewise, while not overtly articulated, the evidence suggests the NP practises in accordance with a range of legislations, policies, codes, guidelines and
statements provided by the Nursing and Midwifery Board of Australia (auspiced by the Australian Health Professionals Regulatory Agency) and related
professional bodies (eg Australian College of Nurse Practitioners), including:
•
Health Practitioner Regulation National Law Act 2009, as enacted in each state or territory
•
Code of Ethics for Nurses (2008)
•
Code of Professional Conduct for Nurses (2008)
•
Nurse Practitioner Standards for Practice (2014)
•
Professional Boundaries for Nurses (2010)
•
Professional Indemnity Insurance Arrangements for Enrolled Nurses, Registered Nurses and Nurse Practitioners (2013)
•
National Framework for the Development of Decision-Making Tools for Nursing and Midwifery Practice (2007).
In addition, the NP works within state-approved clinical practice guidelines, medication formulary and formal collaborative arrangements with medical
practitioners.
Governance
Implementation strategy
Prior to the implementation of the NP model of practice, community stakeholders were consulted, and they expressed support for the implementation of an NP
model of practice in the small remote community.
Implementation strategies of the NP model of practice were comprehensively explained in the original proposal to the Australian Government Department of
Health for funding. The process of implementation was seamless. This is because, prior to taking on the role of an NP, the RN was already employed by the
organisation, providing a range of services as a remote area nurse. The NP expanded and extended her scope of practice to that of an NP after the organisation
undertook a focused promotional campaign to inform consumers, carers, other health professionals, and the community as a whole, of the change in role from
remote area nurse to NP.
The implementation strategy included regular and ongoing meetings with key stakeholders to promote the NP role and to problem-solve any issues related to the
process of implementation itself.
Ongoing governance
The governance of this NP model of practice (including clinical governance, risk management, quality and safety, and management) is formally overseen by the
larger governance structures and committees that frame the operation of the well-established, not-for-profit organisation that employs the NP. This not-for-profit
organisation provides a range of care services nationwide.
In addition to overseeing requirements around accreditation and the ongoing operation of the NP model, the various governance committees also considered risk
issues related to human resources, for example:
•
seasonal demand for additional staff in this remote location, which can be difficult to meet, especially as the organisation is competing with the mining
industry, with its capacity to pay higher wages to employ personnel
•
high turnover of some staff, as people who move in to do the work find they do not like the isolation and/or responsibility that comes with being a sole
practitioner
•
substantial issues related to the back-filling of the NP when she takes leave
•
substantial and ongoing issues related to supporting the ongoing skills development of all staff, but especially the lone practitioners who are located in
remote sites (eg the NP).
Management
The formal management structure of the NP model of practice is hierarchical, with a general manager, located in the capital city of the state in which the model is
situated, ultimately responsible for quality and safety of care provided; and a regional manager, to whom the NP is directly responsible. In turn, the NP provides
line management and senior clinical support to eight staff members located in the community clinic, including a remote area nurse, care assistants, administrative
staff and maintenance staff. This hierarchical structure is clearly articulated.
Each of the staff members in the hierarchical structure has their own clearly articulated roles, responsibilities and accountabilities, up through the hierarchical
structures that have been developed by the not-for-profit organisation. The general practitioners in the closest large regional centre (300 km away) provide
mentoring support to the NP; in turn, the NP is a mentor (online) to other NP candidates.
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Box 2: cont’d
Formal communication strategy
The not-for-profit organisation has its own formal, well-articulated and overarching communication strategy. The communication strategy used
by the NP fits within this organisational strategy, and supports the collaborative arrangements identified in her state-approved clinical practice
guidelines. Specifically, the NP:
• has a formal agreement with the hospital in the closest large regional centre (300 km away), with general practitioners operating out of this
hospital. The NP communicates with these general practitioners each day (by phone or email) about each of the people she assesses, as part
of her collaborative care arrangements with the medical practitioners
• communicates with grey nomads’ own GPs by letter, advising them she has seen their patient and the outcome of consultation
• is in daily contact with the pharmacist, also located in the closest large regional centre (300 km away), to discuss any issues related to medication
• is in frequent contact with the Primary healthcare support team, funded by the not-for-profit organisation to support practitioners across
their organisation
uses a software package provided by the not-for-profit organisation that allows communication between a range of care organisations across
Australia and New Zealand to network, sharing of information and, ultimately, improvement in the quality of the services delivered.
Implementation and operationalisation
Influence of context
The location of the community-based, clinic-located NP model substantially influences the way in which the NP model is operationalised.
Contextual influences include:
• operation of the clinic by a not-for-profit organisation, with its own quite specific purpose statements (eg ‘to build community capacity to
optimise health and wellbeing’), that shape the way in which the NP model operates
• location of the clinic in a remote tourist destination, some 300 km from the closest regional centre. This influences the health needs and
preferences of the local and transient target population (eg self-reliance, preference to stay in the local community rather than travel long
distances for treatment of minor conditions), the work of the NP (eg capacity to make autonomous and independent decisions about a range
of health conditions; capacity to provide a range of care, including emergency care, acute care and chronic care, and also health promotions
and illness prevention; and support services that work with the NP, including work with a range of fly-in and drive-in health professionals).
Health needs and preferences of target populations identified
The population group serviced by the NP model includes local residents of the tourist centre in which the clinic is located, including the
Indigenous population (10% of total residents), residents of pastoral properties in surrounding areas, and tourists who stay in the area short-term
as they travel around Australia.
The identified needs and preferences of the target population arise from the ageing demographic of the resident population, the high numbers of
older tourists who visit the location during the winter months, and the lack of permanent general practitioner services offered in this location. It
is important to note that the local Indigenous population is not typical of other Indigenous populations in Australia, and is relatively healthy due to
the plentiful supply of fish and other local foods.
Needs and preferences of the local resident population include:
• advice about and ongoing management of acute and chronic conditions (eg hypertension, diabetes, cardiac problems)
• comprehensive health assessments (physical, mental, social and cultural), delivery of the most appropriate interventions, development of
health management plans where appropriate, and/or referrals to specialist services as required
• repeat prescriptions and general medication management
• ordering of general diagnostic tests
• ongoing community health promotion and illness-prevention activities.
Identified needs and preferences of the transient population include:
• advice about and management of acute and chronic conditions (eg hypertension, diabetes, cardiac problems)
• comprehensive health assessments (physical, mental and social), delivery of the most appropriate interventions, development of health
management plans where appropriate, and/or referrals to specialist services as required
• repeat prescriptions and general medication management
• one-off, individualised health promotion and illness prevention activities (eg development of personal written record of health history to take
to future tourist destinations).
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Box 2:cont’d
Work of the NP
The NP model supports delivery of a comprehensive range of physical, psychological, social and culturally appropriate health assessments and
health services by the NP. These are delivered using current, evidence-based practices to meet the needs and preferences of the resident and
transient populations described above. The work undertaken by the NP includes:
• delivery of physical, psychological, social and culturally appropriate health assessments and health care – primary health care, as well as
emergency, acute and chronic health care – to people aged across the lifespan who attend the clinic. Home visits are also made by the NP
when appropriate. In the course of her work, the NP undertakes a clinical risk assessment and makes the determination if, in addition to the
healthcare she provides, referral is required to, for example, visiting general practitioners and other health professionals or services, or
secondary/tertiary services
• attendance at health incidents and medical emergencies that occur in the community. The NP is the first point of call for such incidents or
emergencies and, after undertaking a comprehensive clinical risk assessment, determines whether she can manage the incident or emergency
or if evacuation is required through, for example, the Royal Flying Doctor Service
• completion of the Health Passport to Older Australians on the Move (the personal written record of health history to take to future tourist
destinations) with transient consumers. This innovation has been established despite the national Personally Controlled eHealth Record
sponsored by the Australian government
• care coordination of and active professional collaboration with fly/drive in-and-out health professionals, including general practitioners,
physiotherapists, child and family nurse, speech pathologist, drug and alcohol counsellor, adult mental health nurse, occupational therapist,
podiatrist, aged care assessment team, school nurse, chiropractors, geriatricians, personal counsellors, dental van, BreastScreen mobile unit
and osteoporosis van
• collaboration with and coordination of services provided by other (external) health professionals agencies (eg police, emergency services,
social services)
• promotion of the work of the not-for-profit organisation within the community.
Ongoing education about the NP model of practice
Upon presentation to the community clinic, all consumers are provided with an information booklet that describes the:
• not-for-profit organisation that operates the community clinic
• different types of services provided at the community clinic
• roles of each of the health professionals who deliver services from the community clinic, including the NP.
There is an additional and more detailed information brochure related specifically to the work of the NP, developed in response to feedback
suggesting some consumers were confused about the NP’s role.
At the first consultation with the NP, the NP provides information about her role, and invites questions. This approach assists the consumer’s
knowledge of the NP role, and also supports the ‘word of mouth’ promotion of the NP services in the community.
All consumers are invited to provide feedback about the NP role, including levels of satisfaction and perceived outcomes. This feedback can be
provided in handwriting, or electronically. The feedback is collated quarterly by the regional managers, with follow-up or responses provided, as
required, within 6 weeks.
Evaluation and/or review
Evaluation
The community-based clinic-located NP model of practice is part of a national Australian Government -funded initiative, which was
independently evaluated. This evaluation included examination of the mechanisms for stakeholders to feedback and feed-forward about the
model, and evaluation of outcomes achieved. Findings from the independent NP evaluation indicated that the services provided by the NP:
• improved access to primary healthcare for older Australians
• enhanced health support for consumers in an area where there was no resident general practitioner
• generated high consumer satisfaction levels with the services provided by the NP (87–98%).
With regard to the NP role itself, consumer and NP participants reported low levels of consumer awareness or clarity of the NP role, despite
promotion and education. Most consumers saw the NP role as not different to the former (well-established) remote area nurse role.
Consumers also tended to associate the person of the NP with the role, with no clear understanding of the NP as a unique discrete
professional role.
Ongoing review
Plans for ongoing review and/or evaluation of the NP model were not clear, apart from those required by accreditation authorities, with reaccreditation of health services in Australia occurring every 3–5 years.
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Table 1: Benefits, enablers and challenges of the clinic-based nurse practitioner model
Benefits and enablers
Benefits
Meeting local gap in health services – no resident GP
Timely health services to locals and visitors (grey nomads)
Minimises need for travel to larger town centres for healthcare
Health care that is sensitive to needs of the local community
Enablers
Organisational support for NP (‘safety net’)
salary support
ongoing costs of running clinic
management, administration, business support
information technology and communications hardware and
systems
clinical governance framework
strong collaborative relationships between NP and closest
hospital GPs

Challenges
Financial viability to continue
Low MBS income
Limited understanding of NP role from public and
other health professionals
Staffing
competing with mining industry for health
professionals
managing seasonal demands
leave coverage for NP

GP, general practitioner. MBS, medical benefits scheme. NP, nurse practitioner.

Challenges
Three major challenges were identified through the case
study analysis. First, the viability of the NP model was
challenged by issues with ongoing financial sustainability. At
present, NPs have a limited access to the Australian
Government MBS; for example, there are only four NP MBS
items compared to hundreds of items available to GPs. NPs
are currently paid less than half the amount of comparable GP
time-based items (MBS item numbers 3, 23, 36, 44). GPs can
also receive a benefit for bulk-billing concessional patients,
visiting residential aged-care facilities, and after-hours
consultations that NPs do not receive. Additionally, NPs
generally, across the NP Evaluation, suggested that brief,
time-based biomedical business models do not fit well with
more holistic and comprehensive approaches taken by nurses
when providing health care. While the not-for-profit
organisation that employs the NP was able to access state
government RAN funding to subsidise the NP salary, the
relative new-ness of NP models in Australia has meant that
other potential avenues for funding remain unexplored.
The second challenge relates to the understanding of
community members, as well as other health professionals, of
the expanded and extended scope of practice of the NP. As
identified in Table 1, the not-for-profit organisation
© James Cook University 2016, http://www.jcu.edu.au

undertook a focused promotional campaign aimed at
informing key stakeholder groups of the change from RAN to
NP. The NP then continued to provide promotional
information to those with whom she worked – patients,
carers, community members and other health professionals.
Even so, many of these stakeholders expressed confusion
during the in-depth interviews about the difference between
the roles of the RAN and NP. This suggested the ongoing
need to educate people about the role of the NP, including
the expanded scope of practice of the NP.
Connected to this challenge were those related to
differentiating the person of the NP from the role of the NP.
For example, while consumers expressed high satisfaction
rates with the services received from the NP in the
community-located clinic, there was some question about
how these consumers differentiated the person and role. Was
it the person – a popular community member – with whom
the consumers felt satisfied, or was it the range of services
provided by the NP? Can the person and the way in which
they fulfil a professional role ever be truly separated?
Answers to such questions may lie with clearer articulation of
the model to all key stakeholders. Systems-driven health care
has much better outcomes than services that rely upon
individuals44. While consumers continue to associate the
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person in the NP role with the role itself, it will be difficult
to develop the NP role in its own right.

sometimes counter-productive. The Health Passport was
identified as addressing such issues.

The third challenge for the NP model involves staffing. As
noted in Table 1 under the heading ‘Governance’, there was
a seasonal demand for additional staff to support ongoing
operation of the clinic; recruitment, however, proved
difficult. Moreover, rates of staff turnover were high due to
the exorbitant salaries paid to health professionals by the
nearby mining companies. Such high turnover is not unusual
in rural and remote locations across Australia45,46, with
national and state governments alike continuing to search for
sustainable solutions. For this reason, there was a need for
the not-for-profit organisation that supports the NP model,
together with other organisations that are considering setting
up similar NP models of practice, to consider how best to
provide support to the NP in the holiday peak season. This
would include arranging for the back-filling of the NP
position to enable the NP to take much-needed holidays,
assured that the healthcare needs of the local community
continue to be addressed.

It could also be argued that the Health Passport duplicates the
Personally Controlled eHealth Record sponsored by the
Australian Government Department of Health – a national,
online, secure record that is completed by the patient and
made available to health professionals as permitted by the
patient47. The Personally Controlled eHealth Record enables
patients to actively engage in their own health care and work
in partnership with health professionals to negotiate the
health care they receive48. Online records cannot be accessed
in many parts of rural and/or remote Australia, where
internet availability is limited in some of the smaller
townships and in emergency situations on remote roads. Even
so, to avoid possible duplication of services, it would perhaps
have been more useful to consider ways and means of using
the eHealth Record and supporting the older tourists to
transfer it temporarily to, for example, a paper-based form
when travelling. Such a solution is supported by a range of
researchers49,50, who argue that success of the Personally
Controlled eHealth Record relies on acceptance by health
professionals and a collaborative approach between all those
involved. The NP in primary health care is well placed to
encourage such acceptance and enable such collaboration.

Practice quandaries: At the micro level of service
delivery, findings of the case study analysis raised questions
about the decision made by the not-for-profit organisation
and the NP to develop a paper-based Health Passport to
Older Australians on the Move. This activity was viewed by
the organisation as a useful means of addressing the need
identified by medical practitioners and nurses alike for grey
nomads to carry a health summary that included an active
problem list, past history, current medications and allergies17.
In addition, the NP working in this location reported finding
the health needs of some grey nomads to be quite acute.
There were four main reasons for this. First, these older
tourists often avoided seeking out health care until health
issues became acute, so that their travel would not be
delayed. Second, the older tourists often set out on their trip
without enough medications to last the duration of that trip.
Third, the older tourists lacked the supports they relied on at
home to maintain their health and wellbeing. Finally, the
treatment the older tourists obtained while travelling was
often provided in isolation, without history, and so was
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Clarifying the model to all stakeholders: Findings
from the analysis suggest the theoretical, legislative and
ethical framework of the NP model, together with the
ongoing strategy to review and/or evaluate the model, has
still to be overtly articulated to all stakeholders by the NP and
auspicing not-for-profit organisation. Such theoretical work
may seem to be of little benefit to busy practitioners and
managers. It is important to reiterate, then, that poor
understanding of the model of practice utilised by nurses
often leads to their work being limited by the dominant
biomedical model, with its focus on illness and disease31.
These potential limitations can be problematic in primary
healthcare contexts. For example, the community-based,
clinic-located NP model is theoretically framed by social
cognitive theory42,43 and the health promotion model41
(Table 1), with such approaches providing a much broader
scope than the biomedical model alone. For this reason, overt
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articulation to key stakeholders will maximise the
effectiveness of the NP model.
It was noted in earlier sections of this article that nurses who are
clear about the model of health care within which they work place
a higher personal value on their role, are more consistent in their
practice and are more likely to be strategic rather than reactive in
their practice31. Similarly, clear articulation of the nursing model
that is used to frame practice leads to patients and members of the
multidisciplinary team placing a higher value on the aims, goals
and contribution of nurses32,33. Finally, delineating nursing models
of practice provides a necessary means for managers to identify the
resources required to support the models, as well as to develop
indicators of performance. This is particularly important because,
arguably, it is only with demonstrable evidence of the achievement
of key performance indicators, including health outcomes, that any
nursing model, including NP models, will attract additional
funding from governments and other stakeholders into the future.

Development of theoretical modelling
It has already been explained that analysis of the communitybased, clinic-located NP model was guided by the essential
components for nursing models30. The testing and
development of connections between the theory and practice
of the community-based, clinic located NP model suggests
the need for an additional component that relates to the
context of the nursing model, including the way in which
context influences the model. Although implied by
Hungerford30, who examined models of health care generally
in the context of recovery-oriented mental health services,
the importance of context was not explicitly identified as an
essential component of a model of health care. More research
is required to further test this theoretical addition; even so,
findings from this study highlight the need to consider the
influence of context upon the nursing models of practice,
across diverse contexts. This, in turn, supports flexibility and
also applicability of the models.
Figure 1 supports the ongoing building of the theory related
to the essential components of nursing models of practice.
The processes represented are important for three main
reasons. First, they identify the essential components of
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nursing models of practice, thereby providing a systematic
framework to guide the work of nurses. Second, the broken
lines that differentiate each of the components, together with
the circular direction of the arrows, illustrates how nursing
models of practice are continually changing or adapting
according to the imperatives of clinical governance, diverse
contexts, needs and preferences of the patient, and the
findings of regular evaluations and reviews. Finally, the
broken lines and circular direction of the arrows emphasise
that each component of the model will inevitably influence
the other components. For this reason, nursing models of
practice may be described as adaptive systems that rigorously
guide the work of nurses, according to the context(s) in
which they are located.

Conclusions
This article describes a community-based, clinic-located NP
model of practice located in remote Australia. The main
enabler of the community-based, clinic-located NP model
was the sponsoring not-for-profit organisation, which
provided pre-existing structures for clinical governance and
general management, as well as funding. Other enablers were
the collaborative agreements negotiated at a systems level
between the NP, other health professionals, and a variety of
service providers. Challenges to the model included the
organisation’s limited capacity to back-fill the NP for leave
and professional development entitlements, and to obtain
recurrent funding to sustain the model. Also identified was
the need for the organisation to clearly explain the NP model
and role, to provide understanding among key stakeholders of
the services being delivered.
Findings from the case study analysis also enabled theoretical
development of the NP model, and nursing models more
generally. While the model was developed to meet the health
needs and preferences of the local populations and seasonal
tourists, findings of the analysis support transferability of the
model to other clinic-located locations, with the principles
identified providing an exemplar for other organisations and
NPs to follow when establishing similar innovative and
flexible models of health care to respond to the changing
demand for service.
14

Figure 1: Essential components of a nursing model of practice.
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