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Aim

THE AIM of this integrative review was to explore the potential for
nurse practitioners in New Zealand to visit people diagnosed with
long-term conditions in their own homes.

Background

Prevalent long-term conditions such as diabetes, hypertension,
chronic respiratory diseases, dementias and chronic renal and liver
diseases require complex and ongoing care (Ministry of Health
[MoH], 2020; World Health Organization, 2016). This places pressure
on the health-care system, as this group are high users of health

and disability services (MoH, 2015). Furthermore, there are higher
incidences of long-term conditions in lower socioeconomic areas, as
well as in Maori and Pasifika populations and among people aged
over 65 (MoH, 2015).

The health management of these patients in New Zealand is driven
by primary care, led by general practitioners (GPs), with support
from practice nurses and registered nurse prescribers (Minister of
Health, 2016). However, front-line staffing shortages have led to
unprecedented work pressures, especially in primary care (Minister of
Health, 2016). One way of addressing a shortage of GPs is to provide
primary care within a nursing model (Carryer & Adams, 2017).

The purpose of this integrative review was to evaluate whether
home-visiting nurse practitioners could improve outcomes for people
living with long-term conditions in New Zealand. This review may
be of particular interest to health policymakers, GPs and nurse
practitioners.

Method

The integrative review methodology for synthesis of evidence
enables results of qualitative, quantitative and mixed methods nature
to be drawn on to develop recommendations for best practice
(Methley et al., 2014; Whittemore & Knafl, 2005). Electronic
databases (Cumulative Index of Nursing and Allied Health Literature
[CINAHL], PubMed, Science Direct, Joanna Briggs Institute [JBI],
DynaMed, Gale, Mednar and Core and Google Scholar) were
searched to obtain conceptual saturation — a concept derived by
Thomas and Harden (2008). A total of 16 primary research studies
met the inclusion criteria. Data analysis was inductive and followed
Thomas and Harden’s (2008) three stages for thematic synthesis.

Findings

Findings of the integrative review were developed into three themes
that support nurse practitioner visits for people living with long-term
conditions.

Theme 1: Reduced barriers to care

When health care is provided in the home of the patient, access to
care is improved, reducing subsequent acute care or emergency
department presentations (Buerhaus et al., 2018; Coppa et al., 2018;
Jones, DeCherrie et al., 2017; DesRoches et al., 2017; Echeverry et
al., 2015; Enguidanos et al., 2012; Ghimire et al., 2021; Hall et al.,
2014; Smith et al., 2016; Takahashi et al., 2016; Trilla et al., 2018).
Ghimire et al. (2021) report that where patients have a history of poor
engagement with health services and non-adherence to prescribed
plans of care, they improve their level of engagement following a
single home visit from a multidisciplinary team including a nurse
practitioner. Making an appointment in the patient's home can be the
first step in creating a trusting and therapeutic healthcare provider/
patient relationship (Takahashi et al., 2018). Important factors
emerged about care delivery, including patients’ perceptions that
nurse practitioners are able to provide more holistic care than GPs
(Lovink et al., 2018).

“There is a different consultation in a patient’s house
and although they have never said it, | think they [the
GPs] perhaps feel a little uncomfortable with that type of
consultation”.

(Participant Hayley; Wells & Tolhurst, 2021, p. 790).

Nurse practitioners visiting patients at home, post-discharge
from hospital, reduce preventable readmissions (Coppa et al.,
2018; Echeverry et al., 2015; Hall et al., 2014; Jones, DeCherrie
et al., 2017; Smith et al., 2016; Takahashi et al., 2016; Trilla et al.,
2018). The outcome of a reduction in health care seeking due to
timely nurse practitioner interventions is improved quality of life
for patients and a reduction in health-care spending (Coppa et al.,
2018; Echeverry et al., 2015; Hall et al., 2014). Barriers to care are
perceived by patients as the cost of health-care services and a lack
of access to transportation (Cram, 2014). A home visit from a nurse
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practitioner can improve appointment attendance rates (Ghimire
et al., 2021) by reducing barriers to care and building therapeutic
relationships with patients in ways such as spending time and
considering cultural and whanau needs.

Theme 2: Improved health and quality of life

Patients reported improved health and quality of life with home visits
from a nurse practitioner. Reasons for this include improved health
literacy, improved daily function (Takahashi et al., 2018), improved
medication compliance (Ghimire et al., 2021) and decreased
symptoms (Echeverry et al., 2015; Enguidanos et al., 2012). Barriers
to self-efficacy are health literacy, access and support (Farley, 2019).
When care is provided in the home, education can be based on

the health practitioner’s observations, such as what food is in the
cupboards and where medications are sourced from and how they
are stored (Takahashi et al., 2018). Home visits by nurse practitioners
create an equitable service that changes the dynamic of power
between the health-care professional and the patient. As one patient
suggested,

“I think that I'm more relaxed in my own home, and | can
think better”.
(Patient 14; Takahashi et al., 2018, p. 20).

With improved health literacy comes improved self-efficacy.
Patients receiving nurse practitioner home visits reported a 44 per
cent improvement in physical function, 40 per cent reduction in
symptom frequency, 54 per cent improvement in quality of life and
44 per cent overall improvement (Echeverry et al., 2015). Medication
adherence improved by 36 per cent and self-efficacy improved
after a home visit by a multidisciplinary team or nurse practitioner
(Enguidanos et al., 2012; Ghimire et al., 2021). Empowering patients
in the home to become more self-sufficient improves adherence to
treatment plans.

Theme 3: Role ambiguity

While there is support for the nurse practitioner role from physicians
and GPs (Jones et al., 2017; Jones, Ornstein et al., 2017, Takahashi
et al., 2018), there continues to be a lack of understanding about
the nurse practitioner scope of practice and level of capability and
accountability (Bailey et al., 2006; Collins, 2019; Wells & Tolhurst,
2021). However, the attitude of physicians is generally positive,
acknowledging the way nurse practitioners can work alongside GPs
to enhance patient outcomes (Jones, DeCherrie et al., 2017; Jones,
Ornstein et al., 2017, Takahashi et al., 2018). As one GP suggested,

“We tend to see them all as equal, but they do have
different experiences and abilities”.
(GP focus group participant; Collins, 2019, p. 6)

Although patients lack clarity about the nurse practitioner’s role,
they are generally accepting of them because, from the patient’s
perspective, they are receiving the care they need (Collins, 2019).
Patients describe nurse practitioners as good listeners who are
knowledgeable about their situation, help them fulfil their needs and
goals and improve their quality of life (Takahashi et al., 2018). One
nurse practitioner participant noted,

“Patients identify with what you are doing, not what you are
saying’”.
(Advanced nurse practitioner interviewee; Collins, 2019, p. 6)

Role clarity for nurse practitioners and effective relationships within
teams are pivotal to promoting teamwork in health care, which in turn
enables high-quality patient care and increased patient engagement
(Kilpatrick et al., 2021). Nurse practitioner visits also increase clinic
attendance for patients who have low engagement with health
services (Ghimire et al., 2021). When nurse practitioners support
complex hospital discharges with home visits, this alleviates some of
the pressures on primary, secondary and tertiary-care services while
providing equitable care.

Discussion

The findings from this integrative review provide significant insight
into how health-care practice in New Zealand could be tailored to
meet the population’s needs. Taking care to the home of patients is
consistent with the New Zealand Health Strategy’s “closer to home”
theme (Minister of Health, 2016). Priority groups such as Maori,
Pasifika, people of lower socioeconomic status and the elderly are
more likely to be readmitted to hospital (MoH, 2015). Although long-
term condition management in New Zealand is focused on primary
care (Minister of Health, 2016), the findings of this review can also
be applied to settings other than primary care. Home-visiting nurse
practitioners have a place in secondary-care long-term condition
management, in outreach services and in supporting discharge from
hospital to home. Nurse practitioners are likely underutilised in New
Zealand because of ambiguity about their potential contribution.
Education is needed to improve knowledge about their potential
contribution to managing long-term health conditions (Carryer &
Adams, 2017).

Recommendations

Nurse practitioner home visits should be targeted towards priority
populations in New Zealand including Maori and Pasifika, lower
socioeconomic communities and those aged over 65, to reduce
equity gaps.

A retrospective cohort study should be conducted to review
health-care seeking activities for each of the priority populations, and
compare this with acute-care presentations for the same groups.

The potential capability of nurse practitioners to improve outcomes
for people living with long-term conditions should be communicated
to policy-makers and funders of health services. Practice models also
need to change to more fully encompass the diverse multidisciplinary
roles and responsibilities of the health team.

Conclusion

The findings of this integrative review indicate that home visiting
nurse practitioners improve outcomes for people living with long-term
conditions. Health policy focus should include home-visiting nurse
practitioner models of care for people with long-term conditions.

The three themes identified would be useful to consider when
incorporating home visits by nurse practitioners into the New Zealand
health-care model.
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