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Executive Summary 
This paper is a report of the consultations undertaken by VAADA in relation to the Regional and Rural Service System Review (RRSSR) that was completed by Turning Point in September 2004.  

The Drugs Policy and Services Branch (DPSB) of the Department of Human Services (DHS) requested that VAADA consult with the sector on one specific component of the RRSSR – that is, the recommendation to develop the nurse practitioner model to enhance and extend existing drug treatments available in regional and rural Victoria.  It provided VAADA with a project brief outlining the key areas on which it sought the sector’s perspective.  

DPSB stated that it wanted to further explore the development of a nurse practitioner model as a strategy for enhancing health care delivery for rural and regional clients through combining advanced nursing and health knowledge with skills and clinical expertise.  

The consultations, therefore, focused on the following themes:  

· the level of support of drug treatment services for the nurse practitioner model
· agencies views on capacity of the nurse practitioner model to resolve issues specific to clients in rural and regional areas
· impact of nurse practitioner model on rural and regional service system workforce

· impact of nurse practitioner model on resources of rural and regional service system
Emerging from the consultations was general support for the development of a specialist alcohol and other drug (AOD) nurse practitioner model.   Agencies indicated that they believe there are advantages of nurse practitioners over general practitioners in rural and regional communities.  
In particular, participants in the consultations identified advantages for clients of an AOD nurse practitioner.  Some of these advantages included the perceived availability of nurse practitioners in comparison with GPs, a more holistic approach of nurse practitioners, their potential capacity to undertake outreach and the possibility of reducing waiting lists.   
Advantages were also perceived for the workforce.  The suggestion was made that the AOD nurse practitioner role might provide a career pathway for those with a specific interested in AOD and nursing in rural areas.   With limited numbers of nurses in these areas, the AOD nurse practitioner may provide a new career avenue to pursue.
At the same time, however, participants in the consultations felt that if the appropriate structures for AOD nurse practitioners weren’t put into place, this could have the opposite effect and create a less appealing career pathway.  Isolation, the complexity of clients and the need for a career structure were raised as issues that need to be considered in developing the AOD nurse practitioner model.  One suggestion was made that a possible structure for rural AOD nurse practitioners might involve a team structure – whereby the nurse practitioner has access to supervision and mentoring and other colleagues to workshop issues with.
In considering where the AOD nurse practitioner might fit within the drug treatment service system – the consultations revealed a mixed response.  Some supported the introduction of the AOD nurse practitioner as a component of the drug treatment service system, yet were strong in their view that additional resources would be vital.  In view of the wage structure of nurse practitioners and the additional measures (such as clinical supervision) that would need to be incorporated into agencies, it was felt by most that these were not costs that could be absorbed by drug treatment services without additional funds.
On the other hand, however, some were adamant that the AOD nurse practitioner model should sit within the extended health system – not the specialist drug treatment service system.  These participants favoured a holistic approach to health.  Consideration about the issue of whose ‘responsibility’ it is to provide the governance structure for AOD Nurse Practitioners is vital.  

Putting aside considerations about the sector the role ought to be located within – the consultations revealed broad support for a holistic approach to any model that is introduced.  
Additional concerns outside the project brief were raised by participants in the consultations.  These ranged from concerns about the capacity of nurse practitioners to issue prescriptions, to bulk bill and to provide certification for work absence.  VAADA understands that these issues are being explored further in the development, implementation and evaluation of the nurse practitioner model.   It is important to note that any development of that model to enhance and expand existing drug treatments will need to consider issues unique to the AOD sector.
Summary of Issues & Recommendations

The following recommendations draw upon the key issues and concerns of non-government AOD service providers consulted in the development of this report. 

Level of support for the development of the nurse practitioner model 
Summary and recommendations:

The consultations revealed that the majority of participants supported the development of the nurse practitioner model to enhance and extend existing drug treatments available in rural and regional Victoria.  

Recommendations:

· That the nurse practitioner model be developed to enhance and expand existing drug treatment services, with the following provisos:

· that the model be developed at no expense to current drug treatment services and programs;
· that further investigation be made into whether the nurse practitioner should sit within the drug treatment service system or the broader health system;
· that the AOD nurse practitioner model contribute to a holistic approach to health and drug treatment;
· that professional accountability and governance measures be built into the model; and
· that guidelines around training and support are incorporated into the model.
· That the AOD nurse practitioner model incorporate learnings from the current evaluation of the nurse practitioner model in the broader health system – and that these are adapted to suit the complexities of service delivery in regional and rural Victoria (See Appendix G).
The AOD nurse practitioner and meeting the needs of clients in rural areas
Summary and recommendations:

The consultations revealed that agencies generally felt that if adequately resourced and developed, the nurse practitioner model has the potential to resolve issues in the AOD sector in regard to:

· waiting times

· access to services

· issues of distance and isolation

Recommendation:

· That improving responses to clients needs to be a paramount consideration in the development of the nurse practitioner model to enhance and extend existing drug treatments.

Potential impact of the AOD nurse practitioner on the rural workforce
Summary and recommendations:

The consultations revealed that there would potentially be both negative and positive consequences emerging from the development of the nurse practitioner model to enhance existing treatments.  The positive impacts included the potential benefits for clients, a more holistic response and improved linkages cross-sectorally, the reduction of waiting lists and the perception that there would be improved access.  The potential negative impacts were largely in relation to possible resource impacts and the lack of clarity around the proposed governance and accountability structures and the potential impact on agencies.  Additional concerns were around issues of isolation and distances that might need to be covered by nurse practitioners engaged in outreach work.

Recommendations: 

· That the potential for both negative and positive impacts on the workforce are recognised and identified;

· That the extent of the negative impacts will depend on the model developed, which indicates the significance of ensuring that  the development process: 

· scopes the project adequately

· identifies the potential positive and negative impacts

· provides the necessary flexibility in implementing the model  to work through problems that arise

· incorporates ongoing evaluation to monitor the impacts on the workforce

Potential resource implications for rural services of the AOD nurse practitioner 
Summary and recommendations:

While there are advantages of introducing a nurse practitioner model to enhance and expand existing drug treatments, it cannot be assumed that this could effectively occur without the additional resources. 
Recommendations:

· That it be recognised the ‘cost-neutral’ development of such a program is not feasible

· That it be recognised that there will be a range of resource implications, including:

· program development – including staff time

· resourcing new workers – vehicles for outreach, equipment, etc.

· salaries for workers

· supervision of workers

· That additional funding is provided to the sector to cover any costs involved in developing programs with nurse practitioners.

Other concerns raised
Summary and recommendation:

Additional concerns outside the project brief were raised by participants in the consultations.  These ranged from concerns about the capacity of nurse practitioners to issue prescriptions, to bulk bill and to provide certification for work absence.  VAADA understands that these issues are being explored further in the development, implementation and evaluation of the nurse practitioner model.   

Recommendations:

· That any development of that model to enhance and expand existing drug treatments considers issues unique to the AOD sector – particularly in regard to prescriptions, bulk billing and issuing certificates for work absence.
· That the AOD nurse practitioner model incorporate learnings from the current evaluation of the nurse practitioner model in the broader health system – and that these are adapted to suit the complexities of service delivery in regional and rural Victoria.  (See Appendix G)
1.  Overview 
The report that follows is a more detailed outline of the responses by participants in the consultation process to the recommendation within the RRSSR that the nurse practitioner model be developed to enhance and extend existing drug treatments in regional and rural Victoria. 
The key messages of the responses from the consultations were:

· That there is a need for greater clarity regarding the AOD nurse practitioner model – what the role will involve (levels of skills and competency) and how it will be integrated into the AOD sector (through the broader heath system or through the drug treatment system);

· That the nurse practitioner model needs to contribute to and expand upon holistic approaches to drug treatment – including flexibility in its response across regions and the development of collaborative linkages across sectors and within the community;
· That the AOD nurse practitioner model is designed with clear governance and accountability structures;

· That if developed as an expansion and extension of existing drug treatments, the nurse practitioner model is adequately resourced and funded.

The following report is structured around the four areas that recommendations have been made.  

The contents include:

1.
Overview

2.
Background & Policy Context

3.
Methodology

4.
Level of support for the development of the nurse practitioner model
5.
Anticipated benefits for clients in rural and regional areas
6.
Potential impact of the nurse practitioner model on the rural & regional workforce
7.
Potential resource implications of the development of the nurse practitioner model
8.
Conclusion

2.  Background and Policy Context
In 2003, the Drugs Policy and Services Branch (DPSB) within the Department of Human Services (DHS) commissioned a review of the Drug Treatment Service (DTS) in Victoria.  This review, undertaken by Turning Point Alcohol and Drug Centre, raised a wide range of issues amongst service providers about its views on the future shape and direction of the Alcohol and Other Drugs (AOD) sector in Victoria.  The scope of the review was limited to discussing systems change in a cost neutral environment.  In May 2004, VAADA wrote a report (based on sector consultations) in response to the Service System Review and its recommendations.

Additional reports were commissioned by DPSB (and also conducted by Turning Point) to provide a more detailed investigation into specific components of the DTS – in particular, the Rural & Regional Service System and Youth Service System.  

To ascertain the views of the AOD sector, DPSB requested the peak body for alcohol and drug services – the Victorian Alcohol and Drug Association (VAADA) – undertake sector consultations in regard to specific recommendations made in the Service System Reviews.  VAADA was provided with project briefs in relation to both the Youth Service System Review (YSSR) and the Rural & Regional Service System Review (RRSSR).

This report is in response to the RRSSR.  The final report of the Rural & Regional Service System Review (RRSSR) is currently available on the DHS website at:

http://www.health.vic.gov.au/drugservices/pubs/ruralpathways.htm 

A key point of discussion in the RRSSR was the difficulties experienced by rural and regional Victoria in accessing a number of service types.  The review concluded that development of a ‘Nurse Practitioner’ model might enhance health care delivery for rural and regional clients by combining advanced nursing and health knowledge with skills and clinical expertise. 

As part of the process of determining the feasibility of changes to the youth drug treatment service system, Drugs Policy and Service Branch (DPSB) within DHS requested that VAADA conduct further consultation with the field and prepare a discussion paper on the nurse practitioner model.  DPSB asked VAADA to consult with the sector on a specific component of the RRSSR – that is, the recommendation to develop the nurse practitioner model to enhance and extend existing drug treatments available in regional and rural Victoria.  
This report is based on VAADA’s consultations with non-government alcohol and other drug treatment service providers. 
The timelines for the consultations were limited – which, in turn, has had implications for the design of the consultations.  Furthermore, based on the DPSB brief, they needed to be carried out between November and February.  This is a busy period of the year when workers are often on leave and agencies are filling the gaps with locum workers and extra hours.  Bearing this in mind, the response rate was relatively high – with approximately 65 agencies and individuals engaging in the consultations undertaken in both metropolitan and rural Victoria.  VAADA is of the view that had the consultations occurred at a different time of the year and with fewer time constraints – there would have been a higher response rate.

What is the AOD Nurse Practitioner Model?

The development of the nurse practitioner model to include an AOD speciality was proposed by Turning Point in its report on the rural & regional SSR in response to the difficulties experienced by clients seeking to access a range of service types (p.78).

The nurse practitioner role – which is currently under evaluation in Victoria – is defined by the Department of Human Services in the following way:
A nurse practitioner is a registered nurse educated for advanced practice who is an essential member of an interdependent health care team an whose role is determined by the context in which they practice.  The nurse practitioner role is at the apex of clinical nursing practice.  The role extends current clinical nursing practice, is advanced, with a strong foundation in knowledge, skills and competencies, for both population and individual health, and may include prescribing medications, initiating diagnostic imaging and laboratory testing, approving absence from work certificates, referring to specialists, and admitting and discharging consumers.

The role incorporates core nursing components including advanced clinical assessment and treatment approaches, education, counselling, research, quality improvement, administration and management.  It is a multifaceted clinical role involving collaborative relationships with other disciplines, in partnership with consumers and communities, while retaining a nursing perspective.  (DHS, 2004)
Turning Point’s report recommended that this role be expanded to the AOD sector – to enhance and expand existing drug treatments.  The recommendation was based on its understanding of the potential of the nurse practitioner model.  The following comments were made:

The model involves the integration of advanced nursing and health knowledge, skills and clinical expertise into daily practice.  This specialist role assists in the promotion of care between health providers and in partnership with clients and communities.  (Turning Point, 2004).

General agreement was reached at the consultations in regard to an understanding of what the key characteristics of the nurse practitioner role in the alcohol and other drugs sector.  These include:
	Characteristic
	Further explanation

	Flexibility
	Access to health care for clients when it is required rather than when they  are able to get a GP appointment

	Personal Education
	Identification and understanding of local cultures, as well as increased educational needs

	Client and community education
	Concerning harm reduction around alcohol and other drug use, and other broader information (eg. blood borne viruses, vein care, wound care, dental care, sexual health and overdose prevention)

	Assessment
	A holistic approach relating to general, mental and emotional health, as well as alcohol and drug history, followed by appropriate referral, liaison or co-case management with other general health/mental health services

	Counselling
	Alcohol and other drug counselling, as well as generalist counselling (eg. Pre and post counselling for Hepatitis C and HIV)

	Diagnostics
	Pathology testing of blood for viruses, liver function and sexually transmissible infections

	General Health
	Immunisation (eg. Hepatitis A and B)

	Withdrawal Services
	Provision of inpatient and outpatient withdrawal services

	Outreach
	Engagement of clients in their own environments by direct contact, or by accompanying outreach workers to street outreach activities


	Characteristic
	Further explanation

	Prescribing
	Symptomatic medication for withdrawal symptoms, and the treatment of primary health care issues involving the prescribing of antibiotics, contraception,  and asthma relieving medication
Schedule 8 (S8) maintenance pharmacotherapies (Opioid drugs: eg. Codeine Phosphate, Methadone, Morphine and Non Opioid drugs)

	Bulk billing
	Ability to provide affordable medical assistance

	Certification
	Ability to approve absence from employment/Centrelink requirements during withdrawal period

	Linkages
	The ability to interact with other services other than alcohol and drug (eg. mental health, domestic violence, family support, employment and housing, education and training programs, parenting support)

	Funding
	If introduced, additional funding for nurse practitioners is integral to the effective development of any model


3.  Methodology
This VAADA report on the RRSSR was undertaken through consultations with the AOD sector on a specific component of the Review – that is, to explore the sector’s support for the development of the nurse practitioner model to enhance and extend existing drug treatment services in rural and regional areas. 
As the peak body representing Victorian alcohol and drug agencies, VAADA undertook consultation with the sector throughout Victoria to specifically explore levels of support for the development of the nurse practitioner model and its incorporation into the service system and to determine the key issues for services presented by the Turning Point report. 

As part of this process, VAADA conducted three rural consultations in the Gippsland, Grampians and Loddon Mallee regions.  Approximately forty three representatives from the sector attended these consultations (the consultation questions used are provided in Appendix A). 

This was followed by five key informant interviews from both metropolitan and rural regions, with a focus on those regions that were not involved in the consultations (key informant questions are provided in Appendix B).  Not all key informants approached were available to participate in consultations.
VAADA further attended two established network meetings in the East (Eastern Metropolitan Region AOD Network), as well as the North West metropolitan areas (Yarra Drug and Health Forum) to briefly present the project, describe aims, and invite sector representatives to provide independent written submissions. Approximately fifty four sector representatives were present. 
Additionally, VAADA utilised its already existing ENEWS list-serv, to invite other sector representatives to provide written submissions. ENEWS has an approximate 600 direct and indirect reader base.  

It is important to note that due to time constraints and the time of year, not all sector representatives were able to provide their individual input into this report. However, regardless of the limitations this imposed, the sample group was of a substantial size, and the key issues collected remained fundamentally parallel across most regions. VAADA is therefore confident that the consultations reflect the breadth of opinion of the drug treatment service system.

The consultation process was carried out in the following stages:

	Stages
	Process

	Stage 1:

Appointment of Reference Group
	· This stage of the project was conducted from the 5th of November to the 19th November 2004. 

· The VAADA Board acted as a reference group for this project, provided guidance to the project officer & oversaw the process, ensuring it was carried out within the guidelines in the Project Brief.

	Stage 2:

Consultation Process
	This stage of the project was conducted from the 19th of November to the 24th of December 2004. 

VAADA undertook an extensive and inclusive consultation with a range of stakeholders involved in rural and regional AOD service delivery. 

VAADA noted that there would be limitations with the consultation process considering its close proximity to the holiday season which could exclude many sector representatives from participating during the process. 

Service types that VAADA targeted in undertaking its consultation included:

· Stand alone specific AOD rural & regional services;

· Generalist AOD rural & services; and

· Metro AOD services with rural & regional clients. 

VAADA facilitated processes that allowed for a wide dissemination of the project and invited feedback from any interested parties to help ensure that the views expressed in the report, reflected the broad views of the sector, regarding the nurse practitioner model. 

The consultation process initially was intended to include:

· Key informant interviews X 5;

· Focus groups X 2;

· Invitation for written submissions through list serves; and

· The development and administration of a survey.




	Stages
	Process

	Stage 3:

Analysis of results
	This stage of the project was conducted from the 4th of January to the 17th of January 2005.

Primary tasks included:

· Summary of consultation  data;

· Results to be provided to the reference group to analyse and interpret consultation data; and

· The preparation of a draft report according to the reference group analysis and interpretation of consultation data and results. 



	Stage 4:

Draft report


	Draft report was delivered to the reference group, the sector and to DPSB for feedback and review by the 28th of January.



	Stage 5:

Review of report
	This stage of the project was conducted from the 28th of January to the 12th of February 2005. 

VAADA waited for comments provided by DPSB and made the report available for any final comment from the sector. Undertaking this step further ensured that the process continued to remain inclusive and transparent. 



	Stage 6:

Review of report


	This stage of the project was conducted from the 12th of February to the 28th of February 2005. 



4.  Level of support for the development of the Nurse Practitioner Model 

The consultations revealed that the majority of participants supported the development of the nurse practitioner model to enhance and extend existing drug treatments available in rural and regional Victoria.  

Some of the key factors that were essential to this support included:

· A holistic approach

· Flexible 

· Clearly defined

· Community education

Level of support

On the whole, there was general consensus surrounding the need to develop an AOD nurse practitioner model in rural and regional Victoria in line with the proposal in the RRSSR.  The degree of support, however, varied across regions.  Notably, those uncertain about the model were unprepared to express strong support or to reject the proposal based on such minimal information.  They felt the proposed model needed to be fleshed out more for agencies to get a sense of what it would involve.  Some participants felt the need for greater clarity around the model’s structure, its operation, the desired outcomes, and associated costs.  In particular, they wanted to know how such a model would be funded.  
This concern about the lack of information about the model – and the potential issues that have been overlooked, such as Indigenous health – is demonstrated in the following comment:

We support the concept of nurse practitioner being used within drug treatment, but do not support the recommendation as it stands.  Much more discussion must occur on what areas nurse practitioner can be used and it must be beyond the service area of withdrawal, prescribing and post withdrawal.  Too often these areas are identified at a cost to areas such as palliative care, chronic health care, and where within it all is indigenous health being factored into it?
One factor that was generally agreed upon was the need to have transference of skill made available from one region to another. They believed this would be crucial in the positive uptake of this model by current nurses. 

Some of the comments made by participants in the consultations included:

Yes as long as it comes with great education and support for those undertaking the role, and that the emphasis is on them as part of a service system and not lone operators (key informant 6).

In principle, yes …………if the sort of approach is consistent with the innovative type of approach outlined (key informant 5). 

Yes, if it is available in rural and remote settings, and is adequately resourced and there is appropriate professional accountability and supports built in. Yes if it comes with its own funding (key informant 4).
We are supportive of the model, as long as it received adequate supervision, and as long as it is applied in a social context (i.e. AOD), not a medical one. (Submission)

If there is sufficient education provided to agencies about the nurse practitioner role, I believe that there will be support for the role. Currently there are very few nurses in the AOD sector that are interested in, or experienced enough to become endorsed as nurse practitioners. This process needs to be driven by nurses who want to expand their careers in this direction (Submission)
One participant strongly opposed the development of nurse practitioner model to enhance existing drug treatments.  This participant’s objection to the recommendation in the RRSSR relates to a view that AOD treatments need to be more holistic – and similarly with the nurse practitioner role.  The comments made follow:

NO I do not support the recommendation of nurse practitioners in the service system – I support increased numbers of nurse practitioners across the health system responding to the whole range of people’s health needs including alcohol and other drug problems.  There are some wonderful examples in Scotland and rural Australia where the nurse practitioner model has had a very real impact on the health and well being of communities, not just the AOD clients.  
Similarly, another participant felt that the development of the nurse practitioner model to include drug treatment has implications for holistic responses to AOD issues.  This participant felt that if the role was extended, that it should be funded as an extension of the health system, not the DTS system:
The role of nurse practitioners in many rural areas of Australia is well and truly established and seen as invaluable.  Many already actively respond to alcohol and drug issues and while I support an extension of the nurse practitioner model, I do not believe that such an extension should be led or funded by drug treatment services… This is why I think it is important that these roles are not seen as part of the drug treatment system, but part of the extended health system, and are not funded by drug treatment funding. 

Clarity of meaning

Feedback received throughout VAADA’s consultation process clearly indicated that the nurse practitioner model needs to be more clearly defined, with precise detail provided in relation to numerous areas including the level of skill and competency required, to clearly separate it from other roles such as general community development work. 
Flexible model

Additionally, it was stressed by the majority of participants that the nurse practitioner model be flexible enough to encompass the specific needs of each independent region and not simply be based on the assumption that all regions are identical.  To achieve this, an in-depth needs analysis will be required, that takes into account specific factors, including population size, service accessibility, and the primary drugs used in each area. It is only through such an analysis that a clear and true level of understanding as to each region’s unique needs will be developed. 

As per every AOD program, a certain level of flexibility is required within the design, implementation, delivery and requirements of the nurse practitioner model in order for organisations and AOD workers to mould it for their own unique environment. This will ensure that it is appropriate and is practical in dealing with exceptional and specific needs.
A participant from the consultations stressed that:

A certain level of flexibility is required in order to ensure the model can be modified to best suit each individual rural region.

Flexibility should also be carried through to counter any constraints faced within organisations that will be involved in utilising and providing this service. This would require the provision of additional funding, and not simply the displacement of funds from one service area to another. 

Holistic approach

Participants revealed their support for a holistic range of interventions and treatment types as components of the nurse practitioner model. This should include assessment, counselling, general health, diagnostics, as well as client and community/sector education. 

Preferably, assessment would be undertaken holistically, and relate to general, mental and emotional health, as well as inclusion of AOD history. This would also incorporate appropriate referral, liaison and/or assisted engagement with other general/mental health services.

Provision of AOD counselling as well as generalist counselling (eg. Pre and post counselling for Hepatitis C and HIV) should be one of the fundamental key points to the nurse practitioner model.  

Client and community education  
In discussing community education, a large community health service pointed out that it would hope to see community education provided by nurse practitioners.  Yet it stressed that this be 

undertaken in a limited scope (strict boundaries), as this it was already an established area within many other fields. 
Where such activities were to be undertaken, they should be done in collaboration with other services in order to provide a broader response for the community, whilst maximising resources. Additionally, if community education was perceived as a fundamental part of the nurse practitioner model, appropriate time and funding would need to be allocated to ensure that its provision would not take away from other more important activities. 

In agreement, another large service provider stated that even though ‘nurses often have high credibility within the community’ the opportunity to provide education would be present, but ‘considering the significant lack of resources (medical support), the demand on the nurse practitioner will be so great that community education is best left to other staff. The nurse practitioner will inevitably provide indirect education and modelling within health services’. 
A key informant (1) noted that ‘where there are emerging public health issues within specific communities, it is appropriate that a certain level of community education take place, especially in such areas as sharing syringes, unsafe sex, etc’; but that community education was not the only area of education nurse practitioners could assist in. nurse practitioners could also be utilised as a tool in educating nursing and allied health service staff (e.g. Hospitals and GPs) in the local community about their own activities, what they have seen and what other groups are doing within the region in order to develop better understanding and links between sectors, and ultimately gain better outcomes / experiences for clients.

Recommendations 
· That the nurse practitioner model be developed to enhance and expand existing drug treatment services, with the following provisos:

· that the model be developed at no expense to current drug treatment services and programs;

· that further investigation be made into whether the nurse practitioner should sit within the drug treatment service system or the broader health system;

· that the AOD nurse practitioner model contribute to a holistic approach to health and drug treatment;

· that professional accountability and governance measures be built into the model; and

· that guidelines around training and support are incorporated into the model.

· That the AOD nurse practitioner model incorporate learnings from the current evaluation of the nurse practitioner model in the broader health system – and that these are adapted to suit the complexities of service delivery in regional and rural Victoria.
5.  The AOD Nurse Practitioner and meeting the needs of clients in rural areas

Agencies and individuals who participated in the consultations felt that the development of the nurse practitioner model had considerable potential to meet the needs of clients in rural and regional Victoria.  

It was widely accepted that for clients in rural and regional Victoria there are a range of factors that impinge on their ability to access adequate services.  

Consultants felt that the development of the nurse practitioner model to enhance existing drug treatment services had the potential to improve responses to AOD clients in a range of ways.  These include:

	· Flexibility 

· Improved health care

· Assessment 

· Counselling 

· Linkages 

· Holistic approaches 


	· Approachability 

· Availability of resources to clients

· Provision of care

· Cost reduction

· Outreach 

· Family support




Flexibility
The consultations revealed support for flexibility in any nurse practitioner model developed to enhance existing drug treatments.  This was considered important to encompass the specific needs of each client.  

It was also seen as important to developing the model to suit the unique needs of local areas – which are not always reflected in generalist assumptions where the differences of regions can be overlooked. This flexibility should allow for a needs analysis to be conducted (taking into account population, access to services, primary drugs used) in order to develop a clear understand of each region’s unique needs.

Improved health care

Participants in the consultations felt the AOD nurse practitioner model would potentially enable clients in remote areas to receive a service that would go beyond the scope of the services they currently receive – and particularly in regard to medical support and assistance.  The nurse practitioner, therefore, would potentially provide AOD clients with a more holistic health response – including information and advice about Hepatitis A and B immunisation, contraception, antibiotics and blood testing.  Pathology testing for viruses, liver function and sexually transmissible infections could potentially be a component of the nurse practitioner model that is extended to the AOD nurse practitioner. 

Some participants felt that the nurse practitioner may have a role to play in community education around emerging public health issues relevant to AOD issues – such as sharing syringes, unsafe sex, etc.  The AOD nurse practitioner could also provide a role in strengthening links between sectors and potentially gain better outcomes / experiences for clients through improved collaboration across sectors.  For example, appropriate referral, liaison and/or assisted engagement with other general/mental health services.

A large drug specific agency noted:

Where there are emerging public health issues within specific communities, it is appropriate that a nurse practitioner actively engage in and provide preventative measures.

A holistic range of interventions and treatment types could conceivably be made available through the nurse practitioner model. This might include assessment, counselling, general health, diagnostics, as well as client and community/sector education. 
Assessment 

A holistic approach by nurse practitioner models of assessing clients was considered by participants as offering the greatest benefit for clients.  If assessment were approached holistically – to relate to the general, mental and emotional health in addition to AOD history – participants of the consultations felt there would be improved responses to clients in rural regions.  

Participants felt that the assessment at an advanced and extended level should include comprehensive psycho-social assessment, physical assessment (including abdominal / vein palpation; ordering urine and blood tests), family / significant support persons, and relevant additional components (eg. Mental health disorders; medical conditions; infectious diseases and pregnancy) (DANA 2003). Participants highlighted that this should also be followed by appropriate referral, liaison and/or assisted engagement with other general/mental health services.

A large community health agency provided the following comment:
If nurse a practitioner was able to attend to initial work up of client such as assessment & screening (urines & bloods) then GP’s may be able to better respond to ongoing supported management…. This may also increase capacity of rural hospitals to respond to medical management issues for withdrawal. 
A large AOD service provider additionally responded by stating that:

Assessment should include the identification and documentation of the client’s AOD history and appropriateness for outpatient / inpatient withdrawal services or maintenance pharmacotherapies; assessment of general / mental / emotional health and follow up with referrals / assisted engagement with general health / mental health services. 

Counselling  

Participants highlighted that AOD counselling, as well as generalist counselling (eg. Pre and post counselling for Hepatitis C and HIV) could be a key characteristic of the AOD nurse practitioner model.  Counselling is integral in effective treatment – it provides support structures, motivation and assists in correcting any misconceptions the client may have about their options for treatment. “No medication alone will be effective in the treatment of drug dependence without psychosocial interventions like counselling” (Dr. McKenna & Astolfi).

Counselling can include motivational interviewing, brief interventions, cognitive behavioural therapy, and goal setting. Additionally, counselling may also raise and provide assistance for interpersonal violence, youth issues and sexual assault (DANA 2003).  Again, this provides the context for more holistic interventions and potential cross-sector collaboration.
Provision of AOD counselling as well as generalist counselling (eg. Pre and post counselling for Hepatitis C and HIV) should be one of the fundamental key points to the nurse practitioner model.  

Withdrawal Services  

Participants felt that with the provision of inpatient and outpatient withdrawal services would be a characteristic of the AOD nurse practitioner model that would assist in providing improved responses for clients.  

In rural regions where there is lack of access to GPs – and in some instances a lack of interest from GPs, limited capacity for GPs to respond due to extreme patient workload, or GPs own personal reluctance to engage such clients because of lack of knowledge and / or expertise (Medium sized healthcare provider). 

A large drug specific provider suggested:

It seems there are at least three clinical roles for a nurse practitioner in rural communities – in rural withdrawal services, in rural methadone services and in meeting currently un-serviced needs in Hep C, palliative care, and case management for complex AOD patients 

Linkages 
Due to the type of work AOD nurse practitioners might undertake (outreach and sector education), participants felt they would be ideally suited to establishing links with small rural hospitals, health professionals and other medical practitioners that will enabling multiple points of referral for clients.

In developing these contacts with other services in the area, both AOD related and general health (eg. mental health, domestic violence, family support, employment and housing, education and training programs, parenting support), providing information, understanding, and support across organisations making them more resource efficient, and ultimately creating more opportunities for clients.  

Three large AOD service providers commented:

I would like to see more nurse practitioners able to…. link into mental health, domestic violence, family support, employment and housing, education and training programs, parenting support
May also be an option to link it with GP practices, across multiple sites and as outreach services to smaller communities & work very closely with GPs in those communities.
Nurse practitioners have been shown to do this by facilitating access to, and retention in the health care system; via collaborative links and connections to the broader health care system; via a recognition that perceptions of health must be re-framed to incorporate not only disease based concepts, but also to encourage prevention and health promotion opportunities, and also via recognition that nurse practitioner play a boundary spanning role with other health professionals which involves some shared and some discrete tasks within each job role.
Holistic approach 

Participants felt that AOD nurse practitioners would have the relevant clinical experience developed through their educational requirements and field experience to work within all areas of drug treatment services. 
Additionally, the nurse practitioner’s extended practices (eg. general prescribing) would allow for a holistic and responsive approach to both AOD and none AOD issues, especially in those regional and rural areas where there is a lack of medical support. 
Approachability  
Participants felt that nurses are regarded more approachable and empathetic than medical practitioners; they tend to use less technical language; are regarded as more practical and more suitable for discussion of certain complaints.  

This would potentially provide improved responses to clients in rural areas. Higher number of clients might access services, and there could potentially be a higher level of satisfaction with the services provided.
Availability of resources to clients
The general consensus was that the greatest benefit of this model would be the increased available services to clients. 
Rurally isolated clients would have easier access to drug treatment including withdrawal, pharmacotherapy, and counselling – which in turn would reduce  client deterrence, as well as feelings of anxiety, vulnerability, helplessness and frustration commonly faced by AOD clients – ultimately enhancing engagement rates and increasing the potential for client recovery. 
A participant at the Gippsland consultations stated:

The general consensus was that the greatest change to resources would be the increased available services to clients – though it was not perceived that this new method would draw many more people to the services, rather provide better services to the current groups accessing drug and alcohol services. 

Provision of care  

Nurse practitioners have the capacity to spend more time with their clients compared with GPs. This can facilitate the development of stronger and more supportive relationships, and in turn create the opportunity for follow up of prevention and health promotion opportunities.  
Additionally, the nurse practitioner system could potentially decrease waiting times, which in turn would reduce an individual’s risk of harm from ongoing intravenous drug use, including exposure to blood born viruses and risk of death from overdose (Taylor & Pultz 2002). 
Cost reduction 

Nurse practitioners could potentially generate cost savings by providing timely on-site care, thereby reducing costs associated with referral, medical treatment for health issues that could be dealt with less expensively if recognised earlier, and hospital admissions that may occur with some clients if left without treatment.
A large AOD service provider noted:

There are numerous studies to indicate that the appropriate use of nurse practitioners can reduce health care costs without jeopardizing care.
Prescriptions 

Participants in the consultations indicated a broad view that unlike many GPs, nurses often subscribe to a more cautious approach for treatment – often not choosing drugs as a first line of treatment, and more likely to recommend non-pharmacological treatments.  

Additionally, if allowed to prescribe, time would be saved for not only nurse practitioners themselves, but also GPs who would otherwise need to be contacted and informed about the client before prescriptions could be signed (in many cases GPs simply endorse the nurse’s decision without question); but more importantly, there would be limited waiting periods for clients. 

Outreach 

Many clients need to be able to access drug treatment services without being removed from their support networks.  
Local services are, in most cases, more likely to allow a person to maintain connections with family, housing and employment and are therefore, in most cases, more likely to succeed (Though it should be noted that there are a limited number of cases where removing people from the environment in which their drug use is a problem may be beneficial).

.

Family support 
A participant at one of the consultations expressed concern that 

the nurse practitioner model does not allow for family treatment when dealing with a drug and alcohol cases – for instance, if the nurse practitioner arrives to deal with a drug and alcohol client, and sees a child with an illness, that child (or family member) would not receive treatment from the practitioner because of legislation, which requires only the direct client be treated. 
Potentially, this issue could be resolved by having the AOD nurse practitioner model tied in to agencies instead of being a stand alone concept, whereby the client can be referred to other staff members within organisations that would have specific knowledge in the area of the client’s needs. 

Other strategies might include ensuring close collaboration with families and the community, co-case management and linkages with other sectors.  The nurse practitioner model appears to have the capacity to achieve this level of collaboration.
Recommendation 
· That improving responses to clients needs to be a paramount consideration in the development of the nurse practitioner model to enhance and extend existing drug treatments.

6.  Potential impact of the AOD nurse practitioner on the rural and regional workforce

Participants in the consultations revealed their expectations that there would potentially be both positive and negative impacts on the drug treatment service workforce.  These are very dependent on how the nurse practitioner is introduced – that is, as part of the health sector or as a component of the AOD sector.
Issues regarding the degree of autonomy within the role and the supervision of nurse practitioners were raised by participants as having potential consequences for the workforce.  The scope of the role was also expected to have implications for the workforce – for example, if it takes on an outreach focus, if it’s responsible to several AOD services, or if it’s specifically attached to one service.  
Furthermore, there are also implications emerging from these issues that will affect both the drug treatment service workforce and the workforce of potential nurse practitioners.  Key amongst those implications is the resourcing issue – which is discussed in the next section.  Also important, however, are the issues of isolation, complexity of clients and career structure and what this means for those in the sector. 
Supervision of Nurse Practitioners
Participants in the consultations indicated the need to ensure adequate supervision and monitoring of nurse practitioners.  This is integral to the need for appropriate governance and accountability structures.  

In order to determine how supervision and accountability structures would operate, the lines of responsibility and authority need to be determined.  

One suggestion in the consultations was that a steering committee of health / medical and AOD treatment services (made up of a broad representation of the sector and health services) could be appointed to provide support and drive implementation of the project.  Such a committee could ensure that guidelines were established regarding role, responsibility and scope of practice.  The steering committee could oversee a pilot project and evaluate the nurse practitioner model.  Monitoring and review needs to be an essential component of evaluating the nurse practitioner model.  A steering committee could ensure quality improvement strategies were integrated into the development of the model, potentially including the scope of the role, monitoring practice, assessing practice and feedback / recommendations through a regular case review and client feedback.  
To evaluate the effectiveness of an AOD nurse practitioner model, it is conceivable that the key performance indicators outlined by DANA could be trialled.  These are:

	Indicator
	Measures

	Safety
	· Adverse events including adverse drug reactions;

· Incident reports; and 

· Response times

	Effectiveness
	· Working with best practice clinical guidelines; and

· Adverse events during episodes of care.

	Appropriateness
	· Patient / family input care planning; and

· Complaints about care.

	Patient / family participation
	· Patient / family input into care planning; and

· Patient / family satisfaction survey

	Efficiency
	· Referral patterns;

· Number of collaborative care plans with community services;

· Evidence of referral to other services;

· Reduced bed occupancy time; and

· Number of training and education sessions


A large AOD service provider was of the view that the NBV (which has established practices for nurse practitioners) could further provide monitoring of the AOD nurse practitioner model:

Continuing competencies for maintenance of nurse practitioner endorsement would be monitored every three years according to the professional development of the nurse practitioner and their ongoing research activities. 
Professional education and specialisation could be developed through ongoing education and involvement with medical practitioners. 
Clinical supervision is also important for nurse practitioners, and it would be critical that clinical supervision be provided by a person with good medical / prescribing / AOD knowledge.  
A participant at the Gippsland consultation group noted that, ‘If the nurse practitioner model is tied into a service, then the management of that service should be providing the monitoring’.

This raises potential difficulties for the AOD sector.  Nurse practitioners will often be at the apex of nursing practice within their organisation (incorporating core nursing components including advanced clinical assessment and treatment approaches, education, counselling, research, quality improvement, administration and some management) and may need to seek clinical supervision from other external sources like AOD organisations, medical practitioners and pharmacists, because their present supervisors may not be adequately experienced or educated in the field to provide the appropriate level of supervision that will be required. 
For this reason, it will be important for AOD nurse practitioners to collaborate with other AOD professionals to maintain the clinical expertise within the sector and to support the nurse practitioner role. As part of the ongoing commitment to research and the nurse practitioner role, it is envisaged that AOD nurse practitioners and the organisations employing them will evaluate and monitor the efficacy and benefits to the client population and the organisation.

A participant at one of the consultation groups added that, ‘a certain level of self responsibility should additionally be undertaken by the nurses, including responsibility for all their clinical decisions’. For this reason, it will be important for them to put accountability measures in place to ensure they operate as a safe and effective practitioner. 
Training and education for nurse practitioners
The issue of competency training and accreditation was a key concern for many participants. In determining who should, or would, be capable of training AOD nurse practitioners, most agreed that training should be undertaken with a higher educational and clinical delivery requirement than current standards, by competent nursing organisations or universities with recognised international and national competencies in education. 
It was felt by many participants that the training itself should have a specific rural oriented focus, and include a variety of advanced training and subsequent assessment of competency in such areas as ‘advanced clinical assessment’ – which is described by Taylor and Pultz (2002) in relation to the development of the Queensland model  of the nurse practitioner as: 

Interpretation of pathology results, abdominal examination, respiratory auscultation, and signs of withdrawal and intoxication); pharmacology; neurobiology and psychology of assessment; counselling; immunisation; dual diagnosis and treatment options, as well as clinical management (Taylor and Pultz 2002).

In relation to ongoing competency levels, a large AOD service provider expressed the view that:

It is the responsibility of the Nurses Board of Victoria (NBV) and the nurses endorsed as AOD nurse practitioners to ensure that AOD professional nursing competencies are maintained.

In view of the advanced, specialist knowledge that nurse practitioners will possess, participants felt that each nurse practitioner should be assigned an AOD doctor as mentor or an appropriately qualified supervisor for a period of time to enable full accreditation, as per the psychiatry field. Additionally, competency should be based on continued education, through a system similar to the Continued Medical Education (CME) points system. It should be the responsibility of the NBV to ensure that these nursing competencies are maintained. Additionally, nurse practitioners can also be encouraged to attend professional development as a means to maintain their registration, similar to that of the RACGP. 


An issue of large concern identified by many participants was the need to ensure that nurse practitioners would not only be seen as competent by the broader medical field, but also accepted. This is an issue that would require extensive ongoing work, prior to and during the introduction of nurse practitioners.


Regarding funding for personal education, one consultation participant suggested that
DHS look at how they have initiated and funded education and training previously – for example, CERT IV in AOD for agencies, and established scholarships for nurses enrolling in the Therapeutic Medication Management course that is an essential criteria for endorsement as a nurse practitioner. 
It was also strongly felt that funding should encompass ongoing competency training / accreditation. 

Outreach / Extended Practice 
Consideration was given to strategies for AOD nurse practitioners to work with the distances in rural and regional Victoria.  To cover the distances and ensure that clients have access to services they need, participants felt that outreach would be central to the AOD nurse practitioner model.  

One participant in the consultations said:

Outreach is the only way this system will work as there is no public transport for clients to utilise in order to access services. 
Two large AOD service providers noted that nurse practitioners ‘can develop a practice that operates as both an outreach service and a clinic based service depending on the area covered geographically, and the needs of the clients’.  

It is their view that the engagement of clients ‘is best done in their own environment by direct contact, or by accompanying outreach workers on street outreach activities’. 
Additionally, a nurse practitioner ‘could assess clients in rural hospitals, and see some clients in a co-located clinic alongside medical practitioners’. 
The issue of geographical boundaries and their limitations on providing services to such a vast area was raised by participants who cover large regions.  The only way to address this would be through ensuring that there are adequate numbers of nurse practitioners appointed to cover the areas. Strategies to overcome this might include the placement of multiple full-time nurse practitioners across the region, or numerous full-time split positions that can cater to more than just one part of each region. 

Availability of resources to AOD staff 

Nurse practitioners could acquire and distribute up-to-date information about AOD matters in general and the activities provided by other services via their development of linkages.  

This could lead to the development of working relationships across many different sectors (eg. AOD and medical), that would eventually provide further benefits to clients.

It is also important to note, however, that secondary consultation is time-consuming for AOD staff and is often an unfunded expectation.  

Recruitment of staff to rural areas 
The nurse practitioner model potentially creates a new avenue for individuals in rural areas who want to advance in their chosen career of nursing. It will provide a specialised clinical pathway for career development among nurses within the AOD sector and may also provide an avenue by which to attract workers to rural regions. 
At present there are very few career advancement opportunities in rural areas, resulting in limited number of not only nurses, but other medical practitioners being available for clients to access.  

The number of staff working in the field is also diminishing as they seek work elsewhere in management rolls or other industries that are more lucrative. This stems from poor resourcing of the sector due to historically very low levels of funding and the impact of perceived inflexible funding arrangements that leaves agencies unable to provide adequate remuneration and professional development opportunities comparable with similar employment in others sectors (such as government).
Support for GPs 
The nurse practitioner model could be used to lend support to medical practitioners in rural and regional areas who at present are not interested in becoming Methadone / Buprenorphine prescribers because of the lack of clinical support offered to them, or because they are already inundated with patient loads (which may not necessary, and most probably are not made up of many AOD clients). 

Perceived disadvantages of the Nurse Practitioner model
Participants in the consultations raised a range of concerns about the potential disadvantages of this model.  Many felt these disadvantages would be similar to those faced by the current nursing profession, but would further include the creation of new complex and widespread issues – ranging from political (eg. doctors vs. nurses), through to the creation of unrealistic expectations for clients. 

All of these depend on the precise details contained within the model adopted, how it is funded and how the positions are advertised, promoted and established.
The perceived disadvantages of the nurse practitioner model highlighted throughout the consultations include
· Isolation 

The isolation of stand alone workers in remote areas, and the possibility of a lack of support could place nurses at risk – this is of particular relevance if nurses are allowed to prescribe S8s. 

· Complexity of clients

The complexity of clients can at times be extremely varied (eg. dual diagnosis / dual morbidity). 

In such cases, numerous issues will arise including the ability to determine the level of the client’s satisfaction (for example, if the client has a disability such as acquired brain injury, or a psychiatric disability). 
· Lack of career structure

Even though the nurse practitioner model is perceived as a system whereby individuals in regional and rural areas can develop their skills and obtain better employment, all regions consulted felt that:

in its current form, the nurse practitioner model does not allow for nurses to move from one region to another and maintain / transfer their accreditation” to new positions. 
Because of this, the career structure notion could prove limiting for those who don’t intend to remain in one area for extended periods.  
Additionally, all regions consulted were concerned that if
there were only a limited number of nurse practitioners Victoria wide, it would create gaps in service provision if a nurse practitioner moved away from an area.
· Workforce development

It has traditionally been considered that good practice prevention and treatment are dependent on appropriate staff education and training. But just as the behaviour of a drug user does not exist in isolation, workers too are influenced by their workplace context and culture. The concept of ‘workforce development’ recognises that there is a wide range of factors that affect work practice. It also recognises that focusing exclusively on education and training without considering factors that support each worker’s practice, such as workplace culture and infrastructure, will reduce effectiveness (ADCA 2003).

One participant in the consultations pointed out that ‘not only do the nurses require additional training, but so too do those who will work around them’.
For the nurse practitioner model to be effective, it would require high level workforce development that incorporates policy creation / modification, as well as systems and structures that create and sustain the work environment. This would ultimately be expensive, and would need to be a cost covered by the government as most service providers are unable to afford nurse practitioners let alone the changes required for their implementation. 
· Limitations of geography

The geography of rural areas could prove to limit the effectiveness of the nurse practitioner model / service, particularly when you consider it can take anywhere up to 5 hours to travel from one side of a region like Gippsland to the other. Unless a reasonable amount of nurse practitioners are employed for each region, some areas may not be covered – and this will inevitably mean that clients will continue to have no medical support of AOD treatment – an issue the nurse practitioner model was intended to correct. 

Recommendations
· That the potential for both negative and positive impacts on the workforce are recognised and identified;

· That the extent of the negative impacts will depend on the model developed, which indicates the significance of ensuring that  the development process: 

· scopes the project adequately

· identifies the potential positive and negative impacts

· provides the necessary flexibility in implementing the model  to work through problems that arise

· incorporates ongoing evaluation to monitor the impacts on the workforce

7.  Potential resource implications of the AOD nurse practitioner model

Any new model developed will have funding and resource implications – whether the nurse practitioner becomes part of the AOD sector or sits with the broader health sector.  If introduced into the health system, funding would be critical to create a model with a broad enough staff base to adequately cover the distances in rural areas and with an effective team to address issues of access and waiting times.  
If introduced into the drug treatment service system, funding would also be critical to ensure that services can meet the salary component and supervision needs of the nurse practitioner.  Also, additional expenses would need to be covered – such as travel, outreach expenses, equipment and other resources. 

Funding 
To meet the costs of employing nurse practitioners, participants felt that drug treatment services would require additional funding that fits the expectation of employment from their funding bodies. 
For the model to be as effective as it should be, participants emphasised that funding will need to be additional to current AOD funding. The current AOD budget should not incorporate this additional cost. Participants all noted that they did not want money to be redirected or deducted from other, already struggling organisations in order to implement the nurse practitioner model.  
The following comments were made by AOD service providers and community health providers:

Funding for this model will need to be additional to current funding. The current AOD budget should not incorporate this additional cost; otherwise the implementation of this model will have a neutral cost / benefit equation.

There will be a negative impact on workforce resources if funding is from the current AOD budget.
Firstly, it needs appropriate funding of course which would not come out of the present system.
Additional funding needs to be identified or at least funding that can be redirected that does not reduce client services or access to services.
There is a need to advocate to DHS to provide funding to create nurse practitioner positions in regional areas of need.
A key informant (1) expressed support for the introduction of nurse practitioners in regional areas, as long as they were
not funded by the drug treatment service system and not seen as being contained in the drug treatment service system. 
Considering that the nurse practitioner will in many cases deal with a variety of issues, not all associated to AOD activities, funding should be taken from other sectors to support this initiative, as it would ensure that it is fair, and not at the expense of other much needed AOD services. This is a point that requires substantial consideration on the behalf of DHS.   

Development and implementation of Nurse Practitioner model
It was the view of one large AOD service provider that 
the actual implementation of the nurse practitioner role at a local level should initially be through existing nursing positions within AOD agencies and the desire of the nurses and organisations choosing to expand and advance their clinical role in the AOD sector. It is envisaged that as nurses become endorsed as AOD nurse practitioners (an endorsement should be obtained through the NBV if the nurse has been supported by their employing organisation), they will offer support, mentoring and supervision to other nurses in the sector to assist with the development of the nurse practitioner role. 
This would potentially result in greater collaboration of AOD agencies wanting to strengthen their service delivery to service users.

The nurse practitioner model was seen by other participants 
as a position offering time limited support to clients – one that provides complementary services to existing drug treatment provision (Rural Outreach Diversion Worker (RODW), Counselling, Consultancy and Continued Care programs (CCCCs)) rather than replacing existing services (key informant 2). 
It was highlighted that there must be medical collaboration between regional organisations and other groups such as GPs and the Australian Medical Association (AMA).

Organisation would need a certain level of flexibility to develop the role of the nurse practitioner, along with the Clinical Practice Guidelines for extended practices. Additionally, organisations would also need to show commitment to the position by implementing the role and salary as part of their nursing structure. Ultimately, such commitment would require that services have additional funding available to employ the nurse practitioner model. 
A possible way of reducing associated costs would be to allow for flexibility within the model, which in turn will allow for it to be moulded to each regional area’s unique local needs and gaps. For this reason it was suggested that perhaps different levels of nurse practitioners could be introduced. 

Additionally, for larger regional areas, the Gippsland consultation group suggested 
multiple nurse practitioners would be required in order to reach all those needing such a service. Travelling from one part of Gippsland to the other can take anywhere up to 5 hours, thus the use of multiple nurse practitioners will increase AOD clients access to the services they need.  
There was also a general consensus that a reference group or project committee of health / medical and AOD treatment services (made up of a broad representation of the sector and health services) would be required to provide support and ideally drive implementation of the project in order to get relevant bodies on side. This group could also be utilised as a major point of reference in providing DHS with feedback. 

Finally, it was suggested by several key informants that the introduction of the nurse practitioner positions be implemented via a twelve month trial in various settings – with the appointment of an independent steering committee to oversee the trial.  If successful, then be ‘made available on a competitive basis with communication to the wider rural AOD sector about the successes and value that results from the nurse practitioner positions’ (key informant 5). 
Costs to government and organisations 
Participants in one consultation group were clear that 
most services could not afford to undertake a nurse practitioner, nor maintain their need for ongoing training/skill development (eg. cost of sending staff to metropolitan training sessions). Currently, services similar in construct to that of the nurse practitioner model are being provided within areas such as Bendigo, at a very large cost to themselves. Unless additional funding is provided, this model would prove impractical. 
Additionally, a large AOD service provider further pointed out that the introduction of the nurse practitioner would require increases in funding to AOD organisations 
to fund the Nurse Practitioner salary and add-on costs of prescribing and diagnostics (although this may produce a decrease in other areas of Government expenditure eg. Medicare and PBS). 
Cost to clients 
Both the Gippsland and Loddon Mallee regions mentioned that, ‘nurses cannot currently utilise the Medicare system whilst doctors can. This would mean additional costs to the client, unless legislation is changed’. 

If the legislation is changed to allow nurse practitioners access to the Medicare system – it could prove beneficial in the long term by reducing the costs associated with hospital admissions of clients with severe medical conditions that have escalated over time due to never having been noticed or treated whilst in its early stages. 
Wages 
Chances are the wage received by nurse practitioners will be higher than that of AOD managers. This may cause tensions and disharmony within many organisations.  

Limitations of geography 
The geography of rural areas could prove to limit the effectiveness of the nurse practitioner model / service, particularly when you consider it can take anywhere up to 5 hours to travel from one side of a region like Gippsland to the other. Unless a reasonable amount of nurse practitioners are employed for each region, some areas may not be covered – and this will inevitably mean that clients will continue to have no medical support of AOD treatment – an issue the nurse practitioner model was intended to correct. 

Threats to GPs 

Participants in the consultations raised the potential concern of tension between the role of GPs and nurse practitioners.  This could continue and even escalate unless there are measures put in place to ensure a measure of collaboration be developed and maintained that will ensure relationships between the two are not  strained. 
Number of Nurse Practitioners 

Unless a substantial number of nurse practitioners are made available to rural areas, the concept would not provide enough positive outcomes to justify its implementation and the costs associated. The number of nurse practitioners must reflect an achievable service and not simply one nurse to service one region.

Established models 
A key informant (1) noted that ‘there are already many best practice models for nurse practitioners in Australia and around the world’.  
With this in mind, it is important that measures are put in place to ensure that ‘the wheel’ is not simply reinvented in the creation of a ‘specialist AOD nurse practitioner’ if the activities to be undertaken can be dealt with efficiently and at the same level of service by a general nurse practitioner. 

If on the other hand the activities to be undertaken are unique to this role, implementing an AOD nurse practitioner would be justified – but it should be created by building on the findings and results of other models already established to save time, effort and resources – and ultimately create the most beneficial system possible.  

Recommendations
· That it be recognised the ‘cost-neutral’ development of such a program is not feasible

· That it be recognised that there will be a range of resource implications, including:

· program development – including staff time

· resourcing new workers – vehicles for outreach, equipment, etc.

· salaries for workers

· supervision of workers

· That additional funding is provided to the sector to cover any costs involved in developing programs with nurse practitioners.

8.  Other concerns raised

Additional concerns outside the project brief were raised by participants in the consultations.  These ranged from concerns about the capacity of nurse practitioners to issue prescriptions, to bulk bill and to provide certification for work absence.  VAADA understands that these issues are being explored further in the development, implementation and evaluation of the nurse practitioner model.   

Prescribing 
Participants felt that nurse practitioners would need the authority to provide general prescriptions – given the likelihood that they will work with clients requiring general medications for primary health care conditions. Participants noted that this could include medications for withdrawal symptoms or other more general health care issues requiring antibiotics, contraception, and asthma relieving medication.

· S8 Prescribing

The notion of being able to prescribe drugs such as S8s (Opioid drugs: eg. Codeine Phosphate, Methadone, Morphine and Non Opioid drugs) was an issue of much debate, as the exact extent of prescribing that will be allowed of nurse practitioners was not evident. This issue highlights the need for further definition and clarification as to the exact activities to be undertaken within this model, particularly in reference to the extent and scope of prescription and supply of medications.  

There were considerable differences of opinion in regard to the issue of nurse practitioners having the authority to prescribe medications.  On the one hand, some believed the ability to prescribe withdrawal pharmacotherapies such as Methadone and Buprenorphine to be the cornerstone of the nurse practitioner model.  On the other hand, some participants felt strongly that these types of prescriptions were a function best left to accredited GPs. One service, for example, stated that they 

did not want to be pharmacotherapy prescribers due to the complexity of this matter – in particular, the problematic time constraints faced by individual services in country areas (eg Services that are only 3 days per week and cover large geographic areas)
In such circumstances, the monitoring of clients placed on S8 medication would be an issue, and the client’s best interests would need to be considered. 
Some participants were open to compromise in regard to nurse practitioners prescribing authority – they felt that the ability to prescribe the initial dose of such pharmacotherapies be best left to a GP,  but the ability to adjust doses within a range (rather than having to refer to a doctor each time) should be within the abilities of nurse practitioners. 

In support of the prescribing of S8s, a large AOD service provider pointed out that this should not be considered a big issue as generally speaking

nurse prescribing practices suggest a cautious approach. Nurses often do not choose drugs as a first line of treatment, are more likely to recommend non-pharmacological treatments, and use a holistic approach to patient management. 
Over all, there was more support for, than against the ability to prescribe S8s because it was viewed as a potential way of increasing effectiveness with clients. This was highlighted by a key respondent (6) who stated that
In some regions it would allow clients to have more than one half day a month for pharmacotherapy client access to their prescriber. 

Changes to legislation specific to the drug treatment service system need to be considered.  Additionally, changes are required within certain legislation (Nurses Act 1993, Nurses (Amendment) Act 2000, Drugs Poisons and Controlled Substances Act 1981, Mental Health Act 1986) to rectify this and other limitations that would be faced by nurse practitioners (eg. bulk billing and prescribing S8 drugs), by increasing the scope within such acts.  

Bulk billing 
The ability to provide services and bulk bill clients similarly to other medical professions was of major concern to all those who participated in the consultation process. One participant at a regional consultation group stated that 
Nurse practitioners should have bulk billing capabilities, because they are one step from organisations employing a doctor – this comes down to practicality and affordability to organisations. 

It was further suggested by one of the large rural AOD service providers 
that it is unlikely that nurse practitioners will be given access to the Pharmaceutical Benefits and Medicare rebate schemes for a number of years, if at all. This would be an issue that would require collaboration between the State and Federal Governments. Until such collaboration is developed, and due to the unlikelihood that AOD clients will access nurse practitioners if they have to pay for services that they can get either free or inexpensively from medical practitioners, the model would require discretionary funds attached to support clients with the initial expense of accessing pharmacotherapy programs.
If the role of nurse practitioners extends to the extent outlined in the proposed model, they would require access to Pharmaceutical Benefits and the Medicare rebate scheme. If they are not provided this prospect, it will more than likely reduce their effectiveness because some clients will not perceive them as viable options based on the cost involved in accessing their services.      

Until such time as access to rebate schemes is implemented, discretionary funds attached to supporting clients with the initial expense of accessing pharmacotherapy programs should be made available.

Certification 
Participants felt that the ability to authorise absence of leave certificates should be an essential part of the nurse practitioner model. 
The expectation of employers and Centrelink that only medical practitioners should sign certificates needs to be addressed (Large AOD service provider).

The same AOD service provider went on to comment 
Centrelink has suggested that as soon as nurse practitioners are granted provider numbers (under the Medicare scheme) they will be able to accept leave certificates from AOD nurse practitioners. As this issue needs to be addressed by the Federal Government, and is unlikely to be resolved in the short term, it is suggested that nurse practitioners be granted the authority by the Attorney General to authorise Statutory Declarations, which will enable employers to recognise the leave of absence certificates. DHS in conjunction with VAADA should also advocate to Centrelink on behalf of AOD nurse practitioners to accept nurse practitioner certificates of absence of leave, so that AOD clients are not disadvantaged.
The ability to authorise absence of leave certificates would potentially be a key component of the nurse practitioner model. The expectation of employers and Centrelink that only medical practitioners should sign certificates needs to be addressed.

Until such time, nurse practitioners should be granted the authority by the Attorney General to authorise Statutory Declarations, which will enable employers to recognise the leave of absence certificates.  DHS should also advocate to Centrelink on behalf of AOD nurse practitioners to accept nurse practitioners certificates of absence of leave, so that AOD clients are not disadvantaged.

Recommendations
· That any development of that model to enhance and expand existing drug treatments considers issues unique to the AOD sector – particularly in regard to prescriptions, bulk billing and issuing certificates for work absence.
· That the AOD nurse practitioner model incorporate learnings from the current evaluation of the nurse practitioner model in the broader health system – and that these are adapted to suit the complexities of service delivery in regional and rural Victoria.
9.  Conclusion 
VAADA’s consultation process provided participants across Victoria an opportunity to express their opinions and concerns regarding the nurse practitioner model as discussed in the RRSSR. 

A number of key issues were highlighted through the consultation process including: 
· the need for clarity of concept; 
· associated costs; 
· increased funding; 
· sick leave certification; 
· Bulk Billing abilities; 
· the necessity of flexibility; 
· career opportunities and the ability to attract workers to regional areas; 
· prescribing; 
· multi disciplinary resources / linkages;
· staff supervision and workforce development. 
The activities that must be provided by nurse practitioners were broken down to include first and foremost - flexibility, followed by counselling; assessment; diagnostics, outreach; creation of linkages; certification of illness; and bulk billing. Activities that were also necessary, but were not perceived as the sole responsibility of the nurse practitioners included general health promotion; prescribing; withdrawal services; as well as client and community education.
The literature reviewed suggests that nurse practitioner may well provide excellent primary health care services to marginalised and traditionally underserved populations (YSAS 2002).  nurse practitioners have been shown to do through a range of ways:

· facilitating access to, and retention in the health care system; 
· via collaborative links and connections to the broader health care system; 
· via a recognition that perceptions of health must be re-framed to incorporate not only disease based concepts, but also to encourage prevention and health promotion opportunities; and also 
· via recognition that nurse practitioner play a boundary spanning role with other health professionals which involves some shared and some discrete tasks within each job role.  
The consultation process has shown of those consulted, the majority were in favour of having the nurse practitioner model implemented into the service system, as they saw it as exciting, innovative and creative, with the possibility of providing positive change to the service system – but this was under the pretext that further in-depth discussion specifically centring on definitions and clarification of activities be undertaken, as well as new monies be provided, and that the incorporation into the service system be in consultation with drug treatment services at regional level not a state level.  
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Appendix A – Consultation group questions 
1. What areas should the nurse practitioner model cover?

How will it work (e.g. outreach)?

2. In developing a best practice model, what factors need to be considered (e.g. accountability, support, legislative change and professional competencies)?

3. How can this model be best incorporated into the service system? 


How will it be implemented?

Who will monitor it?

How will this model impact on resources (including workforce)?

4. What are the perceived advantages and disadvantages of implementing this model, and why (e.g. language barriers and a lack of family support)? 

5. Do agencies support the recommendation for including the nurse practitioner model in the service system?

Appendix B – Key informant questions
1. What areas should the nurse practitioner model cover? How will it work (e.g. outreach)?

2. What do you want the nurse practitioner model to achieve? 

3. Do you feel this will resolve any issues specific to clients in regional/rural areas – and if so, which (e.g. access to services, waiting times)? 

4. Should community education be part of the nurse practitioner model, and to what level?

5. In developing a best practice model, what factors need to be considered (e.g. accountability, support, legislative change and professional competencies)? 

6. Who should be responsible for training, what should be taught, and how will competency be maintained? 

7.  How can this model be best incorporated into the service system? How will it be implemented? Who will monitor it? How will this model impact on resources (including workforce)?

8. What safe guards would secure a relatively high level of client satisfaction and quality assurance? 

9. Will the implementation of this model increase service flexibility? 

10. What are the perceived advantages and disadvantages of implementing this model, and why (e.g. language barriers and a lack of family support)? 

11. Do you support the recommendation for including the nurse practitioner model in the service system?


Appendix C – Rural organisations consulted by region

	
Gippsland

· Bass Coast Community health Service

· DHS Gippsland

· Dual Diagnosis Program

· Gippsland Southern Health Service

· L.E.C.H

· Meerindoo Youth Accommodation Service

· Latrobe Community health Services

· Tanderra – Jumburra Alcohol and Drug Centre

· Y.S.A.S. Latrobe Valley


	Grampians

· Ballarat Community health Centre

· DHS Grampians

· DHS Drug Policy (Melbourne)

· Grampians Community Health

· Grampians Community Health – Palm Lodge

· Hepburn Health Services 

· SUMITT 

· UnitingCare Ballarat 
Loddon Mallee

· Bendigo Community Health

· COBAW Community Health Services

· DHS Loddon mallee

· E.A.S.E.

· Maryborough District  Health Services 

· Y.S.A.S.


 Note: Certain agencies had multiple attendants from different parts of the region at the consultation.


Appendix D – Key informants consulted by region
	
Region
	
Key Informant
	
Organisation

	Barwon South West
Grampians 
Hume
State Wide

	- Marjan Geertsema

- Suzanne Miller
- Roger Brough

- Bev McIlroy

- Maree McCorquodale

- Jenny Horan

- David Crosbie
	Barwon Health East Geelong
Colac Area Health

WRAD/ARCAB

Glenelg Southern Grampians Drug Treatment Service 

Cobaw Community Health Service

Upper Hume Community Health Services

- Odyssey House


Appendix E – Submissions & questionnaire responses 
	Clinical Withdrawal services, Depaul House, 
St. Vincent's Health Melbourne. 




	UnitingCare Ballarat 
www.unitingcareballarat.com.au 



	WRAD Warrnambool 
www.wrad.org.au  




	Youth Substance Abuse Services – YSAS
www.ysas.org.au



Appendix F - Feedback not cited elsewhere 
(listed in alphabetical order)

Loddon Mallee Consultation Group

Bendigo, 12-12-2004

One of the issues raised regarding this model would be the necessary changes to “Insurance”. 

Loddon Mallee Consultation Group

Bendigo, 12-12-2004

Mildura attempted to petition DHS to run a nurse practitioner for their methadone clinic, but it was rejected with no reason given. 

Appendix G – pilot AOD nurse practitioner

The Phase 2 Evaluation of the Nurse Practitioner Project included an overview of a model trialled at the Youth Substance Abuse Service (YSAS).   The outline of the project was described as follows: 

The Youth Substance Abuse Service (YSAS) provides drug and alcohol services to people aged 12-21 years. The service employs both an outreach and fixed site approach, and the outreach service made 9588 client encounters in the past year. The service engages clients by developing a supportive relationship, and viewing the drug use as an aspect of the person’s life while considering surrounding issues. YSAS offers phone counselling and referral, outreach services, home based withdrawal, residential withdrawal, day programs offering recreational and educational activities, supported accommodation, and training and education to other health and welfare services and community groups. The Nurse Practitioner role allows for a more comprehensive and holistic assessment, including the ordering of diagnostic tests. The Nurse Practitioners (2 full time positions) are involved in the provision of extensive education and counselling services. Clients are able to have immunisations conducted and medication treatments initiated or altered. The Nurse Practitioner offers outreach services and supportive management of young people on methadone or undergoing methadone assisted withdrawal. The extension to previous practice involves limited prescribing authority, initiation of diagnostic and laboratory testing, referral privileges and the right to adjust methadone dosing. The Nurse Practitioner role is benefiting clients, as they receive more comprehensive care from a service that is experienced in working with young people and are being encouraged to be proactive in their health.  
More information and reports on the Nurse Practitioner Project can be found at the following website:

http://www.nursing.vic.gov.au/furthering/practitioner.htm
Submission from YSAS

The follow report about the YSAS Nurse Practitioner Project was provided by:

Lynn Exton RN RM MRCNA

Nurse Consultant

Youth Substance Abuse Service
Youth Substance Abuse Service – YSAS 
Phase 2: Victoria Nurse Practitioner Demonstration Projects

(by Lynn Exton)

I would like to offer a correction to the Review of Drug Treatment Service System in Regional and Rural Victoria (2.6.2, p.18), where it is stated that there has not been a DHS funded alcohol and drug treatment Nurse Practitioner model implemented so far. 

YSAS was funded by the DHS’, Nurse Policy Branch as part of the Phase Two: Victorian Nurse Practitioner demonstration projects 2001–2002.

This model built on an existing outreach services for young people in metropolitan and regional Victoria who were experiencing significant problems related to their use of alcohol and/or other drugs. The role expanded the scope of the Youth Home Based Withdrawal Nurse working in the Shire of Cardinia, the City of Casey, the City of Greater Dandenong and the Youth Outreach Primary Health Care Nurse in the inner metropolitan region. The model received further funding in 2003 to complete the Clinical Practice Guidelines, which enabled YSAS to extend the model into the Barwon South West Youth Residential Withdrawal Unit.

The evaluation of Phase two demonstration projects will be published by DHS within the next few months.

· Youth Substance Abuse Service - YSAS

Initially as the AOD specialty emerges from the Nurse Practitioner endorsement process, the Minister for Health will need to approve a Regulatory Impact Statement for each category of nurse practitioner. YSAS is close to submitting Clinical Practice Guidelines for the nurse practitioner extended practices to the Nurses Board, which will inform the Regulatory Impact Statement for AOD nurse practitioners. This will enable the necessary changes to the Drugs, Poisons and Controlled Substances Act 1981. The Nurses Act has already been amended to reflect nurse practitioners.

If there is sufficient education provided to agencies about the nurse practitioner role, I believe that there will be support for the role. Currently there are very few nurses in the AOD sector that are interested in, or experienced enough to become endorsed as nurse practitioners. This process needs to be driven by nurses who want to expand their careers in this direction.
Below is an excerpt from the findings of the YSAS nurse practitioner Final Report that was reported to DHS, offering support for AOD nurse practitioners.

AOD nurse practitioners have the potential to dramatically improve primary health care responses to people experiencing problems resulting from their substance use.  Providing extended nursing services from an AOD treatment agency appears to improve service accessibility and trust.  Utilising experienced nursing staff and an expanded range of primary health care interventions appears to improve service responsiveness, satisfaction and integration of service responses.  Provision of services in environments preferred by the service user has been shown to improve access to primary health care services as many people feel uncomfortable accessing such services in clinically based settings and/or via a doctor or hospital health worker.  

This project has successfully provided a range of primary health care services via experienced and specialized nursing staff, in spaces preferred by (young) people.  This has largely occurred via attempting to integrate nursing staff into current YSAS outreach teams.  It is these three key model aspects that, together, have proven effective and sustainable means by which to contact, support, and treat (young) people experiencing health and associated problems resulting from their substance use.

Further, the extended nursing practices outlined by the Phase Two: Victorian Nurse Practitioner project have proven effective and responsive mechanisms by which to deliver primary health care to a population historically underserved by health care services.  

The provision of capacity building elements to YSAS’ Primary Health Care Nursing Model has the potential to improve service system capacity to manage and support (young) people. 

Nursing staff successfully provided education and secondary consultation services to both service users and other service providers.  Ongoing educative services to the wider service systems is likely to provide improved understandings around health and other needs in YSAS’ target population, while also provide opportunities for service providers to re-visit values and attitudes around drug use and identify how these impact on service provision.  This is especially true for medical and pharmacy service providers.

This report strongly recommends that Nurse Practitioner candidates be supported in becoming accredited Nurse Practitioners, while maintaining a recognition that health outcomes must remain holistically focused in order to provide effective care and support to YSAS service users”.
The following excerpt is from the YSAS nurse practitioner Final Report (2002), which suggests the nurse practitioner role can offer greater choice and interventions to AOD service users.

The establishment of Youth AOD Outreach nursing positions improved service user choice by offering an alternative consulting practitioner.  Of course, service users could still chose to see a doctor should they wish to, or should their condition require it.  Nurse Practitioner candidates provided an alternative primary health care response to that of a general practitioner or other health professional, offering an additional health provider choice to YSAS service users.  Improved and extended choices encompassing a wider choice of interventions, a wider choice of practice settings and an alternative consulting practitioner to provide the services offered improves the quality of service to YSAS service users.

These roles also improve service user choice via the linking, bridging and advocacy services provided by Nurse Practitioner candidates.  These services facilitate access to health services that may have previously been unknown or less accessible to the service user, again resulting in an improved quality service provision to the individual.

The breadth of primary health care services offered by Youth AOD Outreach nurses has also enhanced service user choice of interventions.  Previous nursing responses at YSAS were contained to home-based withdrawal and residential withdrawal nursing support.  Youth AOD Outreach nursing roles extended on existing home-based and residential withdrawal roles, and provided a broader range of both direct service and capacity building primary health care services.  Comparisons between home-based withdrawal and youth AOD outreach nursing roles show substantially extended responses including a broader choice of service setting, and broader choice of interventions including such interventions as ‘extended nursing practices’, vaccination services, pre and post test counselling services, and advanced assessment and examination services.  Providing capacity building services also improves service user choice by facilitating knowledge and skill development across the youth AOD sector.  These service aspects are not available currently via Home-based or Residential withdrawal nursing roles”.
The delineation of medical, nursing and other roles remains central to provision of seamless health and support services in marginalised populations.  One model of practice: ‘boundary spanning practice model’; articulates the intersection of nursing with other professions to provide optimal health care and support to services users.  It is suggested that the exchange of ideas, knowledge and skills between professions improves service user outcomes.  
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