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A survey of the NP workforce 
in primary healthcare 

settings in New Zealand
Sue Adams, Michal Boyd, Jenny Carryer, Corinne Bareham, Tim Tenbensel

As with other countries, New Zea-
land is facing an ageing population, 
increasing prevalence of chronic 

conditions, and persisting health inequali-
ties. Expanding the nurse practitioner (NP) 
workforce offers a solution to the general 
practitioner (GP) workforce crisis using a 
model of care that may be transformational 
in meeting local population health needs.1

Systematic reviews and meta-analyses of 
randomised controlled trials have confi rmed 
that NPs provide care in a similar way to 
GPs, achieving at least equivalent clinical 
outcomes.2–4 Further, when compared to GP 
care, these reviews demonstrate that patient 
adherence and satisfaction is higher with NP 

care and some studies show reduced patient 
mortality.2,3 Internationally, NPs have tended 
to establish services for communities that 
are underserved, Indigenous, marginalised 
or rural.5,6 The opportunity that NPs offer 
the New Zealand health sector is how their 
work combines a biomedical and pharma-
ceutical approach with an advanced nursing 
practice approach that draws on principles 
of social justice and values relationship-ori-
ented care.7–10

However, the development of the NP 
workforce in New Zealand has been 
described as ad hoc and lacking any 
consistent nation-wide approach.11,12 Since 
the inception of the role in 2001, the growth 
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AIM: The aim of the survey was to describe the demographics, distribution, clinical settings and employment 
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organisational factors limiting their practice.

METHOD: An online survey was developed and sent to all NPs in mid-2019.

RESULTS: The survey was completed by 160 nurse practitioners who worked in settings broadly defined 
as primary healthcare (response rate 71.4%). In addition to clinical work, nurse practitioners engaged in 
teaching and clinical supervision; leadership and management; policy development; locum work; and 
research; but 14% continued to do at least some work as a registered nurse. One hundred and fi� y-one 
respondents were working clinically and 48% of these worked in more than one clinical setting. General 
practice-type settings (39%), of which over 40% were very low-cost access practices, and aged residential 
care (19%) were most commonly identified as the main clinical setting. Others included long-term conditions; 
mental health and addiction; sexual health/family planning; whānau ora; child/youth health; and various 
community nursing service roles. Seventy-three percent of nurse practitioners earned less than $120,000 
per annum for full-time work; and 60% had $2,000 or less available for professional development. Three 
quarters had worked in the same setting for at least two years, and 60% intended to stay a further three 
years. Fourteen percent worked rurally. Employment models, models of care, and access to diagnostics, 
particularly radiology, were most limiting to their practice.

CONCLUSION: The nurse practitioner workforce o� ers stability and flexibility in working across multiple 
clinical settings in primary healthcare. They provide the potential solution to the general practitioner 
workforce shortage by improving access to primary healthcare and reducing health inequalities. As 
authorised prescribers able to enrol patients, receive capitation payments and claim general medical 
services, it is timely to facilitate the expansion of the nurse practitioner workforce in New Zealand. 
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in the numbers of NPs, while initially 
slow, has accelerated more rapidly over 
the past fi ve years, reaching a total of 455 
NPs registered with the Nursing Council 
of New Zealand (NCNZ) at 31 March 2020 
(Figure 1). There is considerable variation 
in the employment of NPs between the 
regions of New Zealand, ranging from 4.16 
NPs/100,000 population in the Taranaki 
region to 16.44/100,000 population in the 
Manawatu-Whanganui region.13,14 From 
2019, NCNZ workforce data13 showed 
employment settings for the largest NP 
workforces were primary healthcare (PHC)/
community (42%) and acute settings within 
district health boards (DHBs) (32%), though 
39% worked across multiple settings. Little 
is known about NPs professional activities, 
clinically and otherwise; their employment 
status; or the organisational factors enabling 
them to work to their scope of practice. 
The purpose of this survey was to provide 
further information on the NP workforce in 
settings broadly defi ned as PHC, including 
professional activities, clinical settings, 
employment status, and organisational 
limitations, to inform health sector policy 
and planning.

Background
New Zealand has a robust educational, 

regulatory, and legislative framework 
for establishing the NP workforce that 
compares favourably to the US, Canada and 
Australia. Nurse practitioners are expe-
rienced, advanced nurses regulated by 
the NCNZ under the Health Practitioners 
Competence Assurance Act 2003.15 The NP 
scope of practice16 includes that NPs provide 
diagnosis and management for health 
consumers with common and complex 
health conditions; work autonomously 
and in collaborative teams; provide a wide 
range of assessment and treatment inter-
ventions; order and interpret diagnostic and 
laboratory tests; prescribe medicines; and 
admit and discharge from hospital and other 
health services. 

To register as an NP, registered nurses 
(RNs) are required to have worked clini-
cally as a RN in their area of practice for 
four years, complete a clinical Master’s in 
Nursing (or equivalent), that includes a 
clinical practicum, over an academic year 
and supervised by an authorised prescriber, 
to demonstrate advanced nursing compe-
tencies within the NP scope of practice. 
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Following completion of their master’s, 
RNs are required to submit a portfolio to 
NCNZ which is assessed against the NP 
competencies.16 To maintain registration, 
NPs submit a three-yearly review to NCNZ 
demonstrating ongoing peer review, profes-
sional development, and clinical practice. 

Changes to legislation over the past decade 
have seen NPs move from designated to 
authorised prescribers, with the same 
prescriptive authority as doctors under the 
Medicines Amendment Act 2013;17 are able 
to issue standing orders;18 and undertake 
work previously restricted to medical prac-
titioners through the amendment of eight 
Acts in 2016.19,20 The Primary Health Organ-
isation (PHO) Service Agreement between 
the district health board (DHB) and PHO 
allows NPs to enrol patients, receive capi-
tation payments and claim General Medical 
Services in the same way as GPs.

Defining primary healthcare
For our research we used the defi nition 

adopted by the Primary Health Care 
Strategy21 and based upon the Alma-Ata 
Declaration of Health22 to include primary 
prevention and screening; health promotion; 
generalist fi rst-level services from a range of 
health providers; and public health activ-
ities to improve the health of communities. 
The PHC Strategy sought to strengthen the 
PHC workforce with a central vision of 
reducing health inequalities. Nurse practi-
tioners were proposed as a workforce able 
to deliver on the intent of the Strategy.23 We 
therefore included NPs who worked within 
general practice settings (often referred to 
as primary care) and NPs who worked in 
a range of other community settings, for 
example aged care; family planning and 
sexual health services; mental health and 
addiction services; child, youth and family; 
and DHB community nursing services. 

Aim
The aim of this paper is to describe the 

demographics, distribution, clinical settings, 
and employment arrangements of the New 
Zealand nurse practitioner workforce in 
PHC settings; and organisational factors 
limiting their practice.

Methods
A survey method was chosen to effi  ciently 

reach NPs working in PHC settings across 
New Zealand. The survey, using Qualtrics©, 
was designed by the research team to 
provide workforce information drawing on 
knowledge gaps identifi ed through previous 
research11 and international NP workforce 
surveys.24,25 Consultation included NCNZ; 
Nurse Practitioners New Zealand (NPNZ) 
(a subsidiary of the College of Nurses 
Aotearoa (New Zealand)); New Zealand 
Nurses Organisation (NZNO); and the 
National Council of Māori Nurses (NCMN). 
The survey was piloted on three NPs and 
revised accordingly, taking 20–30 minutes 
to respond. 

The survey was emailed out, with the 
participant information sheet, to all NP 
members of their professional organisa-
tions, NPNZ (n=234) and the NZNO (n=150) 
in June 2019 (noting that some NPs have 
dual membership). Two reminders were 
sent. Nurse practitioners were asked to self-
select if they identifi ed their work as being 
PHC, general practice, community (including 
mental health and addiction, family 
planning/sexual health, district or public 
health nursing) or aged residential care. 

Ethics approval for the study was granted 
by the University of Auckland Human 
Participants Ethics Committee (ref: 022814, 
13/5/2019).

Results
The survey was completed by 160 respon-

dents, representing 71.4% of NPs of the 
estimated 224 NPs registered and working 
in PHC settings at the time of survey.13 One 
hundred and fi fty-one respondents stated 
they were working clinically, three were not 
and fi ve did not record this information. 
Responses to individual questions varied, 
and the number of respondents (n) is given 
for each result presented. The results are 
presented under four main areas: demo-
graphics and location; professional activities 
and settings of clinical work; employment 
arrangements, salary and professional 
development; and organisational issues.
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Demographics and location
We compared our sample of NPs working 

in PHC with the NCNZ 2019 workforce data13

of all registered NPs (n=365) working across 
all clinical settings; of which PHC is a subset. 
Overall, our sample aligned closely with 
the demographics of the total registered NP 
workforce in relation to gender, age and 
ethnicity (Table 1). 

The respondents were geographically 
spread across all regions of New Zealand. 
As a measure of rural-urban classifi cation, 
69.3% worked within 30 minutes of a major 
hospital; and for 14.2%, a major hospital was 
more than 60 minutes away. 

Professional activities and settings 
of clinical work

Figure 2 shows the range of work that 
NPs were engaged with in addition to their 
clinical practice. Respondents were asked to 
identify their work as regular, occasional or 
never in these areas.

The responses (Figure 2) refl ect the 
contribution of NPs to leadership and 
management; policy development; locum 
work; and research. Nearly half of all NPs 
provided clinical supervision for NP trainees 
and just under one third were involved with 
teaching at a tertiary education institute. 
Perhaps notably, 21 (13.9%) of the respon-
dents were also working regularly or 
occasionally as a RN. 

Just under half (73, 48.3%, n=151) of 
respondents working in clinical settings 
worked at least full-time hours (37.5–40 
hours/week); 52 (34.4%) worked between 
30–36 hours; and 24 (15.9%) worked 22.5–29 
hours. Only three worked less than half time. 

Respondents were asked to identify the 
clinical settings in which they worked (Table 
2). Only 79 (52.3%) recorded that they worked 
in just one clinical setting. When asked to 
identify their “main” clinical setting, 34 
(22.5%) responded to more than one setting, 
giving a total of 175 main clinical settings. 

Table 1: Gender, age and ethnicity of NPs from our survey and all registered NPs.*13

Workforce data of all NPs in New 
Zealand (n=365)*

Respondents in our survey
(n=137)

Sex

Female 92% 97%

Male 8% 3%

Age range

<35 years 3.3% 5.8%

35–44 years 17.5% 14.5%

45–54 years 38.6% 43.5%

55–64 years 38% 34.8%

65 years and over 2.2% 1.4%

Ethnicity

Māori 9.3% 6.6%

NZ European 70% 71.5%

Other European 23.6% 14.6%

Pacific 1.9% 0%

Asian 3.3% 0%

Others 6% 7.3%
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Table 2: Main clinical settings across which the 151 respondents worked. 

Clinical settings Main identified clinical 
setting (n=175)*

Primary health care/general practice/health provider 68 (38.9%)

Aged residential care 29 (19.2%)

Long-term conditions 21 (13.9%)

Youth health/child health 14 (9.3%)

Mental health & addiction—community/PHO/NGO 10 (6.6%)

Sexual health/family planning 9 (6%)

District or public health nursing/occupational health/palliative care 5 (3.3%)

Whānau ora 5 (3.3%)

Wound care/ACC 2 (1.3%)

Other 12 (7.9%)

*Of 151 NPs, 34 identified they worked in more than one “main” clinical setting. This resulted in a total of 175 main 
clinical settings being recorded by 151 NPs (the total adding to more than 100%).

Figure 2: Respondents work across various professional practice domains showing frequencies for each type of work.
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General practice-type settings
General practice-type settings included 

general practice, health providers, DHB or 
PHO health centres or clinics, and accident 
& medical providers. While 68 NPs iden-
tifi ed their main clinical setting as being in a 
general practice-type setting, several worked 
in two or more general practice employment 
settings, giving a total of 76 settings. These 
included general practitioner-owned 
practice (31, 40.8%); corporate-owned 
general practice (7, 9.2%); Māori or iwi 
provider (8, 10.5%); trust-owned general 
practice (4, 5.3%); DHB general practice 
clinic (7, 9.2%); PHO employed (4, 5.3%). 
Two worked in NP/RN owned practices, and 
13 (17.1%) in other settings, such as accident 
& medical or Pacifi c health provider. Nurse 
practitioners in general practice-type 
settings were asked if a specifi c model of 
care was being used (n=63). Models included 
integrated family health centre (30, 47.6%); 
health care home (17, 27%); and whānau ora 
(10, 15.9%). Of 88 NPs who worked at least 
some hours in general practice-type settings, 
health centres and clinics, 38 (43.2%) were 
very low-cost access (VLCA) practices.

Aged residential care settings
A total of 41 NPs (27%) identifi ed at least 

some of their work to include aged resi-
dential care. Nineteen NPs (13%) worked 
in both general practice-type settings and 
in aged care. Of 29 NPs (19.2%, n=151) who 
described aged care as their main place of 
work, seven were DHB employed; fi ve were 
employed through general practice; two 
employed by PHOs and fi ve through hospice; 
and four identifi ed their main employment 
was through private contract. A further 
15 NPs indicated they also worked under 
private contracts with aged residential care 
providers to deliver primary care services 
for at least part of their total clinical work.

Other clinical areas of practice
Nurse practitioners recorded working 

in other settings in addition to their main 
practice site across a wide range of other 
clinical settings with employing organ-
isations including general practice-type 
settings, DHBs, PHOs, Māori health provider 
organisations and private contracts. While 
many of these numbers are currently small, 
they show the breadth of the NP workforce 
across the PHC sector.

Figure 3: The average time estimated that NPs spent with a patient by clinical setting (n=146). 
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Working with patients
Fifty NPs (38%, n=130) identifi ed that they 

had their own caseload of patients enrolled 
with them; while a further 50 (38%) had 
their own caseload, but their patients were 
also enrolled with the GP or consultant of 
the service. The respondents were asked 
to estimate the average time they spent 
directly with patients and whānau. Figure 
3 shows the variations between clinical 
settings.

Those working in aged residential care, 
sexual health/family planning, and mental 
health and addiction services, tended to 
have longer consulting times; while those 
in general practice-type settings and child/
youth health had less time.

Employment arrangements, salary, 
and professional development 

Most NPs (110, 75%, n=146) had been 
working in their main clinical setting for 
more than two years; 39 (27%) for more 
than 10 years; and 19 (13%) for up to one 
year. Of 137 NPs, 83 (60.6%) expected to stay 
in their clinical position for at least the next 
three years demonstrating a reasonably 
stable workforce. 

Respondents were asked about their 
employment contracts, and of 145 NPs who 
responded to this question, 121 (83.4%) were 
on permanent employment contracts (some 
with multiple employers) and 10 were on 
fi xed-term contracts. Seven were self-em-
ployed and four were a business owner or 

Figure 5: Annual funding available for professional development for NPs (n=114).

Figure 4: Percentage of NP’s with an annual salary falling into each salary band. 
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practice partner. Of those who were self-em-
ployed, their income was generated through 
payment for the services they delivered to a 
patient group. The modal range for annual 
salary (based on one full-time equivalent) of 
136 responders was between $100,000 and 
$109,999; 52% received a salary of $110,000 
or more per annum; and 19% less than 
$100,000 (Figure 4). 

Professional development
Ninety-three respondents (67.4%, n=138) 

stated their professional development needs 
were mostly or always met, with 22 (15.9%) 
stating occasionally or never. When asked 
about the funding received for profes-
sional development (Figure 5), many had no 
funding or less than $1,000 per annum with 
just under one fi fth receiving $4,000 or more.

Organisational issues
Survey respondents were asked to identify 

what limited their ability to work to their 
full scope of practice as a NP on a four-point 
Likert scale (Figure 6). 

Nurse practitioners identifi ed the 
factors least restricting of their work to 
be prescribing practice and their access 
to prescribing and medical advice. Those 
factors considered often or very limiting 
included the employment model and model 
of care used by the organisation; access to 
diagnostic tests; and organisational policies 
or processes. 

Respondents were asked about their 
access to secondary specialists and diag-
nostic tests. A small number of NPs 
identifi ed that they had at least some restric-
tions to referring to a range of medical 
specialities including general medicine 
(fi ve respondents), general surgery (nine 
respondents), ear nose throat (eight respon-
dents), ophthalmology (nine respondents), 
paediatrics (seven respondents), vascular or 
cardiac surgery (13 respondents). However, 
47 NPs (38.8%, n=144) had diffi  culty or could 
not refer to radiology; 28 (19%) were unable 
to request an ultrasound; and 19 (13%) of 
NPs made additional comments that they 
were not able to request a pregnancy ultra-
sound, including for women requesting a 
termination of pregnancy. Other tests that 
NPs were unable to order included CT scans 
for ACC injuries. Further, 10 NPs commented 
that they still needed to request diagnostic 
laboratory testing under the name of the GP, 
meaning that the results would come back to 
the general practitioner.

Discussion
The Health and Disability System Review 

(HDSR) was tasked with ensuring the health 
sector is better balanced towards wellness, 
access, equity and sustainability. The 
Interim Report noted the widespread failure 
of the implementation of the 2001 Primary 
Health Care Strategy stating that:

Figure 6: Factors that limit NPs’ full scope of practice. Factors are ranked from the most to the least 
limiting (‘often’ and ‘very limiting’). 
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“Continuing with the current model of care, 
based largely on a Western medical model, 
… will not only be ineffective in achieving the 
equitable outcomes we desire, it will not be 
sustainable” (p.2).26

 Developing the health workforce and 
models of care to improve primary and 
community (Tier 1) services, using a 
networking approach to engage whānau 
and local communities, was identifi ed as 
central in the HDSR fi nal report.27 Expanding 
and optimising the NP workforce provides 
one potential solution to improving access 
to PHC services and meeting the needs of 
diverse communities.1,7

The number of NPs working in the health 
sector has risen steadily and will reach 500 
by the end of 2020. Approximately 60% of 
all NPs work in clinical settings that can 
broadly be defi ned as PHC, including general 
practice-type settings, aged residential 
care, whānau ora, mental health, sexual 
health and family planning, and community 
nursing services. Further, many contribute 
to education, policy, research, and lead-
ership. Nearly half of the NPs in our survey 
(48% compared with 39% of all registered 
NPs13) worked in multiple clinical settings
with various employers or contracts; and 
many participated in a range of professional 
activities. While working across multiple 
clinical settings may be appropriate for 
local community health needs and indicate 
demand for the high level of expertise of 
the NP workforce, this high number of 
employment contracts may also speak to 
diffi  culty some NPs may have in gaining 
full-time employment with a particular 
health provider. Twenty-one NPs (14%) in 
this study continued to work regularly or 
occasionally as a registered nurse under a 
different scope of practice, and this confi rms 
other fi ndings that at least some NPs struggle 
to establish a full-time role as a NP.11,28

Perhaps surprisingly, only 38.9% of the 
175 identifi ed main clinical settings included 
general practice-type settings, despite the 
growing GP workforce shortage.29 Many 
worked in very low-cost access, indicating 
high deprivation communities. There have 
been recent challenges in New Zealand to 
the business ownership model of general 
practice, requiring user co-payments, as 
being fi t for purpose, with cost to patients an 
unacceptable barrier.30,31 The GP workforce 

survey29 identifi ed that 71% of GPs work in 
practices owned by one or more GPs, and 
of those who worked full-time, 42% earned 
more than $200,000. For GPs working in 
corporate-owned practices, 50% earned 
more than $200,000 per annum for full-time 
work. In our survey, 73% of NPs earned less 
than $120,000 (annual, full-time). However, 
the evidence from systematic reviews 
concludes that NPs deliver at least similar 
care compared to GPs (such as prescribing 
practice, diagnostic investigations, hospital 
referrals and hospital admissions) and 
achieve similar or improved clinical and 
health status outcomes.2–4 Further, there 
is some evidence that nurse-led primary 
care may lead to slightly fewer deaths; that 
patient satisfaction scores are higher as 
may also be quality of life scores.2 Given the 
shortage of GPs it would seem prudent to 
support the growth of the NP workforce.

While the majority of NPs in our survey 
reported that they were able to work 
to their full scope of practice, barriers, 
including organisational barriers continue 
to exist.9,11,24,25 The employment model 
(13.6%); model of care (11.8%); and organi-
sational policies (8%) were limiting or very 
limiting to NPs’ work. While diffi  culties 
referring to medical specialists remained 
a problem for a just a few NPs, 47 NPs 
(38.8%, n=144) expressed they had diffi  culty 
or could not refer to radiology, including 
simple x-ray; and 10 NPs had to order diag-
nostic tests under the GP’s name. While 
some are legislative restrictions, such as 
ordering ultrasound in pregnancy, others 
are unnecessary limitations placed on scope 
of practice locally or regionally and do not 
refl ect policy, legislation or regulation. 

Our survey demonstrated the stability 
of the NP workforce, with three quarters 
of NPs having worked in the same setting 
for at least two years and 60% intending to 
stay for at least a further three years. New 
Zealand relies heavily on a locum GP work-
force, particularly in rural areas where 39% 
of practices have a GP vacancy.29 Further, 
36% of rural GPs intend to retire within the 
next one to fi ve years.29 Our survey showed 
that 14.2% of NPs worked rurally, a similar 
proportion to 16.7% of GPs who self-selected 
they worked in rural practices.29 It would 
make sense to focus now on developing a 
permanent NP workforce in underserved 
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and rural areas to support the diminishing 
GP workforce and improve access and conti-
nuity of care. 

To achieve the mainstream establishment 
of NPs, there needs to be greater investment 
in the training of NPs; and particularly 
for Māori, and Pacifi c who are currently 
underrepresented and yet central to the 
endeavour of reducing health inequalities. 
The educational cost of training a NP is 
likely substantially lower than for a GP.6 The 
pilot NP Training Programme (NPTP) has 
annually trained 20 NPs since 2016 through 
their fi nal clinical practicum year (just 
under one third of all NPs). This Programme 
provided 500 hours of supernumerary time 
to practice advanced clinical skills with 
supervision from an authorised prescriber 
and was positively evaluated.28 A nationwide 
NPTP, led by the University of Auckland with 
other partners, is now being funded by the 
Ministry of Health from 2021 increasing the 
number of training places and focusing on 
priority areas including PHC, and the Māori, 
and Pacifi c NP workforce. Delivering a 
nationally consistent training programme is 
essential for the long-term establishment of 
this workforce.

At the time of writing, there is no national 
guidance or agreement for NP salary, with 
each NP required to negotiate their own 
salary and terms and conditions. Those 
employed by DHBs may be under the DHB 
multi-employer collective agreement (MECA) 
at a senior nurse level. For ongoing regis-
tration with the NCNZ,16 NPs are required to 
undertake a minimum of 40 hours per year 
of professional development and ongoing 
peer review of their prescribing practice 
by an authorised prescriber to maintain 

registration. Of our respondents, 60% had 
$2,000 or less available annually for profes-
sional development. Establishing guidance 
and at least minimum requirements for 
employment, salary, and professional devel-
opment is going to be a necessary step to 
protect this emerging workforce. 

Limitations
Respondents self-selected with a 

reasonable response rate of 70%; however, 
the actual sample size was estimated 
as there was no defi nitive denominator 
available. Because of the multiple settings 
and currently relatively few NPs working 
across those many settings, in-depth analysis 
of variables has not been undertaken. 
Workforce data in New Zealand is variably 
collected and described, which does not 
allow for easy comparison. 

Conclusion
The potential contribution of NPs in 

addressing health inequalities is well 
described in the literature1,7,32 and aligns 
with the WHO’s broader defi nitions of 
PHC.22,33 The New Zealand NP workforce is 
growing with an estimated 60% working 
in a range of settings broadly defi ned as 
PHC. This survey of 160 NPs has provided 
a stocktake of work, employment condi-
tions, and barriers to optimising their scope 
of practice. With the GP workforce crisis 
looming large; the burgeoning of long-term 
conditions and mental health and addiction 
problems; a growing elderly population 
and frail elderly in aged residential care; 
and persisting health inequalities, it seems 
that now would be the time to facilitate the 
establishment of the NP workforce. 
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