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Australian Primary Health Care 
Nurses Association (APNA) is the 
peak professional body for nurses 
working in primary health care
Nurses in primary health care contribute to a healthy Australia 
through innovative, informed and dynamic care.

APNA champions the role of primary health care nurses; 
to advance professional recognition, ensure workforce 
sustainability, nurture leadership in health, and optimise 
the role of nurses in patient-centred care.

APNA is bold, vibrant and future-focused. We reflect the views of 
our membership and the broader profession by bringing together 
nurses from across Australia to represent, advocate, promote and 
celebrate the achievements of nurses in primary health care.

APNA’S STRATEGIC GOALS ARE:
1. To be recognised as the lead organisation advancing education  

and career development for primary health care nurses in Australia.

2. To provide primary health care nurses with a voice and advocate 
on their behalf on relevant national healthcare policy.

3. To continue to be a robust and sustainable 
organisation, delivering great member value.

4. To identify key emerging issues and trends in primary 
health care, and be a lead influencer and innovator.
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P R E S I D E N T ’ S  R E P O R T

2015 has been a year of high growth and energy 
for APNA. Our organisation continues to embody 
the essence of ‘Brave to Bold’, as reflected in 
our highly successful 2015 conference theme. 
APNA membership has increased by 67% 
over the last five years and the membership 
base continues to diversify, with more nurses 
from a broad range of primary health care 
nursing fields becoming APNA members. 

Governance of our organisation remains robust. 
The board has three invited members with business, 
management and policy skills who, combined with the 
expert nursing knowledge of the elected nurse board 
members, help APNA be forward focused and think 
outside the box. The majority of board members hold or 
are working towards formal governance qualifications to 
provide the skillset, particularly in the complex area of 
risk management, that facilitates APNA to actively meet 
the goals under its strategic plan. Under the guidance 
of the APNA board, the management has assembled 
a highly skilled team to support our organisation 
during a period of diversification and rapid growth.

During 2015 there has been continued demand 
for APNA representation on many high level health 
committees and advisory groups. This reflects the 
recognition of the role and influence of primary 
health care nurses in delivery of healthcare, change 
management and reform. It also demonstrates the 
increasing profile of APNA as the peak professional 
body for nurses working in primary health care. A full 
list of representation activity is provided in this report.

Personally I was delighted and privileged to be 
appointed by Health Minister The Hon Sussan Ley MP 
to the Primary Health Care Advisory Group to examine 
opportunities for the reform of primary health care in 
improving the management of people with complex 
and chronic disease. Although I was appointed as an 
individual expert, the appointment directly reflects 
the growing influence of primary health care nurses.

I am pleased to note that with the appointment of  
a dedicated APNA policy officer as part of our forward 
planning for organisational growth APNA’s policy 

and advocacy role has expanded further. In 2015 
we have directly made submissions and contributed 
to a record 23 key health strategy and consultation 
papers, all of which are available to read on APNA’s 
website. Advocacy for primary health care nursing 
is and always will be a key function of APNA. 

2015 has seen some great achievements for APNA. 
June 2015 saw the successful completion of the Nursing 
in General Practice (NiGP) Program (2014–2015). As 
part of this program APNA successfully delivered the 
first stages of an education and career framework 
for nurses working in general practice. The APNA 
board congratulate and thank the dedicated team 
that helped deliver this important project. 

Following closely from the completion of the NiGP 
project, in July 2015 APNA announced it had successfully 
gained funding for a new body of work – the Nursing 
in Primary Health Care (NiPHC) Program. While the 
intent of this program is to develop and build the 
primary health care nursing workforce, this new body 
of work is considerably different to the previous 
programs, broadening to include areas outside 
of general practice. The NiPHC Program sees an 
expansion into two-day chronic disease management 
and healthy ageing workshops offered to nurses over 
the next two and a half years. The NiPHC Program 
will also support 10 nurse clinics across diverse 

2



primary health care settings in order to evaluate and 
identify replicable models of nursing clinical care. 

A key program stream under the NiPHC Program  
will be refinement of the education and career 
framework to include nurses across all primary  
health care settings. Another arm of the NiPHC  
Program will be the development of a Transition  
to Practice Pilot Program for nurses new to primary 
health care. Nurses will enter the 12-month program 
via two streams; new graduates and experienced 
nurses transitioning from other sectors of nursing. 

APNA continues to see an expansion of our education 
portfolio including our online learning and short 
course offerings as well as face-to-face learning 
opportunities. A total of 48 online education courses 
are now available, the most ever offered by APNA and 
totalling over 120 hours of high quality learning. 

During 2015 APNA conducted 39 workshops around  
the country reaching over 2,000 nurses. APNA  
continued to explore opportunities to deliver news  
and seek members’ thoughts and concerns through 
online forums. The forums offer opportunities to 
network with other nurses and provide member input 
on health issues that helps shape our policy work. Proof 
that we are reaching out to our digital audience is that 
the APNA website received an incredible 600,000 hits!

Despite concerns about loss of connections to  
nursing networks supported by the former Medicare 
Locals, many nursing networks continue to flourish. 
Some networks have continued either as standalone 
member networks or have been supported by the 
emerging Primary Health Networks (PHNs). APNA’s 
nurse networks not only provide an opportunity for 
nurses to meet other nurses but are a key avenue  
for peer support, sharing ideas and education,  
and help support a vibrant local nursing workforce.

One of the highlights of the year was APNA’s 
national conference held on the Gold Coast. The 
conference opening ceremony saw inspirational 
addresses by Health Minister Sussan Ley and the 
Commonwealth Chief Nurse and Midwifery Officer 

Dr Rosemary Bryant OA. The 2015 APNA conference 
achieved our highest ever delegate satisfaction 
rating. This reflects delegate satisfaction with the 
quality of the program, the high calibre of national 
and international nursing leaders, and the overall 
professionalism and organisation of the conference. 

In 2015 APNA was proud to announce the  
acceptance by Dr Rosemary Bryant AO to be  
the inaugural APNA Patron. We look forward  
to making use of Rosemary’s wealth of experience 
to nurture and further develop our organisation.

On behalf of the board, I wish to convey our thanks 
and best wishes to the entire APNA team who provide 
the skills, adaptability, flexibility, professionalism and 
endeavour that has helped our organisation flourish. 
I also wish to thank Ms Bronwyn Morris-Donovan 
for her leadership as the acting APNA CEO in the 
latter part of 2015 and to extend a warm welcome 
to our CEO Mr David Malone who joined the team 
in December 2015. I want to thank my fellow board 
members and our volunteer committee members who 
give their time selflessly in support of primary health 
care nurses and APNA’s vision of a healthy Australia 
through best practice primary health care nursing.

I commend APNA’s 2015 Annual Report to our members.

Karen Booth
APNA President
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C E O ’ S  R E P O R T

2015 was a year of many achievements for APNA with 
the completion of the Nursing in General Practice 
(NiGP) Program (2014–2015), commencement 
of the Supporting GPs and Practice Nurses in 
the Timely Diagnosis of Dementia Project, and 
continuation of the Enhanced Capability in Family 
Planning for General Practice Nurses Project. 

In September 2015 APNA commenced a three-year 
funding initiative from the Commonwealth Department 
of Health to deliver the Nursing in Primary Health 
Care (NiPHC) Program. The NiPHC Program has a 
broad remit to include nurses working across all 
primary health care settings. The program of work 
is designed to improve employment opportunities 
and recruitment and retention of nurses in primary 
health care settings; identify sustainable, innovative 
models of clinical care by nurses in primary care; 
and ensure nurses working in primary health care 
settings have the knowledge and skills to deliver 
best practice clinical services in priority areas. 

In March 2015 APNA commenced a key body  
of work with Alzheimer’s Australia to deliver  
the Supporting GPs and Practice Nurses in the Timely 
Diagnosis of Dementia Project funded  
by the Commonwealth Department of Health.  
This project will continue until June 2017 and  
aims to provide nurses working in general practice 
settings with increased skills in the timely diagnosis 
of dementia. A total of 18 face-to-face workshops 
will be offered to nurses, with three workshops 
delivered in 2015. A four-part series of online modules 
supporting nurses will be released in 2016. 

In 2015 APNA’s board committed to the development 
of a new three-year strategic plan (2015–2017) to 
strengthen APNA’s commitment and vision for a healthy 
Australia through best practice primary health care 
nursing. The 2015–2017 strategic plan includes four 
priority goals to deliver on APNA’s mission to improve 
the health of Australians through the delivery of quality 
evidence-based care by a bold and vibrant primary 
health care nursing workforce. In 2015 APNA made 
significant progress toward achieving these goals.

Our first goal is to position APNA as the lead 
organisation advancing education and career 
development for primary health care nurses in 
Australia. Our major focus in this area included 
completion of the first stages of a draft education 
and career framework for nurses in general practice. 
In 2016–2018 APNA will build on this work and 
develop an education and career framework that 
extends across all areas of primary care, supporting 
recruitment and retention of the nursing workforce. 

The second goal is to provide primary health care 
nurses with a voice and advocate on their behalf on 
relevant national healthcare policy. In 2015 APNA 
participated in 23 consultation processes and appeared 
before the Parliamentary Health Committee Inquiry 
into Chronic Disease Prevention and Management 
in Primary Health Care. APNA continues to build a 
strong voice and is increasingly being recognised 
as a leader in primary health care nursing. 

The third goal is to ensure APNA continues to be 
a robust and sustainable organisation, delivering 
great member value. In August 2015 APNA launched 
Member Connect—a monthly, member-only 
communication highlighting membership benefits, 
opportunities and education offerings. APNA 
continues to support members via 10 new and 
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The 2015–2017 
strategic plan includes 
four priority goals 
to deliver on APNA’s 
mission to improve the 
health of Australians 
through the delivery of 
quality evidence-based 
care by a bold and 
vibrant primary health 
care nursing workforce. 
In 2015 APNA made 
significant progress 
toward achieving  
these goals.

Bronwyn Morris-Donovan
Acting CEO

updated online learning modules added to our vast 
library, face-to-face education, and the establishment 
of 18 nurse networks across Australia. 

The fourth and final goal has an emphasis on the 
future to ensure APNA maintains a focus on key 
emerging issues and trends in primary health care, and 
is a lead influencer and innovator. Key achievements 
include APNA being awarded the NiPHC Program 
and the Supporting GPs and Practice Nurses in the 
Timely Diagnosis of Dementia Project. Both projects 
position APNA as the lead primary health care nursing 
organisation with pivotal work to be achieved in 2016. 
With considerable achievements and progress made in 
year one of the strategic plan, we are already looking 
forward to what further opportunities 2016 will hold. 

In December 2015 APNA welcomed new CEO David 
Malone to the organisation. David has over 17 years 
of senior management experience gained through 
CEO or equivalent roles held across the not-for-profit, 
government and commercial sectors, including as chief 
executive of the Australian Physiotherapy Association 
and as a consultant for the World Health Organisation. 
David’s experience and expertise extends across the 
areas of strategic planning, corporate governance, 
management, organisational development, stakeholder 
relations, business development and marketing.

I would like to extend a very warm welcome to David, 
thank the Board of Directors for their commitment to 
and passion for primary health care nursing and also 
thank the wonderful APNA staff team. Collectively we 
look forward to working with our members to achieve 
unprecedented progress for APNA and primary health 
care nursing. 
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48
online modules and

120+
hours of learning – 
the most ever offered 
by APNA

Building on the success
of NiGP the commencement
of the NiPHC Program 

2015 HIGHLIGHTS

67%
INCREASE IN MEMBERS 

OVER THE PAST 
 FIVE YEARS

IN FACEBOOK 
ENGAGEMENT

50% 
INCREASE 

23
submissions to 

consultation 

44%
from 2014

600,000
hits on the APNA website

Successful completion  
of the Nursing in 
General Practice 

Program including 
the initial stages of 

Australia’s first Education 
and Career Framework 
for Nurses in General 

Practice

39face-to-face 
workshops  
across Australia

The largest APNA conference

– Brave to Bold –  
with the highest ever  

delegate satisfaction rating

4.52 (out of 5)

  The appointment of  
APNA’s Inaugural Patron  
Dr Rosemary Bryant AO

  Launch of a monthly 
member-only 
communication APNA 
Member Connect, offering 
exclusive membership 
benefits and opportunities  
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NATIONAL CONFERENCE 2015 
BRAVE TO BOLD

APNA’s 2015 national conference embraced the 
theme Brave to Bold, reflecting the dynamic 
evolution of nurses from key supports to drivers of 
change in the primary health care environment.

Over three days from 14–16 May 2015 
more than 500 delegates attended APNA’s 
conference at the Gold Coast Convention 
and Exhibition Centre. The conference gave 
new and returning delegates the chance to to 
network, learn and be truly inspired to make 
their professional move from brave to bold. 

As in previous years APNA held a series  
of pre-conference workshops on Thursday  
14 May including sessions on refugee health, 
COPD, diabetes and the education and career 
framework for nurses in general practice.

The conference was formally launched on Friday 
15 May with a moving Welcome to Country 
interwoven with the energy of a flash mob dance 
performance that surprised even the brave-
hearted amongst us. Master of Ceremonies Zara 
Swindells-Grose kept delegates engaged and 
enthused from the get-go and provided a huge 
dose of comic relief throughout the conference. 

APNA President Karen Booth welcomed 
delegates and introduced our first keynote 
dignitary, the Minister for Health Sussan Ley,  
who spoke passionately and energetically,  
noting that ‘nurses are here for the whole  

patient and the whole patient journey’.  
Minister Ley was followed by Australia’s chief 
nurse Dr Rosemary Bryant AO who told the 
audience that strengthening leadership in 
nursing is vital in order to meet our professional 
obligations to identify and lead positive change 
throughout the entire healthcare system. 

Following these keynote dignitaries, delegates 
were reminded about the global problem 
of untreated mental illness by US-based 
psychiatric Advanced Registered Nurse 
Practitioner Dr Mary Moller. In her presentation 
Dr Moller shared her vast experience in 
this field and reminded the audience that 
‘every nurse is a mental health nurse’. 

Friday afternoon saw a keynote presentation 
from the suave Mark McCrindle who peered  
into his research-driven crystal ball and provided 
a forecast of the impending future for primary 
health care nursing. Drawing on detailed 
data analysis Mark predicted that Australian 
nurses will be treating a population that is very 
different; longer living, more technologically 
integrated and increasingly culturally diverse. 

7



NATIONAL CONFERENCE 2015 
BRAVE TO BOLD
Renowned academic Professor Megan-Jane Johnstone 
followed Mark McCrindle’s lead on Friday afternoon 
and talked about ‘whole of world events’ which 
could affect nurses in the future. These included 
climate change, influenza pandemics, antimicrobial 
resistance and the growing problem of inequities in 
the health and healthcare of vulnerable populations. 

Friday we welcomed a warm summer evening 
with delegates donning vibrant saris and durable 
dancing sandals for the Bold-lywood Gala 
Dinner. During this event APNA celebrated the 
achievements of primary health care nursing 
in Australia presenting six outstanding nurses 
with Best Practice Awards in Nursing. 

During the morning plenary on Saturday 16 May 
delegates were entranced by the ever-engaging 
Brian Dolan as he presented on leadership, culture 
and influence. Mr Dolan spoke about lessons learnt 
from his numerous managerial roles including 
Director of Health Service 360, Director of Service 
Improvement at the Canterbury District Health 
Board in New Zealand, and Director of Qualitas 
Consortium. Brian taught us that as leaders we 
should do whatever it takes to empower, influence, 
inspire, communicate, be proactive, and be positive.

Taking on a similar theme of empowerment, Director 
of the UNAIDS Regional Support Team for Eastern 
and Southern Africa Dr Sheila Tlou shared her 
fascinating stories of working with women and girls 
in the crisis era of HIV/AIDS. Dr Tlou entertained the 
audience while also reinforcing the message that 

the world needs nurse leaders who are research-
oriented and willing to advocate on any issue.

The closing keynote was delivered by  
Liz Meadley, APNA’s inaugural President’s Award 
winner and nurse veteran. Ms Meadley provoked 
smiles and sense of nostalgia as she led delegates 
through her 40-year nursing journey. The President’s 
Award recognises Liz’s enthusiastic support and 
extensive input into APNA throughout its 14 year history. 
Although ‘semi-retired’ we hope Liz will continue to 
be involved in APNA’s work for many years to come. 

Delegates gave the 2015 conference the 
highest ever satisfaction rating and proved the 
success of the conference in helping attendees 
progress from brave to bold and beyond.
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M E M B E R  P R O F I L E

10

Joanne Perks
Women’s Health 
Nurse Practitioner, 
Sydney

I grew up in a rural area about 
an hour from Canberra and 
come from a family of nurses and 
midwives. I started my nursing 
training at Royal Canberra and Woden 
Valley Hospitals then left Canberra to train as 
a midwife at Sydney’s Royal North Shore Hospital. 
Since then I have worked as a midwife, sexual health nurse, family planning nurse  
and women’s health nurse in various settings. I have also been a nurse counsellor  
in a termination of pregnancy service and was endorsed as a women’s health nurse 
practitioner in 2005. I am passionate about improving the health outcomes of women  
and their families and highly value the primary health care nursing model of care that 
incorporates wellness and health promotion. 

I currently work in two non-government women’s health centres in Sydney. Women’s health 
centres provide low-cost healthcare to women that encompass the social model of health. 
Advocacy is a large part of my nurse practitioner role which enables me to appropriately 
refer and treat my clients and to find suitable services and health professionals who meet 
their needs. My clients are marginalised and disadvantaged and include low income, 
Aboriginal and Torres Strait Islander people, same sex attracted women, and women who 
experience mental health and addiction concerns. The care we provide is holistic in nature. 

I have been a member of APNA for a number of years and am currently a member of APNA’s 
education committee. I have facilitated aspects of APNA’s Family Planning Project, including 
face-to-face teaching and webinars, and have evaluated programs for APNA Endorsement.  
I feel that I have been able to be a voice for nurses working across a range of primary health 
care settings, and I look forward to a continued association with this wonderful organisation.
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AGPAL Best Practice Award for 
Quality Improvement 

Amy Bowen from Balgowlah, 
New South Wales

ASHM/NSW STIPU/Networking 
Health Victoria Sh3ed Program Best 
Practice Award in Sexual Health

Samantha Read from 
Newport, Victoria

ASHM/NSW STIPU/Networking Health 
Victoria Sh3ed Program Best Practice 
Award in Sexual Health (Runner up)

Melissa Cromarty from 
Newcastle, New South Wales

bioCSL Best Practice Award in Immunisation Liz Waugh from  
Cecil Plains, Queensland

MSD Best Practice Award in Chronic 
Disease Management 

Kim Poyner from Torquay,  
Victoria

TENA Best Practice Award in Continence Care Alison Lee from 
Narre Warren, Victoria

Six nurse leaders were the deserved recipients of APNA Best Practice Awards in Nursing.  
These awards acknowledge best practice in chronic disease management, continence care, 
immunisation, sexual health and quality improvement.

The award winners were announced at a gala ceremony held during APNA’s national 
conference on the Gold Coast in May 2015. APNA congratulates all of the Best Practice 
Award winners and highly commended candidates, and thanks all nominees. 

BEST PRACTICE AWARDS
IN NURSING 2015

2015 Best Practice Awards

A W A R D S

AGPAL



In 2015 APNA completed the Commonwealth-funded 
Nursing in General Practice (NiGP) Program. Through the 
completion of this program APNA has helped build the 
capacity of nurses working in general practice settings 
and support these nurses in their career progression. 

A total of nine projects were delivered under the NiGP 
Program, with each piece of work contributing to the 
capacity of nurses working in general practice settings. 

General Practice Support 
and Advisory Service – 
Healthy Practices
The general practice support and advisory service, 
Healthy Practices, aimed to assist general practices 
with uptake and optimal deployment of general 
practice nurses. Six general practices were selected 
and paired with nursing advisors to facilitate nurse 
employment and/or optimisation of the nursing role. 
Evaluation demonstrated that the project contributed 
to building general practice nursing capacity by:

 • developing general practice nurse leadership through 
the nursing advisors;

 • building nursing networks;

 • developing nursing knowledge and skills;

 • developing resources; and

 • developing organisational infrastructure.

A total of 22 Healthy Practices resources were 
developed to assist practices to employ and/or better 
utilise general practice nurses. These resources remain 
available through the Healthy Practices microsite and 
can be accessed at www.healthypractices.apna.asn.au. 

Foundations of General 
Practice Nursing
The Foundations of General Practice Nursing 
training program delivered six two-day orientation 
workshops. The program was intended to give an 
overview of the knowledge and key skills required 
by a nurse transitioning into general practice.

The education content previously developed by the 
AML Alliance was reviewed and updated and, using the 
domains of the National Professional Practice Standards 
for Nurses in General Practice, topics were grouped 
into domains of professional practice; nursing care; 
general practice environment and collaborative care. 

Continuing Education for 
Nurses in General Practice 
APNA offered an expanded high-quality 
education program in 2015 with eight 
continuing education workshops, three 
one-hour webinars and six online modules.

2-day Education Workshops – Eight two-day 
workshops were held in Brisbane, Canberra, Townsville, 
Sydney, Shepparton, Melbourne, Perth and Adelaide. 
The program for each workshop was informed by 
delegate feedback from previous APNA workshops, 
general practice nurses and APNA’s Education and 
Professional Development Advisory Committee.  
A total of 386 participants attended these workshops.
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Online Learning Modules – Six online 
learning modules were developed in 2015:

 • Leadership in Action 

 • Population Health for Nurses in General Practice 

 • Optimising Health as People Age 

 • Nurse Clinics in Australian General Practice –  
Planning, implementation and evaluation 

 • Health Literacy – Improving communication and 
participation in health and healthcare delivery 

 • Asthma Fundamentals for Primary Health Care Nurses

Webinars – Three one-hour webinars on clinical 
and professional topics were delivered in 2015. The 
webinar series proved highly successful and created 
an opportunity to engage with primary health care 
nurses in rural and remote areas on topics such as:

 • The Person-Centred Approach to Healthy Weight 
Management. If not dieting, then what?® presented  
by Dr Rick Kausman

 • The Power of Influence: Leadership for nurses 
in Primary Care facilitated by Mr Stuart Constable  
from the Centre of Inspired Leadership

 • What’s New in Asthma Management presented  
by the National Asthma Council of Australia

Education to achieve 
behavioural change in patients
This project included the development and piloting 
of education aimed at building capability among 
general practice nurses to support behavioural 
change in patients across the lifespan, particularly 
in patients with risk factors for chronic disease. 
A total of six workshops on The Person-Centred 
Approach to Healthy Weight Management. If not 
dieting, then what? ® were offered in Melbourne, 
Brisbane, Sydney, Hobart, Perth and Adelaide. 

A literature review was undertaken by Associate 
Professor Rhian Parker, Senior Research Fellow at the 
University of Canberra, which provided evidence into 
how nurses can be best positioned and promoted 
to support patients with weight management issues 
and reduce the burden of chronic disease.

Based on feedback and evaluation, APNA 
made the following recommendations:

1. Primary health care nurses should be supported to 
deliver chronic disease management and lifestyle 
intervention programs.

2. Primary health care nurses should be supported to 
upskill in evidence-based behaviour change 
interventions including motivational interviewing, goal 
setting and self efficacy.

3. Support should be provided for nurse-led motivational 
interviewing programs in the treatment of a broad 
range of behavioural problems and diseases.
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Demonstration Projects
The demonstration projects on primary care nursing 
in general practice were established to provide a 
blueprint for innovative and cost-effective delivery of 
clinical care by nurses in general practice. In 2014–15 
APNA re-established the demonstration project 
activity commenced by the AML Alliance in 2013–14 
with eight Medicare Locals in Townsville–Mackay; 
Sydney North Shore and Beaches; Australian Capital 
Territory; Inner East Melbourne; South East Melbourne; 
South West Melbourne; Grampians; and Tasmania.

Part of this work included development of three 
video presentations which highlight the key learnings 
from the demonstration project and which will be 
used to encourage practices to recruit and retain 
nurses and develop nurse-led clinics. These videos 
capture how three different practices have benefited 
from having a nurse-led clinic and include the 
perspective of the practice nurse, practice manager, 
general practitioner, receptionist and patient.

Based on evaluation APNA made the 
following recommendations:

1. Alternative options for service delivery through 
nurse-led clinics require further identification and 
support of nurse champions which is critical to nurses 
gaining recognition and confidence in promoting the 
profession.

2. An ongoing national transformative change strategy is 
required to make individual, organisational and 
systems change in general practice.

3. Any further activities in service delivery should be 
evaluated using an outcomes framework (outcomes, 
indicators, dataset) to assess the changes resulting 
from the nurse-led clinics.

Promotion of the profession 
A marketing campaign was conducted in 2015 to 
promote the role and profession of the general 
practice nurse aimed at ensuring optimal uptake 
of nursing services. The campaign targeted general 
practitioners and practice managers who were 
recognised as the key decision makers in practices.

To improve the profile of nurses working in general 
practice and to change the attitudes of GPs and 
practice managers regarding the nurse role, scope 
of practice and value, APNA recommended:

1. Aligning future marketing campaigns with other 
planned initiatives to create a platform, momentum, 
and collective impact of the call to action.

2. A longer timeframe for the campaign to enable 
pre-campaign and post-campaign data on knowledge, 
intentions and behaviours to be obtained.

Leadership development
This work sought to develop leadership skills 
among general practice nurses through peer-led 
professional networks and mentoring activities. 
Six local face-to-face networks and four online 
special interest networks were established.

There is overwhelming evidence to suggest nurses 
value networking opportunities as demonstrated by the 
significant expressions of interest received in the initial 
phases of the project. The high level of interest shown 
in meeting likeminded network coordinators indicated 
the commitment nurses have to providing peer support. 
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Education and career 
framework for nurses 
in general practice
This part of the project involved developing the first 
stages of an education and career framework for 
nurses in general practice to support entry to practice, 
retention and productivity. To inform this work 
APNA convened an Expert Advisory Group who were 
consulted regularly over the course of the project and 
provided meaningful feedback to the project team. 

A review of international evidence on education and 
career frameworks for general practice nursing was 
undertaken to ensure the framework was based in 
evidence. Throughout the project APNA engaged in 
extensive consultation with over 400 nurses, all of whom 
indicated a strong interest in the framework. There was 
general consensus among nurses that an education 
and career framework will provide clarity and inform 
all primary health stakeholders on ways to support 
professional recognition and individual and workforce 
career development and progression of nurses.

At the conclusion of this project APNA 
published a preliminary framework document 
on its website and recommended that:

1. The Australian Government adopts the proposed 
Australian Education and Career Framework for 
Nurses in General Practice outlined in this scoping 
paper.

2. The Australian Government supports the 
implementation of a trial transition program for 
registered nurses entering general practice as a key 
part of the Australian Education and Career 
Framework for Nurses in General Practice. 

3. As part of the trial transition program for registered 
nurses entering general practice, the Australian 
Government supports financial incentives that provide 
opportunities for nurses working in general practice to 
access training, education and continuing professional 
development.

Data collection and analysis 
This work included analysis of existing primary health 
care nursing workforce data and development of 
a new survey tool that will support collection of 
data to improve the evidence base for current and 
future nursing workforce policy and programs.

Data collected from the APNA Salary and Conditions 
Survey from 2005 to 2014 was analysed by the 
Centre for Health Initiatives at University of 
Wollongong and provided longitudinal analysis of: 

 • sample characteristics;

 • professional and work characteristics;

 • education and professional development; and

 • job satisfaction.

University of Wollongong adapted a validated 
workforce instrument previously used to measure the 
general practice nursing workforce to obtain more 
meaningful information. With a national distribution 
strategy the link to the survey instrument was 
distributed as broadly as possible to elicit responses 
from nurses in all Australian states and across a 
diverse range of practice types. The analysis provided 
accessible and meaningful information including;

 • interpretations and commentary relating to 
demographics, key workforce themes, job satisfaction, 
and identified trends relating to roles and 
responsibilities;

 • identification of key issues and themes facing the 
general practice nursing workforce. 
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NURSING IN
PRIMARY HEALTH CARE
(NiPHC) PROGRAM 

In 2015 APNA received three-year funding to deliver the Commonwealth Department 
of Health Nursing in Primary Health Care (NiPHC) Program. The program aims 
to improve employment opportunities and recruitment and retention of nurses 
in primary health care settings, identify sustainable, innovative models of clinical 
care by nurses in primary care, and ensure nurses working in primary health care 
settings have the knowledge and skills to deliver best practice clinical services 
in priority areas. Four main projects make up the NiPHC program of work.

Transition to Practice Pilot Program
This transition to practice pilot aims to develop an accessible, flexible and 
structured process to increase the confidence, competences, skills and knowledge 
of new graduates and established nurses commencing work in primary health 
care settings. The project will support the transition of nurses into primary 
health care in two tranches (April 2016–April 2017 and April 2017–April 2018). 

Education and Career Framework 
We will continue on the grounds of what has been achieved with the 
education and career framework by further developing and implementing 
a framework and toolkit to enhance education opportunities and career 
progression for nurses working in primary health care settings.

Healthy Practices Nursing 
Demonstration Projects
This work aims to demonstrate and provide replicable models of best 
practice in primary health care nursing. This project will support 10 enhanced 
nurse clinics across diverse primary health care settings including general 
practice, aged care, correctional health and community health. An extensive 
evaluation will be undertaken to gain a better understanding of the factors 
associated with sustainability of nurse clinics in primary health care. 

Chronic disease management 
and healthy ageing education for 
nurses in primary health care
Education via 36 two-day workshops to support best practice primary health clinical 
care in the priority areas of chronic disease management and healthy ageing.

16
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Sarah  
Harwood
General Practice 
Nurse, Melbourne

I have been working as a 
registered nurse for 10 years 
and transitioned into primary 
health care nursing when I arrived  
in Australia three years ago. 

My nursing journey has taken me literally around the 
world. Originally from New Zealand, I completed my nursing studies and gained some 
hands-on experience there before heading overseas. I nursed in Dublin and London as well 
as a more challenging role working for a charitable organisation in India, which involved 
working as a medic on remote environmentally sustainable projects. This experience of 
working at grass roots level with people from a variety of backgrounds really ignited my 
passion for primary health care. 

Last year I was fortunate to join the team at Turn the Corner Medical Clinic located in 
Melbourne’s inner north. Turn the Corner is an innovative general practice which makes  
full use of technology in providing the best care for its patients. Every day brings a new 
challenge but working in a supportive team which values the nurse role makes my job 
incredibly enjoyable and rewarding. 

I have a particular interest in health promotion which I consider to be central to maintaining 
and achieving optimal physical and mental wellbeing. Recently I completed a postgraduate 
paper in preventative healthcare at Melbourne University. My broadened understanding of 
the evidence underpinning health prevention has made me more able to effectively educate, 
motivate and support patients towards better health.

Being an APNA member I have greatly benefited from ongoing professional support.  
I regularly meet with a nurse mentor that is facilitated through APNA. This mentoring 
relationship has had a remarkable impact on my own journey, allowing me to gain 
confidence and develop my nursing practice in areas I previously wouldn’t have thought 
possible. With my membership of APNA I feel strongly that I am supported and engaged  
as part of a wider community of Australian primary health care nurses and look forward  
to being more involved in the future. 



APNA continues to experience 
membership growth, which 
reflects the rising numbers of 
primary health care nurses 
who currently make up around 
one in eight of all AHPRA-
registered Australian health 
professionals. Organisational 
membership accounts for 22% 
of the total membership base. 

APNA members represent a 
wide range of disciplines within 
primary health care nursing. 
These areas include general 
practice, nurse immuniser, 
community health, diabetes 
educator and aged care. Just over 
40% of APNA’s members work 
exclusively in general practice. 

APNA 
ABOUT US

A P N A  M E M B E R S H I P

NSW

VIC

QLD

WA

SA

TAS ACT NT

MEMBERSHIP PER STATE

Organisational  
membership 
accounts for

22%
of the total  
membership base
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MEMBER SATISFACTION SURVEY

APNA’s Membership Survey provides a helpful insight into how 
members view the organisation and areas for improvement. 

The survey asked participants to comment on APNA events, 
publications, education, commercial benefits and customer 
service, as well as more generally on APNA’s role. 

Overall member satisfaction with APNA was high at 4.03 out of 
5 (where 5 indicates high satisfaction). The survey rated APNA’s 
most valued aspects as the organisation’s ability to provide 
relevant learning and APNA’s online learning opportunities. 

In terms of areas for improvement respondents indicated APNA could do more 
to promote the image of primary health care nurses and could improve in 
responding to member enquiries. While the profile of primary health care nurses 
has increased, APNA recognises there is more work to be done and we will 
continue to take whatever steps we can to promote and develop the profession. 
With member enquiries APNA recognises the value for members in this service 
and we have implemented a new system to track and respond to enquiries as 
well as a set of frequently asked questions which will be available to members.

APNA NURSE NETWORKS
APNA Nurse Networks are groups of primary health care 
nurses who meet on a regular basis with the support of 
APNA. Being part of a network means a nurse can:

 • Reduce isolation and expand their professional networks;

 • Expand their knowledge and professional development opportunities;

 • Share their skills and expertise; and

 • Find peers to discuss everyday practice issues.

There are 18 nurse networks currently operating across 
Australia. APNA provides these groups with resources for the 
initial network set-up, ongoing marketing and promotional 
assistance and advice on professional development issues. Overall

Member  
Satisfaction 

with APNA was high at

4.03 out of 5
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APNA
BOARD

Julianne Badenoch 
Vice President

Karen Booth
President
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Patrice Cafferky 

Jennifer LangJulieanne Crow

Kathy Godwin Ken Griffin

Maurice Wrightson

Ian Watts

APNA Board 2015 

The Board is made up of five elected Directors 
and up to three co-opted Directors.

Elected Board members
Karen Booth President
Julianne Badenoch Vice President
Patrice Cafferky
Julieanne Crow
Kathy Godwin
Jennifer Lang (term concluded May 2015)

Co-opted Board members
Ken Griffin
Ian Watts
Maurice Wrightson

Board meetings

Board meetings are held six times annually with at 
least two face-to-face meetings. Board Directors 
are expected to prepare adequately to attend and 
participate at board and committee meetings.

Conflicts of interest
Board Directors are expected to avoid any action, 
position or interest that conflicts or appears to conflict 
with the interest of the Association. A director who 
has a material personal interest in a matter relating 
to the Association’s affairs must notify the board.

21

A P N A  B O A R D



A P N A  S T A F F

APNA Staff
The following staff served APNA in 2015:

Kathy Bell Chief Executive Officer (to March 2015)

Megan Betz Membership Officer

Ruby Callanan Project Manager – Nursing in General Practice Program (to June 2015)

Cheryl Campbell  Networking and Engagement Coordinator – Nursing in General Practice 
Program (to June 2015)

Lisa Collison Project Manager – Nursing in Primary Health Care Program

Rebekah Cox Senior Project Officer – Nursing in Primary Health Care Program

Kim Cully Finance Officer

Denkin Dias Finance Officer

Joel Follan Office Manager

Linda Govan Senior Project Officer – Nursing in Primary Health Care Program

Matt Hall General Manager, Member Services

Jane Henty Project Manager – Nursing in Primary Health Care Program

Stephanie Hille Communications Manager 

Sarah Holt Administration Support Officer (Member Services)

Alice Houghton  Project Manager – Nursing in Primary Health Care Program  
(to December 2015)

Simon Howe Policy Adviser

Alexis Hunt Chief Executive Officer (to October 2015)

David Malone Chief Executive Officer

Joanne Millard  Senior Project Officer – Nursing in General Practice Program  
(to June 2015)

Bronwyn Morris-Donovan Program Director – Nursing in Primary Health Care Program 

Dinusha Nanayakkara Finance Manager 

Lynne Walker Program Director – Nursing in General Practice Program (to July 2015)

Michelle Wills  Professional Development Coordinator – Nursing in General Practice  
Program (to June 2015)

Brie Woods Project Manager – Nursing in Primary Health Care Program

Murphy Woods National Conference Project Officer
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APNA acknowledges the companies 
that have partnered with APNA 
and in doing so have made a 
commitment to the development 
of primary health care nursing. 
The support of these partners 
significantly enhances APNA’s ability 
to deliver benefits to members.

Platinum Partner

Seqirus (previously bioCSL) maintained their Platinum Partnership 
and continue to support APNA events and activities for primary 
health care nurses across the country. As a Platinum Partner they 
have made a significant commitment to APNA’s vision.

Organisational Partner

APNA’s relationship with Independent Practitioner Network (IPN) 
continues to grow. Through their support around 500 nurse 
employees working with IPN across Australia have membership 
with APNA. IPN also sponsors nurses to attend APNA’s national 
conference each year.
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A P N A  C O M M I T T E E S

APNA has a number of advisory committees. 
Members are encouraged to become part of 
these committees, which gives an opportunity 
to learn new skills, network with fellow health 
professionals and gain important CPD hours.
Governance Committee 

Julianne Badenoch 
Chair

Karen Booth

Maurice Wrightson 

Patrice Cafferky

Finance, Audit and Risk 
Management Committee 

Patrice Cafferky 
Chair 

Karen Booth 
Deputy Chair

Ken Griffin

Maurice Wrightson 
Chair (to May 2015)

Education and  
Professional Development 
Advisory Committee 

Julieanne Crow  
Chair

Kathy Godwin  
 Deputy Chair

Ann Johnson 

Julie McLean 

Matthew Middleton 

Jo Millard

Joanne Perks

Ken Griffin  
Deputy Chair (to August 2015)

Karen Grant  (to August 2015)

Jennifer Lang (to August 2015)

Roslyn Rolleston  
(to August 2015)

Conference Advisory 
Committee

Julianne Badenoch 
Chair

Ian Watts  
Deputy Chair

Jane Bollen

Jane Butcher

Melissa Cromarty

Emma Curnin

Jeffrey Fuller

Jan Pullar

Emily Wheeler

Jacqui Young

Julieanne Crowe 
Deputy Chair (to May 2015)

Michelle Bonner (to May 2015)

Kathy Godwin (to May 2015)

Elizabeth Halcomb 
(to May 2015)

Elizabeth Meadley (to May 2015)

Matthew Middleton 
(to May 2015)

Jan Pullar (to May 2015)

Tracey Wilson (to May 2015)

Editorial Advisory 
Committee 

Kathy Godwin  
Chair

Ian Watts  
Deputy Chair

Jane Butcher

Elizabeth Halcomb

Anne Matyear

Ruth Mursa

Jacqui Young

Patrice Cafferky  
Chair (to September 2015)

Jessica Danko (to August 2015)

Susan Halsey (to May 2015)
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APNA 
WHAT WE DO

Policy and Representation 

Representation and advocacy is a central part of APNA’s role. 

This work involves:

 • consulting with other professional associations within the Australian 
healthcare sector;

 • liaising with federal and state governments;

 • responding to consultation processes; and

 • providing member representatives to sit on a broad range  
of committees and working parties.

2015 was a busy year for APNA’s policy and advocacy team. Over 
the course of the year we sought member input and lodged a 
record total of 23 submissions to consultation processes. We also 
attended a number of industry roundtable forums and appeared 
before the Parliamentary Health Committee Inquiry into Chronic 
Disease Prevention and Management in Primary Health Care. 

APNA continues to be represented by its members at various 
events and forums—this helps members share knowledge with 
the broader membership and assists in raising APNA’s profile. We 
also provide representatives from our membership and board to 
various projects and advisory committees where their representation 
is of key value to the primary health care nursing profession. 

APNA thanks all of our dedicated representatives for their contribution.

APNA Representatives 

Anne Matyear

Belinda Blamey

Catherine Hampton

Heather Gale

Jane Bollen

Jennifer Lang

Jenny Hughes

Jessica Danko

Julianne Badenoch

Julieanne Crow

Karen Booth

Karen Osbourne

Kathy Godwin

Matthew Middleton

Michelle Willis

Patrice Cafferky

Peta Niven

Roslyn Rolleston

Ruth Mursa

Samantha Moses

Susan Halsey

Tracey Wilson
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C O M M I T T E E S

Committees 

 • ASHM – Hepatitis B resource primary care focus group

 • ASHM – Hepatitis B working group

 • ASHM – National Hepatitis B Reference Committee

 • Asthma Australia – Consultation Forum 

 • Asthma Foundation – GASP Expert Panel

 • Australian Association for Academic Primary Care/
University of Melbourne Department of General 
Practice – Practice Based Research Network (PBRN) 
Reference Group

 • Australian Cancer Survivorship Centre – General 
Practice Clinical Placement Pilot Project (GPcPPP) 
Project Advisory Committee

 • Australian College of Mental Health Nurses – Expert 
Reference Group

 • Australian College of Rural and Remote Medicine – 
ACRRM Telehealth Advisory Committee (ATHAC)

 • Australian Commission on Safety and Quality in Health 
Care – Topic Working Group Developing a Clinical Care 
Standard on Osteoarthritis

 • Australian Nursing and Midwifery Federation (ANMF) 
– Project Advisory Group for the review of the 
Australian Nursing Federation Competency standards 
for nurses in general practice

 • Australian Primary Care Research Network – 
Reference Group

 • Cancer Institute NSW – Cancer Screening Primary Care 
Advisory Group

 • Cervical Renewal Secretariat – Renewal of the National 
Cervical Screening Program 

 • Coalition of National Nursing Organisations (CoNNO)

 • Department of Health – General Practice Roundtable

 • Department of Health – Musculoskeletal Clinical 
Leadership Group

 • Department of Health – National Immunisation 
Committee

 • Department of Health – National Immunisation 
Committee Data Subcommittee

 • Department of Health – Nursing and Midwifery 
Strategic Reference Group 

 • Department of Health – PCEHR Peak Consultation and 
Communication Group

 • Department of Health – Practice Incentive Payment 
Advisory Group

 • Department of Health – Primary Health Care Advisory 
Group

 • Department of Veterans’ Affairs – Health Consultative 
Forum

 • Department of Veterans’ Affairs – Health Innovation 
Clinical Reference Group

 • Elder Abuse Helpline and Resource Unit – Elder Abuse 
Steering Committee Working Group

 • Grampians Medicare Local – Advancing Nurse Clinics 
in Primary Care Project Advisory Group

 • Improvement Foundation – Australian Primary Care 
Collaboratives Quality Improvement Advisors 
Committee 

 • Improvement Foundation – International Convention 
Program Review Committee

 • Inner North West Melbourne Medicare Local – 
Victorian Refugee Health Network Primary Care 
Advisory Group

 • MSD – Women’s Health Summit Steering Group

 • National Ageing Research Institute – Practice Nurse 
Healthy Ageing Module Advisory Committee

 • National Asthma Council Australia and Asthma 
Australia – National Asthma Strategy Advisory Group 
2016–2020

 • NEHTA – Clinical Usability Program Steering Group

 • NEHTA – eReferral Reference Group

 • Nepean–Blue Mountains Medicare Local – 
Interdisciplinary Clinical Training Network Advisory 
Committee

 • Northern Sydney Medicare Local – Primary Care Nurse 
Transition Program Advisory Committee

 • Nursing and Allied Health Scholarship and Support 
Scheme Selection Advisory Group (NAHSSS)

 • Precedence Health Care – eCollaboration Project 
Expert Panel

 • Queensland Government – Queensland Cervical 
Screening Program Quality Management Committee 
2012–2015

 • Royal District Nursing Service – MaRVAL and ViP 
Reference Group

 • Secondary Prevention Alliance

 • TAC and WorkSafe Victoria – Primary Care Advisory 
Group

 • Therapeutic Goods Administration/Department of 
Health – Advisory Committee on Safety of Vaccines

 • The George Institute for Global Health – Secondary 
prevention of coronary heart disease in Australia 
National Taskforce

 • University collaboration – Advisory Committee for the 
Centre for Obesity Management and Prevention in 
Primary Health Care (COMPaRE-PHC)

26



 • Private Health Insurance Consultations 2015  
– 16 December 2015

 • Review of the Enrolled Nurse Accreditation 
Standards – November 2015

 • Medicare Benefits Schedule (MBS) Review Taskforce 
Consultation – November 2015

 • National Safety and Quality Health Service Standard 
2 – October 2015

 • Biosimilar Awareness Implementation Framework  
– October 2015

 • Health Workforce Scholarship Programme  
– September 2015

 • Implementation Plan for the National Antimicrobial 
Resistance Strategy 2015–2019 – September 2015

 • Primary Health Care Advisory Group (PHCAG): Better 
outcomes for people with chronic and complex 
health conditions through primary health care  
– September 2015 

 • Parliamentary Inquiry into Best Practice in Chronic 
Disease Prevention and Management in Primary 
Health Care (joint submission) – August 2015

 • Tobacco and Other Smoking Products (Extension of 
Smoking Bans) Amendment Bill 2015 – August 2015

 • National Asthma Council Australia’s Draft National 
Asthma Strategy 2016–2020 – August 2015

 • Australian College of Midwives Position Statement on 
the use of Dummies for the Healthy Term Breastfed 
Infant – July 2015

 • A resource for community health services applying 
the National Safety and Quality Health Service 
(NSQHS) Standards – July 2015

 • Proposed model General Practice Accreditation 
Scheme – July 2015

 • Guideline on Secondary Prevention of Vascular 
Disease in Type 2 Diabetes – July 2015

 • Draft revised Registered Nurse Standards for 
Practice – July 2015

 • Proposed changes to the personally controlled 
electronic health system (PCEHR) and the Healthcare 
Identifiers (HI) Service – June 2015

 • Royal Australian College of General Practitioners 
Vision for a Sustainable Health System – June 2015

 • Australian National Diabetes Strategy – May 2015

 • Royal Australian College of General Practitioners 
Standards for General Practice 5th Edition  
– May 2015

 • Review of the Drugs, Poisons and Controlled 
Substances Regulations 2006 – May 2015

 • Shared Medical Appointments for Type 2 Diabetes 
Management Medical Services Advisory Committee 
Consultation – March 2015

 • Allied Health Alliance Network

 • CATSINaM – Stakeholder Forum 

 • Delphi Consultation Summary Report 
2015: Safeguarding the health and 
wellbeing of the New South Wales nursing 
and midwifery workforce

 • Department of Veterans’ Affairs Health 
Committee Meeting

 • Enrolled Nurse Accreditation Standards 
Consultation Forum

 • Health Professional Consultation Meeting 

 • Hidden Cost of Asthma Report Meeting

 • Nepean-Blue Mountains PHN Annual 
General Meeting

 • NSW Health Dinner Forum

 • Royal Australian College of General 
Practitioners 5th edition Standards 
Consultation Workshop

 • Smoking Cessation Roundtable

 • Australian Allied Health Forum

 • Public Health Association of Australia’s 
National Primary and Community Health 
Network Forum – Primary Health 
Networks: Maximising the potential

 • Australian Healthcare & Hospitals 
Association Think Tank on Reform of the 
Federation and Health

 • Department of Health Private Health 
Insurance Consultations Healthcare 
Provider Organisations Roundtable

 • Parliamentary Health Committee Inquiry 
into Chronic Disease Prevention and 
Management in Primary Health Care

K E Y  M E E T I N G S 
A N D  W O R K S H O P S

 • University of Melbourne – ACCEPt Project

 • University of New South Wales – Reference group 
for research studies on models of integrated 
primary health care centres

 • University of Sydney – Strategies and resources to 
assist hesitant parents with vaccination (SARAH)

 • Victorian Department of Health – Immunisation 
Advisory Committee
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APNA 
WHAT WE DO
Timely Diagnosis of Dementia
APNA recognises the health issues related to an 
ageing population and supports education on 
best practice diagnosis and care for dementia. 

In 2015 APNA was successfully contracted to help 
deliver the Supporting GPs and Practice Nurses in 
the Timely Diagnosis of Dementia Project, an initiative 
funded by the Australian Government. Over the next 
two years the project will be delivered in partnership 
by APNA, Alzheimer’s Australia, Alzheimer’s Australia 
Victoria, Dementia Training Study Centres, and the 
Australian Primary Health Care Research Institute.

The project aims to provide training to primary 
health care nurses across Australia on the timely 
diagnosis of dementia. In conjunction with Alzheimer’s 
Australia Victoria, APNA will roll out four one-hour 
elearning modules and 18 three-hour face-to-face 
workshops with a focus on building knowledge 
to support early identification of dementia.

The 4 Steps to Building Dementia Practice in Primary 
Care online learning module series is designed 
to improve knowledge, skills and confidence in 
dementia practice and provide nurses with tools 
and resources to work collaboratively in supporting 
a timely diagnosis of dementia in primary care. The 
online learning modules will encourage nurses to 
lead practice change by following newly developed 
dementia practice guidelines that promote an 
evidence-based approach to dementia detection, 
diagnosis and support in a primary care setting.

The 4 Steps to Building Dementia Practice 
in Primary Care series will comprise four 
one-hour online learning modules:

 • Step 1: Building dementia knowledge

 • Step 2: Building a process towards dementia diagnosis

 • Step 3: Building an approach to dementia support

 • Step 4: Building sustainable dementia support

The content of the Timely Diagnosis of Dementia 
in Primary Health Care face-to-face workshops is 
grounded in the theory that by making use of the 
skills and resources of primary health care nurses 
working in general practice a dementia practice 
model can increase the capacity and quality of 
dementia practice standards and promote greater 
opportunity for detection, diagnosis and support 
of people living with dementia, their families and 
carers. The face-to-face workshops aim to:

 • Build dementia knowledge

 • Build an approach to dementia diagnosis

 • Build an approach to dementia support

 • Build sustainable dementia practice

APNA delivered three Timely Diagnosis of 
Dementia in Primary Health Care face-to-
face education modules at the following 2015 
APNA Continuing Education workshops: 

 • Melbourne – Friday 4 and Saturday 5 September

 • Sydney – Friday 23 and Saturday 24 October

 • Brisbane – Friday 30 and Saturday 31 October

Delegates rated each of these workshops a 
score of 3.75 (out of 5) or higher for their overall 
satisfaction of this face-to-face education. 

Name
Action Efficacy Advantages

Disadvantages

Long Acting Reversible Contraception (LARC)

Levonorgestrel IUD  (LNG-IUD) – progesterone only (Mirena®) 

Thickens mucous 
at the cervix, thins the lining of the 
uterus, inhibits 
sperm migration

99% Effective for 5 years, reduces menstrual bleeding, inexpensive, alternative to sterilisation and an option for women who have contraindications to oestrogen, easily reversible.

Requires procedure for insertion and removal by trained 
health professional, risk of infection or perforation, may experience discomfort/pain during procedure, may experience irregular bleeding, offers no protection 

against STIs.

Etonogestrel implant  – progesterone only  (Implanon NXT®) 

Prevents ovulation and thickens 
mucous at cervix

>99.9% Effective for 3 years, inexpensive, option for women who have contraindications or side effects to oestrogen, minimal action required on the part of the user, easily reversible.

Requires procedure for insertion and removal by trained 
health professional, may cause bruising and bleeding, 
may cause a small scar at site of insertion, may experience irregular bleeding, provides no protection 
against STIs. 

Copper IUD
Inhibits sperm 
migration, 
ovum transport 
and prevents 
implantation

99% Effective for 5 to 10 years depending on the type used, for use when hormonal methods are contraindicated, can be used as emergency contraceptive inserted within 120 hours (5 days) after potential pregnancy risk.

Menstruation may become heavier, requires procedure 
for insertion with risk of infection or perforation, requires 
insertion by trained health professional, may experience 
discomfort/pain during procedure. Further disadvantages 
may be cost; both the initial purchase price of the device 
and insertion charges. Also requires removal by a trained 
health professional and offers no protection against STIs.

Contraceptive injection  – depot 
medroxyprogesterone (DMPA) (Depo Provera®  and Depo Ralovera®) 

Prevents 
ovulation, 
thickens cervical 
mucous

Perfect use 
97%, typical 
use 97%

Highly effective, lasts for 12 weeks, reduces heavy menstrual bleeding.
Injection can not be reversed once administered, requires attendance for injection every 12 weeks, may 
delay resumption of fertility, can cause irregular bleeding, 
offers no protection against STIs.

Other hormonal methods

Combined oral 
contraceptive pill – contains oestrogen and progestogen

Prevents 
ovulation, 
thickens cervical 
mucous

Perfect use 
99.7%, 
typical use 
92%

Can predict or stop monthly bleeding, can reduce menstrual bleeding, can improve period pain, can improve acne.

Requires a pill to be taken each day, some pills can be 
expensive, efficacy may be affected by some medical 
conditions and medications, does not protect against 
STIs.

Progestogen-only pill  (mini pill) Thickens mucous 
at the cervix to 
prevent sperm 
entering the 
uterus

Perfect use 
99.7%, 
typical use 
92%

Small dose of one hormone (progestogen) suitable for women who have contraindications or side effects from oestrogen and breastfeeding women.

Requires a pill to be taken each day with small margin 
for error, menstrual bleeding may be irregular, does not 
protect against STIs.Vaginal ring – plastic ring placed in the vagina, containing oestrogen and protestogen (NuvaRing®)

Prevents 
ovulation, 
thickens cervical 
mucous

Perfect use 
99%, typical 
use 92%

Lower dose of hormones, remains in vagina for 3 weeks, highly effective, better cycle control than combined pill.

Expensive, requires user to remove ring after 3 weeks 
and reinsert after 7 day break, does not protect against 
STIs.

Emergency 
contraception – 
Levonorgestrel (LNG), available as a single tablet containing 1.5mg LNG or 2 doses of 750mcg LNG (depending on the brand used)

Mainly works  
by preventing or 
delaying ovulation

Key messages: 
• Take as soon as possible after unprotected sexual intercourse (most effective when taken within 24 hours after 

intercourse, but can be taken up to 120 hours after intercourse) 
• Can be purchased over the counter at a pharmacy following a consultation with a pharmacist, or on prescription

• A repeat dose should be taken if unprotected intercourse occurs any time more than 12 hours after emergency 

contraception was taken• Follow up with health professionals to discuss ongoing contraception and STI check if appropriate

• Commonly but incorrectly referred to as the ‘morning after pill’

Emergency contraception

Contraceptive injection

Levonorgestrel IUD Contraceptive implant

Progestogen-only pill

Combined oral  contraceptive pill

Copper IUD

Vaginal ring

Contraceptive methods available in Australia
This decision support tool provides an overview of contraception, with the aim of improving accurate information on contraceptive methods, to women and  

men seeking contraceptive advice. A comprehensive medical assessment is required by a trained health professional prior to initiation of a contraceptive method.
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Enhanced Capability in Family Planning 
for General Practice Nurses 
APNA supports expanding the capability of primary 
health care nurses in the many aspects of family 
planning, contraception and reproductive health. 

APNA continued its work under the Commonwealth-
funded Chronic Disease Prevention and Service 
Improvement Fund and built on the educational 
activities delivered in the previously funded Practice 
Nurse Family Planning Capacity Building Project.

The project aims to educate nurses working in 
primary health care to facilitate a person-centred 
approach to family planning across reproductive life 
for both male and female consumers, incorporating 
aspects of health literacy and supporting shared 
and informed decision making as well as self-
management in relation to family planning.

This project aims to extend and optimise the scope 
and capacity of nurses working in family planning 
across primary health care settings (including general 
practice). It continues to support education across 
the continuum through improved awareness of 
preventative activities, addressing health promotion 
and risk reduction, particularly for adolescents 
and people with obesity and chronic disease.

The project has enabled the following 
educational activities and resources to be 

developed and made accessible to primary 
health care nurses across Australia:

 • APNA Family Planning Decision Support Tool has been 
available in hard copy and for electronic download 
since June 2014. This tool aims to assist nurses 
working in primary health care in their consultations 
with patients to promote effective family planning 
throughout reproductive life. 

 • Webinar 1: APNA Family Planning Decision Support 
Tool presented and recorded live August 2014 
(available for viewing online)

 • Online learning Enhancing Knowledge of Adolescent 
Fertility launched in February 2015 

 • Workshop on the effective use of the APNA Family 
Planning Decision Support Tool held at APNA’s 2015 
National Conference

 • Webinar 2: Adolescent Fertility and Pregnancy 
presented and recorded live in June 2015 (available  
for viewing online)

 • Online learning course Obesity, Chronic Disease and 
Fertility launched in August 2015 

 • Webinar 3: Obesity, Chronic Disease and Fertility 
presented and recorded live in October 2015 (available 
for viewing online)

Private obstetrician

Continuation ofpregnancy

Adoption/
fostering

Unintended pregnancyEstablish gestation Planned pregnancyEstablish gestation

Antenatal bloods/consider dating scan
Termination ofpregnancy (TOP)

Referal pathway
Referal pathway

GP/Shared care
Public

Surgical TOP
Medical TOP

Pregnancy confirmedPositive urine/blood pregnancy testPregnancy options:• Consultation with a Women’s Health Nurse to discuss pregnancy options
• Utilising non directive pregnancy support counselling service providers: a GP referral is required to eligible psychologists, social workers and Mental Health Nurses

• Referral to Pregnancy, Birth & Baby Helpline 1800 882 436

Pregnancy Algorithm
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Australian Primary Health Care Nurses Association (APNA) 
Level 2/159 Dorcas Street South Melbourne VIC 3205 P: 1300 303 184APNA developed this Family Planning Decision Support Tool  

with funding from the Australia Government Department of Health.

Age
Age matters for men too! The quantity and quality of the male sperm declines with age (from approximately 45 years), increasing the risk of chromosomal abnormalities, resulting in potential birth defects.

Consider the number, spacing and timing of  children desired.
Weight and healthy lifestyleObesity reduces fertility by lowering testosterone levels, reducing the number of motile sperm  and increasing the risk of erectile dysfunction (Andrology Australia, 2008; Hammoud et al, 2012).There is little evidence that supports specific foods or natural therapies boosting fertility and aiding conception. Adopting a healthy lifestyle, by eating a well-balanced diet, managing weight and being active are encouraged for improving overall  physical and mental wellbeing (Andrology  Australia, 2008).

Smoking and fertility Heavy smokers produce fewer sperm and have increased numbers of abnormally shaped sperm. There is evidence that some chemicals in the tobacco can damage sperm DNA, potentially affecting the health of a conceived baby  (Andrology Australia, 2008).Alcohol and fertilityExcessive consumption of alcohol can affect sperm production, potentially affecting the length of time  it takes to conceive.Refer to the Australian Alcohol Guidelines. 

Health screeningAs well as assessing alcohol intake, smoking  and other lifestyle issues, consider screening for STIs as appropriate. Is there a family history of genetic disorders? This may require review by a  GP and referral to a specialist genetic screening service provider. 
Immunisations
Assess immunisation status, check for immunisation 
against MMR and varicella, and consider influenza immunisation. Consider the impact of contracting  a vaccine preventable disease and passing this on to a newborn.

Fathers and other carers of infants less than six months of age should be immunised against pertussis (dTpa). This should be given at least  two weeks prior to contact with the infant  (NHMRC, 2013).

Source: Andrology Australia: www.andrologyaustralia.org/booklets/your-sperm

YOUR SPERMAND HOW TO LOOK AFTER THEM
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What advice should men be offered in a preconception health check?

Timing of sexual intercourseOvulation usually occurs 14 days before the commencement of a woman’s period. The  most fertile time is three to four days leading  up to and around ovulation, therefore having  sexual intercourse during this time increases the possibility of conception. For example, in a 28 day cycle ovulation will generally occur around day 14, and in a 35 day cycle, ovulation will occur around day 21. Some women may be able to recognise signs of ovulation, such as changes in vaginal secretions to a more clear and slippery discharge, and some may begin to discern the characteristics of ovulation pain. 

References
Andrology Australia. Your sperm and how to look after them. 2008. 
Available from www.andrologyaustralia.org/booklets/your-sperm. 
National Health and Medical Research Council. Australian Guidelines:  
To Reduce Health risks from Drinking Alcohol. 2009. Available from  
www.nhmrc.gov.au/your-health/alcohol-guidelines.Hammoud A, Carrell D, Gibson M, Peterson C, Meikle A. Updates on the 

relation of weight excess and reproduction function in men: sleep apnoea 

as a new area of interest. Asian Journal of Andrology. 2012;14:7-81.
National Health and Medical Research Council. The Australian 
Immunisation Handbook 10th Edition. Canberra: Australian 
Government Department of Health; 2013.
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Australian Primary Health Care Nurses Association (APNA) 
Level 2/159 Dorcas Street South Melbourne VIC 3205 P: 1300 303 184APNA developed this Family Planning Decision Support Tool  

with funding from the Australia Government Department of Health.

Age
Fertility decreases as women age, and the chances of conceiving naturally declines markedly after the age of 35 years. The risk factor of having a child with fetal abnormality increases with the age of  the mother, as does the risk of pregnancy complications such as gestational diabetes,  pre-eclampsia, premature birth and the need  for a caesarean section. Consider the number, spacing and timing of children desired.Medical / reproductive / family history Review medical history and past obstetric history. Are there any medical conditions that might impact a future pregnancy? Are chronic diseases such as diabetes, epilepsy and thyroid disease well controlled? Are there any concerns regarding mental 

health and the impact this might have on conception 
and pregnancy? Are prescribed or OTC medications 
safe to use in pregnancy? Is there any family history of genetic disorders on either side of the family?Review history and refer accordingly, to a GP or medical specialist. 

Health screeningIs cervical screening up to date? Screen in accordance with the National Clinical Practice Guidelines. Assess past history of periodontal disease, this may be a good time to visit the dentist.Body mass index (BMI) and blood pressure review.Weight
Being overweight is a risk factor for both infertility and adverse pregnancy outcomes. Obese women take longer to conceive than women in a healthy weight range. Being underweight (BMI<18) has also been shown to interfere with ovulation and fertility. Healthy lifestyle, diet and exerciseEncourage regular daily exercise and assess the risk of nutritional deficiencies. Review the Australian Guide to Healthy Eating. Diets containing little or no red meat, chicken or fish, may be low in iron. Iron deficiency anaemia (IDA) is one of the most common nutritional deficiencies globally. Screening and/or referral to a dietitian may be warranted. Review the risk of being vitamin D deficient – women at increased risk include those with reduced 

sunlight exposure such as women who wear veils, dark skinned women and office workers.

Immunisations Assess the need for immunisation against hepatitis B, measles, mumps, rubella, varicella, tetanus and pertussis. Consider serology testing if immunity  is uncertain.
Influenza, diphtheria, tetanus and pertussis (dTpa) immunisations are recommended for women planning a pregnancy (NHMRC, 2013).Varicella and MMR immunisations are live vaccines and are contraindicated in pregnancy. Therefore, check the date of the last normal menstruation and contraception cover and advise to avoid pregnancy for 28 days following immunisation (NHMRC, 2013). Alcohol

NHMRC (2009) advises that women attempting a pregnancy or currently pregnant do not drink alcohol. 
Smoking and drug useSmoking reduces the chances of achieving a pregnancy, and smoking during pregnancy is associated with an increased incidence of threatened and spontaneous miscarriage, premature 

birth, and low birth weight for gestational age, perinatal death and sudden infant death syndrome (SIDS). Consider recommending counselling and pharmacotherapy for facilitating smoking cessation (RANZCOG, 2011), or refer to QUIT.Assess for the use of recreational drugs and encourage women to cease using them. Women who are concerned regarding the use of recreational 
drugs or drug dependency may require referral  to specialist drug and alcohol services.Iodine and folic acid supplementsThe NHMRC (2010) recommends that women planning a pregnancy, pregnant or breastfeeding take an iodine supplement of 150 micrograms per day. Women with pre-existing thyroid conditions should seek advice from their medical practitioner prior to taking an iodine supplement.The RACGP (2009) recommends that all women commence a 0.4–0.5mg daily dose of folic acid supplement at least one month prior to pregnancy and for the first three months after conception to reduce the risk of neural tube defect (NTD). Women at high risk of conceiving a child with a NTD,  women with diabetes, or women taking prescribed 

Both of the line graphs are for women with normal reproductive function, after having unprotected intercourse for one year.

Reference:  Khatamee MA, Infertility: a preventable epidemic?, International Journal of Fertility [1988, 33(4):246-251].
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anti-epileptic medication are recommended to take a 5mg daily dose of folic acid.Healthy environmentOngoing exposure to toxins in the household and within the workplace may have a negative impact  on fertility and increase the risk of adverse pregnancy outcomes.Consider and assess risk factors for cytomegalovirus, toxoplasmosis and listeriosis.Avoidance of foods with high risk listeria includes soft cheeses, pre-packaged salads, raw seafood, processed meat, pâté and soft serve ice-cream (NSW Food Authority).
Timing of sexual intercourseOvulation usually occurs around 14 days before the commencement of a woman’s period. The most fertile time is three to four days leading up to and around ovulation, therefore having sexual intercourse during this time increases the possibility of conception. For example, in a 28 day cycle ovulation will generally occur around day 14, and  in a 35 day cycle, ovulation will occur around day  21. Some women may be able to recognise signs  of ovulation, such as changes in vaginal secretions  

to a more clear and slippery discharge, and some may begin to discern the characteristics of  ovulation pain. 
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Australian Primary Health Care Nurses Association (APNA) 
Level 2/159 Dorcas Street South Melbourne VIC 3205 P: 1300 303 184APNA developed this Family Planning Decision Support Tool  

with funding from the Australia Government Department of Health.

Name
Action

Efficacy Advantages
Disadvantages

Barrier methods

Male condom – use once only, made of latex or polyurethane (for latex sensitivity)

Collects semen containing sperm
Perfect use 
98%, typical 
use 85%

Decreases the risk of STIs, back-up to other methods e.g. missed pill/s, inexpensive, usually easily available.

Needs high degree of motivation by user and partner, less effective than hormonal methods.

Female condom – use once only, made of polyurethane and inserted into the vagina before sexual contact

Acts as a barrier to sperm entering the cervix and uterus Perfect use 
95%, typical 
use 79%

Provides protection against STIs, suitable for people with latex allergy.
Needs high degree of motivation by user and partner, more expensive than male condoms.

Diaphragm – made  of silicone Covers the cervix and prevents sperm travelling into the uterus Perfect use 
94%, typical 
use 84%

No hormones, suitable for use when there are medical conditions or contraindications to other methods, back-up to other methods, can be used with the male or female condom for added protection against pregnancy and STIs.

Less effective than hormonal methods, needs high degree  of motivation.
Sterilisation

Female
Surgical procedure, performed to block the fallopian tubes preventing sperm fertilisation of an egg (ovum). The most common procedure is done under anaesthetic using a laparoscope. A clip or ring is place on the fallopian tube.  A newer procedure is called Essure®.  A micro-insert is placed inside the fallopian tube. This procedure can be performed under local anaesthetic with no incisions required. 

>99% Permanent method, does not alter sexual function or the menstrual cycle.
Requires a procedure, difficult  to reverse, Essure® procedure is not effective for 3 months.

Male
Vasectomy is a surgical procedure which prevents sperm from entering the seminal fluid. A small incision is made in the scrotum and the tubes which carry sperm (vas deferens) are cut and blocked.

>98% Permanent method, does not affect sexual function, procedure can be undertaken in a surgery and takes around 30 minutes, no stitches required.

Requires trained health practitioner, may be some swelling, bruising and pain immediately after the procedure lasting a few days.

Fertility awareness-based methods (FABMs) / Natural Family Planning

Key messages:
• Based on an awareness of the menstrual cycle in order to identify the fertile phase  

of the cycle
• Can include observation of cervical mucous, cervical changes, basal body  

temperature and lactational amenorrhea• Can be used to achieve or prevent a pregnancy

• Requires high motivation by user and her partner• Cost effective, women gain knowledge about their menstrual cycle
• Not suitable for women with an irregular cycle• May require long periods of abstinence• Refer to trained health professional for education and instruction

Male condom

Diaphragm

Female condom

Male
Female

Contraceptive methods available in Australia
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Australian Primary Health Care Nurses Association (APNA) 
Level 2/159 Dorcas Street South Melbourne VIC 3205 P: 1300 303 184APNA developed this Family Planning Decision Support Tool  

with funding from the Australia Government Department of Health.

Reference
Contraception: an Australian clinical practice handbook. 3rd ed. 2011.

Name
Action Efficacy Advantages

Disadvantages

Long Acting Reversible Contraception (LARC)

Levonorgestrel IUD  (LNG-IUD) – progesterone only (Mirena®) 

Thickens mucous 
at the cervix, thins the lining of the 
uterus, inhibits 
sperm migration

99% Effective for 5 years, reduces menstrual bleeding, inexpensive, alternative to sterilisation and an option for women who have contraindications to oestrogen, easily reversible.

Requires procedure for insertion and removal by trained 
health professional, risk of infection or perforation, may experience discomfort/pain during procedure, may experience irregular bleeding, offers no protection 

against STIs.

Etonogestrel implant  – progesterone only  (Implanon NXT®) 

Prevents ovulation and thickens 
mucous at cervix

>99.9% Effective for 3 years, inexpensive, option for women who have contraindications or side effects to oestrogen, minimal action required on the part of the user, easily reversible.

Requires procedure for insertion and removal by trained 
health professional, may cause bruising and bleeding, 
may cause a small scar at site of insertion, may experience irregular bleeding, provides no protection 
against STIs. 

Copper IUD
Inhibits sperm 
migration, 
ovum transport 
and prevents 
implantation

99% Effective for 5 to 10 years depending on the type used, for use when hormonal methods are contraindicated, can be used as emergency contraceptive inserted within 120 hours (5 days) after potential pregnancy risk.

Menstruation may become heavier, requires procedure 
for insertion with risk of infection or perforation, requires 
insertion by trained health professional, may experience 
discomfort/pain during procedure. Further disadvantages 
may be cost; both the initial purchase price of the device 
and insertion charges. Also requires removal by a trained 
health professional and offers no protection against STIs.

Contraceptive injection  – depot 
medroxyprogesterone (DMPA) (Depo Provera®  and Depo Ralovera®) 

Prevents 
ovulation, 
thickens cervical 
mucous

Perfect use 
97%, typical 
use 97%

Highly effective, lasts for 12 weeks, reduces heavy menstrual bleeding.
Injection can not be reversed once administered, requires attendance for injection every 12 weeks, may 
delay resumption of fertility, can cause irregular bleeding, 
offers no protection against STIs.

Other hormonal methods

Combined oral 
contraceptive pill – contains oestrogen and progestogen

Prevents 
ovulation, 
thickens cervical 
mucous

Perfect use 
99.7%, 
typical use 
92%

Can predict or stop monthly bleeding, can reduce menstrual bleeding, can improve period pain, can improve acne.

Requires a pill to be taken each day, some pills can be 
expensive, efficacy may be affected by some medical 
conditions and medications, does not protect against 
STIs.

Progestogen-only pill  (mini pill) Thickens mucous 
at the cervix to 
prevent sperm 
entering the 
uterus

Perfect use 
99.7%, 
typical use 
92%

Small dose of one hormone (progestogen) suitable for women who have contraindications or side effects from oestrogen and breastfeeding women.

Requires a pill to be taken each day with small margin 
for error, menstrual bleeding may be irregular, does not 
protect against STIs.Vaginal ring – plastic ring placed in the vagina, containing oestrogen and protestogen (NuvaRing®)

Prevents 
ovulation, 
thickens cervical 
mucous

Perfect use 
99%, typical 
use 92%

Lower dose of hormones, remains in vagina for 3 weeks, highly effective, better cycle control than combined pill.

Expensive, requires user to remove ring after 3 weeks 
and reinsert after 7 day break, does not protect against 
STIs.

Emergency 
contraception – 
Levonorgestrel (LNG), available as a single tablet containing 1.5mg LNG or 2 doses of 750mcg LNG (depending on the brand used)

Mainly works  
by preventing or 
delaying ovulation

Key messages: 
• Take as soon as possible after unprotected sexual intercourse (most effective when taken within 24 hours after 

intercourse, but can be taken up to 120 hours after intercourse) 
• Can be purchased over the counter at a pharmacy following a consultation with a pharmacist, or on prescription

• A repeat dose should be taken if unprotected intercourse occurs any time more than 12 hours after emergency 

contraception was taken• Follow up with health professionals to discuss ongoing contraception and STI check if appropriate

• Commonly but incorrectly referred to as the ‘morning after pill’

Emergency contraception

Contraceptive injection

Levonorgestrel IUD Contraceptive implant

Progestogen-only pill

Combined oral  contraceptive pill

Copper IUD

Vaginal ring

Contraceptive methods available in Australia
This decision support tool provides an overview of contraception, with the aim of improving accurate information on contraceptive methods, to women and  

men seeking contraceptive advice. A comprehensive medical assessment is required by a trained health professional prior to initiation of a contraceptive method.
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E D U C A T I O N

APNA 
WHAT WE DO
APNA Online Learning
APNA Online Learning continues to provide Australian 
primary health care nurses with current, evidence-
based, high quality education. APNA’s online learning 
program is designed to support and enhance nursing 
clinical practice, inspire leadership across nursing 
fields, enable APNA to partner and collaborate with 
leading health organisations in the development 
and delivery of education, and provide nurses 
with access to high quality patient resources.

The online learning format gives primary health 
care nurses the flexibility to undertake their 
professional development and obtain CPD 
hours at their own pace, at work or at home.

In 2015 there was a total of 9,206 enrolments for APNA’s 
online education courses. The 48 modules available 
on APNA’s dedicated online learning website provide 
access to more than 120 hours of evidence-based, 
comprehensive, relevant and high quality education.

New and Updated APNA Online 
Learning Modules in 2015

An Orientation for Nurses New to General Practice

An Orientation for Nurses New to General Practice 
was developed to provide an understanding of roles, 
responsibilities and skills necessary for nurses working 
in the general practice environment. The course 
provides an orientation for nurses new to general 
practice to enable them to develop the knowledge 
and skills specific to this workplace setting. 

Asthma Fundamentals for Primary 
Health Care Nurses

This course was designed in partnership with the 
National Asthma Council Australia and provides 
nurses with the skills to effectively identify potential 
asthma in their patients, and outline the key aspects 
necessary in diagnosis and ongoing management. 

Enhancing Knowledge of Adolescent Fertility

Enhancing Knowledge of Adolescent Fertility has been 
designed to provide primary health care nurses with an 
overview of adolescent fertility, including contraceptive 
methods, implications of untreated sexually transmitted 
infections (STIs) on future fertility, risk taking behaviours 
and their potential implications on adolescent fertility, 
and issues relating to adolescent pregnancy.

Health Literacy – Improving Communication and 
Participation in Health and Healthcare Delivery

This course provides nurses with opportunities 
to strengthen their understanding of health 
literacy and how they can support understanding 
and participation in health. Completion of 
this course enables participants to:

 • Describe individual health literacy and health literacy 
of the environment;

 • Recognise the impact of low health literacy;

 • Recognise why a ‘universal precautions’ approach to 
health literacy can improve understanding of health 
and universal access to health services; and

 • Identify opportunities to implement health literacy 
strategies to improve patient understanding and 
participation in health.

Leadership in Action

This course provides nurses with an interactive forum 
to strengthen their understanding of leadership and 
provide practical ways to demonstrate leadership to 
their patients, their practice and their profession.
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Population Health for Nurses in General Practice

This course was designed to increase nursing 
knowledge on population health principles and 
encourage nurses to further expand their activities 
to improve patient health outcomes. The module 
was developed for nurses working in general practice 
but it is relevant to nurses and Aboriginal health 
workers working in any primary health care setting.

STI and Blood Borne Viruses

This course was reviewed by the NSW Sexually 
Transmissible Infections Programs Unit and is 
sponsored by the Australasian Society for HIV Medicine 
(ASHM). The course has been designed to provide 
primary health care nurses working in general practice 
settings with an understanding of the management of 
sexually transmissible infections (STIs) and blood borne 
viruses (BBVs) such as HIV and viral hepatitis. It also 
deals with the importance of STI testing, contact tracing, 
and discussing safe sex and prevention with patients.

2016 

In 2016 APNA will continue to expand the number of 
courses available through APNA’s Online Learning portal 
and will increase the number of courses free to APNA 
members. Current course development topics include: 

 • Haemochromatosis

 • Immunisation in the General Practice Setting

 • Diabetes in the Primary Health Care Setting

 • Mental Health: Identification, communication  
and management

 • Palliative Care

 • Timely Diagnosis of Dementia series

Nurse Clinics in Australia General Practice – 
Planning, Implementation and Evaluation

This course provides nurses with an understanding 
of the nurse clinic model of care and provides 
a framework to assist in the planning, 
implementation and evaluation stages of setting 
up a nurse clinic in their general practice.

Obesity, Chronic Disease and Fertility

Obesity, Chronic Disease and Fertility has been 
designed to educate nurses on the impact of 
chronic disease and risk factors on fertility and the 
subsequent impact on antenatal care. Issues relating 
to overweight and obesity and the role of weight in 
infertility are also included in the course material.

Optimising Health as People Age

This course strengthens nurses’ understanding of 
how to support healthy ageing and encourages 
nurses to further expand the activities 
undertaken to optimise health as people age.

Pertussis

This course was reviewed and updated in November 
2015 to reflect the changes in the Australian 
Immunisation Handbook 10th Edition. The course 
provides an understanding of pertussis in Australia 
and covers immunisation rates, symptoms, 
preventing pertussis using various strategies, 
incentives and delivering immunisation services.
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E D U C A T I O N

Thanks to our education partners

APNA thanks all of our education partners for their ongoing support in 2015. The involvement 
of these partners enables APNA to continue to provide quality education. 
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Face-to-Face Education 
APNA delivered 39 face-to-face workshops in 2015 
covering a diverse range of topics and locations. 

Continuing Education Workshops

APNA’s Continuing Education Workshops were held 
in eight locations (Brisbane, Canberra, Townsville, 
Sydney, Shepparton, Melbourne, Perth and 
Adelaide). The programs for the workshops were 
informed by the delegate feedback from previous 
workshops. The workshops were interactive, involved 
locally-based education and were designed and 
facilitated by nurses with a range of presenters from 
across a number of disciplines. These workshops 
offered nurses working in general practice an 
excellent opportunity to network and update their 
expertise. Topics included wound care, diabetes, 
mental health, palliative care and ehealth. The 
workshops were a great success with an overall 
workshop satisfaction rating of 9.13 out of 10.

Education to Achieve Behavioural 
Change in Patients 

Education to Achieve Behavioural Change in Patients 
workshops were held in six locations (Melbourne, 
Brisbane, Sydney, Hobart, Perth and Adelaide).  
The two-day workshop were designed to help nurses 
working in general practice achieve behaviour change 
in patients. The program helps nurses effectively 
support their patients to be the healthiest they 
can be, and as a result achieve and maintain a 
healthy weight using behaviour change methods. 

The workshop covered:

 • The importance of the language we use when 
talking about weight

 • How closely does BMI measure health?

 • Should we weigh our patients?

 • Decreasing guilt around food

 • Protection from the seduction of weight loss dieting

 • Options for weight loss, are they helpful?  
Why or why not?

Every workshop was well subscribed with nurses keen 
to hear what they can do to compel their patients 
to make changes. 78% of participants reported the 
workshop to be excellent and to have met their needs. 

Foundations of General Practice Nursing:  
An orientation for nurses new to general practice

The Foundations of General Practice Nursing 
workshops were held in nine locations 
(Melbourne, Sydney, Adelaide, Peth, Brisbane, 
Gold Coast, Hobart and Brisbane).

The foundation program provides an understanding 
of roles, responsibilities and skills necessary for nurses 
working in the general practice environment. It provides 
an orientation for nurses new to the setting to better 
understand their role in the general practice team, and 
to develop the knowledge and skills specific to general 
practice. The workshops were recorded and made 
available via the online learning portal to accommodate 
APNA’s rural and remote members and give nurses 
access to the same materials in an online format.

The content includes primary health care and the 
Australian healthcare system, professional practice, 
professional development, clinical assessment,  
chronic disease management, wound management, 
quality and safety, scheduling care and triage, infection 
prevention and control, information management and 
ehealth, health promotion and preventative care.

Keep them coming. 
Overall a workshop 
of high quality 
with excellent 
presentations. 
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M E M B E R  P R O F I L E

Jenny  
Garrett
Senior Nurse, 
Mount Isa

This is my eleventh year as a 
registered nurse since leaving a 
seven-year career in the Australian 
Army to study nursing. After working in 
the outpatient department at my local 
hospital I started my primary health care nursing 
career at an Aboriginal medical centre as the practice manager. This was a very challenging  
but ultimately rewarding career move which cemented my interest in primary health care. 

After leaving the Aboriginal medical centre I began working with a Medicare Local providing 
support to general practices in rural and remote Queensland. This experience gave me a 
behind-the-scenes look at the training and support which was needed for both doctors and 
primary health care nurses. Some of this training and support included organising APNA 
workshops for primary health care providers in rural towns in north west Queensland.  
Prior to the move to Primary Health Networks I provided my local super clinic with a business 
proposal (an idea which I gained from an APNA resource!) to provide nurse-led chronic disease 
management. 

I am now a chronic disease nurse working with patients living with a chronic disease such as 
diabetes and heart disease, as well as undertaking health assessments across the life span.  
I help patients understand what a GP Management Plan is and how it can be an effective tool to 
help them manage their chronic disease journey. The most rewarding part of my job is getting 
thanks from patients, and working with patients, their doctor and allied health professionals. 

I have a strong interest in nursing education and training and have recently been given the  
role of Senior Nurse to provide mentoring and training to nurses and other allied health 
professionals in northern and rural Queensland. 

I have been an APNA member for a number of years but my formal association with APNA 
began last year when I started providing support as an education assessor. This experience  
has been very rewarding and I look forward to a long and rewarding connection with APNA  
in the future.
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PRIMARY HEALTH CARE 
NURSE WORKFORCE SURVEY 
YOUR WORKFORCE: CAPTURING TRENDS  
IN PRIMARY HEALTH CARE NURSING
In 2015 APNA’s Salary and Conditions Survey received 
a makeover. Based on a revised methodology to better 
understand trends in the primary health care nurse 
workforce over time, the survey built on the previous 
APNA Salary and Conditions Surveys and the 2012 
Australian Medicare Local Alliance General Practice 
Nurse National Survey. APNA’s new workforce survey 
instrument will allow us to maximise the continuity of 
data collection to enable ongoing analysis of trends 
over time. Almost 1,200 nurses participated in the 
survey and APNA thanks all those that took part.

Demographic characteristics

The mean age of nurses in the survey 
was just under 50, reflecting an ageing 
demographic over the last 10 years. 

Most respondents in 2015 were registered nurses, 
although there was an increased participation 
from enrolled nurses and nurse practitioners.

Employment characteristics

The majority of respondents had completed their 
nursing qualification more than 20 years ago, and 
most had worked as a nurse/midwife for over 11 
years. Despite this experience, just under half of 
respondents reported having worked in primary 
health care for less than five years indicating that 
although an experienced cohort, many nurses 
are relatively new to primary health care.

Most respondents were currently employed in a 
single practice and just under half of the respondents 
had only ever worked in a single practice.

Most respondents were permanent employees, 
with a smaller group being employed on a casual 
basis. Just over half of respondents were employed 
part-time, with just over one quarter employed 

full-time. Slightly fewer than half of respondents 
reporting being employed under the Nurses Award.

There was a slight increase in the number of 
respondents from accredited practices between 2014 
and 2015. More than three quarters of the practices 
were claiming the Practice Nurse Incentive Program 
(PNIP) payment for employment of the nurse.

The majority of respondents reported the main focus 
of their primary job as being direct patient care.

Remuneration and conditions

Rates of hourly pay continued a steady increase 
across the 2014 and 2015 survey. The mean 
gross hourly rate in 2015 was $34.83.

Just over half of respondents had not received an 
increase in pay within the previous five years. However 
only 37% of respondents had asked their employer 
for an increase in pay during this period (slightly 
fewer than half of the respondents had never asked 
for an increase in pay). Of those who asked for an 
increase in wage 61% achieved 
an increase in salary with a 
further 2% gaining an 
increased salary and 
additional benefits.

Slightly fewer 
than half of the 
respondents 
reported 
receiving annual 
leave loading. 
Significantly fewer 
reported receiving 
a uniform allowance, 
overtime pay, or study leave.

THE MEAN GROSS  
HOURLY RATE WAS 

 $34.83
IN 2015
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Education

34% of respondents identified that they currently 
had a formal written plan for their professional 
development. Respondents reported having 
engaged in a range of professional development 
activities. Most common activities undertaken 
were workshops provided within the workplace 
or Medicare Local, with the fewest respondents 
participating in formal postgraduate education. 

One third of respondents attending education had 
their time covered by paid leave or time off in lieu. 
However just over half of all respondents did not 
have their costs of attending education covered 
by their employers and 58% of respondents felt it 
was too expensive to attend education activities.

Slightly fewer than half of the respondents 
reported that their workplace management 
encouraged them to attend education activities.

Clinical role

The frequency of undertaking a variety of clinical 
activities was compared between the 2012 and 2015 
surveys. In 2015 nurses were significantly more likely 
to be liaising with local health services daily or weekly, 
assessing smoking, nutrition, alcohol and physical 
activity (SNAP) risk factors, assessing women’s health, 
applying and/or removing plaster and undertaking 
case management, including case conferencing. In 
2015 nurses were more likely to report never or 
infrequently undertaking suturing, antenatal checks 
and assisting with minor surgical procedures.

Those respondents who had no postgraduate 
qualification were more likely to report regularly  
or often practicing to the full extent of their skills 
compared to only 33% of those with a postgraduate 
qualification or currently undertaking postgraduate 
study.

Performance appraisal

Approximately half of the respondents reported 
having had an appraisal of their clinical and non-
clinical work in the previous two years. Just over 
half of nurses thought their clinical assessment 
and/or non-clinical assessment was productive. 

34% of nurses reported that a practice/
non-clinical manager, and a further 30% of 
nurses reported that a medical practitioner, 
undertook an appraisal of their clinical work. 

Reasons for moving to primary health care

The most important reasons for seeking work 
in primary health care were given as:

 • the ability to balance life and work  
responsibilities (88%); 

 • improving working hours to suit their  
lifestyle (87%); and

 • the opportunity to increase their level of  
work satisfaction (78%). 

of nurses reported that 
a medical practitioner 

appraised their 
clinical work

of nurses reported 
that a practice/non-clinical 
manager appraised their 
clinical work

30% 

34% 
PERFORMANCE 
APPRAISAL
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Intention to stay

Respondents generally planned to stay in nursing 
and primary health care; however, there remained 
a sub-group who were undecided or intending to 
leave. More respondents were looking for another 
job within general practice than were looking for 
another job outside of nursing; however, around 
6% of respondents agreed or strongly agreed that 
they were seeking employment outside of nursing. 

In regard to general practice nursing, whilst 
respondents were fairly certain they would remain in 
general practice in the next year there was much less 
confidence they would still be there in five years. A 
number of respondents remained undecided about 
whether they would remain in general practice in 
the next five years or the foreseeable future. Those 
who were more satisfied with their employment 
were significantly more likely to express intent 
to remain employed in primary health care after 
controlling for age and years of nursing experience.

Job satisfaction

The survey demonstrated a high level of overall job 
satisfaction across the areas of relationships with 
co-workers, work nature, professional development, 
pay and resourcing. A number of key themes 
emerged around what respondents considered 
to be the most satisfying aspects of their work:

 • helping people;

 • teamwork;

 • autonomy;

 • work/life balance; and 

 • variety of work. 

Respondents considered the least 
satisfying aspects of their work to be:

 • poor remuneration;

 • time constraints;

 • lack of space; 

 • lack of respect or recognition;

 • funding models and health policy; and 

 • limiting the nurses’ role. 

78% 
the opportunity to 
increase their level 
of work satisfaction

88% 
the ability to balance 
life and work 
responsibilities

87% 
improving working 
hours to suit their 
lifestyle

REASONS FOR MOVING TO 
PRIMARY HEALTH CARE
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APNA’s Endorsement Program 
recognises best practice 
learning within the context 
and scope of primary health 
care nurse education.

APNA’s Endorsement Program is designed to ensure 
that training and education offered to primary 
health care nurses is current, relevant, professionally 
delivered and includes formal evaluation.

APNA Endorsed educational activities and resources 

2015 Mental Health Super Summit 
– Mental Health Academy

A Cultural Perspective: Working with Aboriginal and 
Torres Strait Islander clients within general practice and 
primary health care – Girraway Gangi Consultancy

A Guide to the Australian Defence Force Post 
Discharge GP Health Assessment – Department 
of Veterans’ Affairs and Flinders University

Advanced Care Planning: Do you really know 
what your patient wants? – Decision Assist

Audiometry Screening and Assessment Program

CareTrack Adverse Events Program (CAEP) – Australian 
Institute of Health Innnovation, Macquarie University

Clinical (& Advanced Clinical) Course in Hypnosis 
– The College of Medical Hypnosis 

Continuing Education Workshop for 
Nurses in General Practice – APNA

COPD Management in the Primary Health Sector – Grand 
Pacific Health and Illawarra Shoalhaven Medicare Local

Diabetes Management for Health 
Professionals – Diabetes QLD

Diabetes Update Day – Diabetes NSW

Ear Wax Management – Ear Science Institute Australia

Exercise is Medicine: Every patient, every 
visit – Exercise & Sports Science Australia

Eye Health and Diabetes – Remote Area Health Corps

Foundations of General Practice 
Nursing Workshops – APNA

Giving Asthma Support to Patients: 
GASP – Asthma Foundation NSW

Graduate Certificate in Electrocardiograph (ECG) 
Interpretation – The Benchmarque Group 

Harnessing Information: Using data to improve patient 
outcomes – Coordinare/South Eastern NSW PHN

Hearing Health Workshop for Primary Health Care 
Nurses: Deadly Ear Program – Queensland Health

Hepatitis B: Your crucial role as a primary 
health care nurse – ASHM

Hepatitis C Nursing: Advanced Nursing 
Management and Treatment – ASHM

Hepatitis C: Your crucial role as a primary 
health care nurse – ASHM

HIV and STI Testing: Breaking down 
the barriers to testing – ASHM

How to Manage Diabetes in General Practice 
– Baker IDI Heart and Diabetes Institute

‘If not dieting’ Health Professional 
Training Program – If Not Dieting

Immunisation Nurses Special Interest Group 
Biennial Conference – INSIG (VIC Branch)

Improving Healthcare International Convention
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Introduction to Remote Health Practices Program 
Clinical Orientation – Remote Area Health Corps

Insulin initiation for type 2 diabetes in primary care: 
Critical role for practice nurses – mdBriefCase

Management of Medical Emergencies – Cynergex Group

Managing Scabies and Crusted Scabies 
– Remote Area Health Corps

Osteoarthritis Nurse Clinics: A resource for primary 
health care nurses – Grampians Medicare Local

Osteoporosis in Profile 2015 – Arterial Education

Otitis Media and Aural Health Care 
Program – The Benchmarque Group

Primary Eye Care Checks – Remote Area Health Corps

Primary Health Care for Men – Andrology Australia

Sexual Health in a Primary Health Care 
Setting – Remote Area Health Corps

Sexual health in young people: Breaking 
down the barriers to testing – ASHM

Shared Medical Appointments Facilitator 
Training – Lifestyle Medicine Programs

Well Women’s Screening Course – Sexual 
Health and Family Planning ACT

Suicide Prevention Training for GPs and 
Practice Nurses – Wesley LifeForce

The Weight Escape Workshop: Psychology of health, 
weight loss and wellbeing – Ann Bailey and Associates

Wellness Coaching Level 1 Workshop 
– Wellness Coaching Australia

APNA Endorsed Medicare Locals 

Fremantle Medicare Local

Inner East Melbourne Medicare Local

Inner West Sydney Medicare Local

Murrumbidgee Medicare Local

Nepean–Blue Mountains

Tasmanian Medicare Local

West Moreton–Oxley Medicare Local



M E M B E R  P R O F I L E

Mel  
Cromarty
Practice Support  
and Development 
Team Leader,  
Newcastle

I have been nursing for over half 
of my life, and I am proud to say I 
chose the right career at the tender age 
of just eighteen. My career has taken me all 
over Australia and also some parts of the world 
before finally landing back near my home town in the Hunter Valley, New South Wales.

Initially my drive for nursing was spent in the critical care arena of emergency and intensive 
care, but after having children I decided I needed a change of space and found myself working 
in primary care. This was a significant change for me as the focus of all I had known needed to 
shift. Leaving the adrenaline-fuelled atmosphere of the critical care setting I found myself 
taking on new challenges in chronic disease management and preventative health. 

I spent six years working in general practice before moving to a role in a Medicare Local (now 
Primary Health Network). Today in my role I lead a team of 10 staff supporting general practice 
in the primary care setting. I am a strong advocate for primary health care nurses and the 
impact they have on improving health outcomes and facilitating effective referral pathways to 
impact positively on chronic health conditions. 

In my role I am focused on ensuring all general practices recognise the value nurses have in 
the primary care setting and aim to assist nurses understand the pivotal role they play in this 
setting through the implementation of alternate models of care and working to a full scope of 
practice. I am a strong advocate for APNA and believe that as a workforce nurses, united with 
our national body, can have a positive impact on the decisions made for the direction of 
primary care and delivery of safe, effective and high-quality health services.
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The Directors present their report together with the financial statements of Australian Primary Health 
Care Nurses Association Inc For the year ended 31 December 2015 and the auditor’s report thereon.

Board of Directors
The following Directors of the Association held office at any time during the year ended 31 December 2015.

Name Experience and special responsibilities BMA Appointment 
positions held

Ms Karen Booth

RN, A & E Nursing 
Cert, BHSc, GAICD

Karen has worked as a primary health care nurse/nurse 
manager since 1999. Her roles include acute clinical care, 
preventative health and chronic disease management 
coordination, data management, accreditation officer, 
practice administration. Karen is an accredited immunisation 
provider and regularly presents educational sessions for key 
nursing groups. Karen holds several committee and advisory 
group positions at both NSW and Federal health department 
levels including National Immunisation Committee and the 
Committee for Safety of Vaccines (ministerial appointment).  

8/8 Director since 
May 2009

APNA President

Deputy Chair 
FARM Committee

Deputy Chair 
Governance 
Committee

Ms Julianne 
Badenoch

RN, RM, BN, GAICD

Julianne is a registered nurse and midwife and has been a 
general practice nurse since 1998, working in rural general 
practice in South Australia. Julianne has a keen interest in 
clinical governance in primary health care, chronic disease 
self management, preventative health, quality use of 
medicine, ehealth and primary health care nurse education 
and support. 
In 2012 Julianne was endorsed as a Graduate of the 
Australian Institute of Company Directors. She is also a 
board member of the National Asthma Council of Australia.

8/8 Director since 2004

APNA Vice 
President

Chair Governance 
Committee

Chair Conference 
Committee

Mr Maurice 
Wrightson

Dip Pro Mgt, B. 
Bus, GAICD, AFAIM,

Maurice held senior executive positions within Australia 
Post, at both a State and National level for over 15 
years. He particularly utilised his strengths in change 
management, people development and profit centre 
management. He has 15 years experience as a Director 
and over 10 years experience as a Board Chairman. 
He has a keen interest in Governance, Strategy 
Development and Stakeholder Management.

6/8 Director since 
February 2007

Chair FARM 
Committee to 
May 2015

Mr Ian Watts

BSW, MBA(exec), 
BArchDes, 
DipSocPlan

Ian has over 20 years experience in health policy, particularly 
in the financing of general practice. He worked in the 
primary care sector for over 10 years before beginning 
studies in architecture. He currently combines his 
interests in safety of health personnel and their patients 
and his passion for design in his architectural work.

7/8 Director since 
April 2012

Deputy Chair 
Conference 
Committee

Deputy Chair 
Editorial Committee

Mr Ken Griffin

BComms

Ken has more than 20 years marketing, communications 
and government affairs experience in the healthcare, 
not-for-profit and pharmaceutical sectors. He has held 
multiple leadership roles and directed high-profile 
campaigns for patient groups, industry organisations 
and pharmaceutical companies. Ken brings significant 
strategic capability to APNA and is a determined and 
passionate supporter of primary health care nursing.

8/8 Director since 
March 2013

Deputy Chair 
EPDAC Committee 
to August 2015

DIRECTORS’ REPORT
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Name Experience and special responsibilities BMA Appointment 
positions held

Ms Julieanne 
Crow

RN, M. Nursing, 
M. Ed, GAICD

Julieanne Crow is a registered nurse who currently works 
as Acting Director of Primary Health Care Education in the 
vocational educational sector and Diabetes Prevention 
Health coach Julieanne has broad senior management and 
leadership as a clinician, educator and manager. She has a 
passion for mentoring and supporting primary health nurses 
through best practice and provision of quality education. 

7/8 Director since 
May 2014

Chair EPDAC 
Committee

Deputy Chair 
Conference 
Committee to 
May 2015

Ms Patrice 
Cafferky

B.Nurse, RN, Dip. 
Prac. Management

Patrice is a registered nurse and trained midwife (lapsed) 
who has worked in a general practice as a nurse and 
manager for over 18 years in Brisbane. Over this time, 
she has seen the emerging and important role nursing 
in general practice has played in the delivery of true 
team care and collaboration amongst primary health 
care professionals. Patrice has served as a Director on 
various health boards since 2006, including divisions 
of General Practice, State Based Organisation (GPQ) 
and currently Greater Metro South Brisbane Medicare 
Local. Patrice is a Graduate of AICD and Fellow of AIM.

7/8 Director since 
May 2014

Resigned 30 
January 2016

Chair FARM 
Committee 
May 2015 to 
January 2016

Ms Kathy 
Godwin

RN, A&E Cert, BHSc 
(Nurs), Grad Cert 
Nurs, Grad Cert 
CDSM, Cert IV TAE, 
MNurs Research

Kathy has specialist expertise in general practice, emergency, 
critical care in rural and urban areas, and academia. 
She has worked passionately and tirelessly in primary 
health care for more than 12 years with responsibilities 
as clinical nurse manager in strategic, clinical and 
business development. Having successfully undertaken 
a strategic and business development role in general 
practice, Kathy has demonstrated strong independent 
thought and judgment; the desire to learn and expand 
professional limitations and collaboration with major 
stakeholders and partners to meet common goals.

6/6 Director since 
May 2015

Chair Editorial 
Committee

Deputy Chair 
EPDAC Committee

Ms Jennifer Lang

BN, RN PG 
Dip PHCN

Jennifer has worked in a variety of health care environments 
including the military, state retrieval services, primary 
health and the rural health care sectors. Her skill sets 
are varied and include primary health care, acute 
and critical care, trauma management, midwifery and 
neonatal intensive care. Jennifer has formal qualifications 
in a variety of nursing specialities including a Post 
Graduate Diploma in Primary Health Care Nursing.

2/2 Director since 
May 2013

Resigned on 
14 May 2015

Chair EPDAC 
Committee 
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Corporate Governance Statement

The Australian Primary Health Care Nurses Association 
(APNA) Inc. is incorporated under the Associations 
Incorporation Reform Act 2012 (Victoria). Ultimate 
responsibility for the governance of the Association 
rests with the Board of Directors. Directors are guided 
through the Corporate Governance Charter which 
provides a framework of reference. The Charter aims 
to provide an overview of the main responsibilities 
and duties undertaken by the Board of Directors in 
fulfilling their roles in the best interests of APNA.

Role of the Board

The role of the Board is a broad governance role 
that encompasses development of the strategic 
framework for APNA including its values. The Board’s 
primary function is to ensure APNA performs its 
functions according to its Constitution. The role 
also necessitates ensuring the development and 
maintenance of systems to demonstrate performance 
in areas of external and internal accountability and 
that legislative requirements are met. Fiduciary and 
other duties are exercised with due diligence and 
care in an environment of openness and honesty.

Specific responsibilities of the Board

Duties and responsibilities of Directors are as follows;

 • Develop and implement effective corporate 
governance policies

 • Develop and review APNA’s strategic framework as 
defined in the strategic plan, including developing and 
reviewing APNA mission, vision, goals and values

 • Review and endorse resulting business plans and 
budgets

 • Define and manage key stakeholder relationships 
including identification of those to be maintained and 
managed establishing systems to enable stakeholder 
views to be expressed, considered and reflected in 
policy making; Manage and resolve conflicting 
stakeholder needs and regular stakeholder 
consultation.

 • Ensure business and compliance risks have been 
identified and an appropriate framework has been 
established to manage those risks

 • Review, approve and monitor Association policies

 • Approve and monitor major capital expenditure items

 • Ensure appropriate ethical standards are maintained

 • Ensure there is a process for maintaining the integrity 
of internal controls, and financial and management 
information systems

 • Appoint, support, evaluate and reward the CEO and 
have in place an executive succession plan

 • Ensure robust succession planning

 • Continually evaluate and improve Board effectiveness.

Responsibilities of the CEO

The CEO is allocated the appropriate authority, 
accountability and responsibility to achieve the desired 
outcomes that have been specified. The CEO has 
the day-to-day responsibility for the management of 
the operations of APNA – implementing strategies 
and policies approved by the Board, and has a role 
in contributing meaningfully towards that strategy. 

Board of Directors

All members of the Board of Directors are 
independent, non-executive Directors. The 
Constitution of the Association specifies: 

 • The Board has between five to eight Board members, 
of whom five are elected Directors and up to three are 
co-opted Directors.

 • In each odd-numbered year three Directors must be 
elected for a two year term, in each even numbered 
years two Directors must be selected for a two year 
term.

 • Employees of APNA are not eligible to be elected as 
Directors.

 • Only full members entitled to vote at the time of 
nominations close are eligible to be elected as 
Directors.

Upon election to the Board of APNA, all Directors are 
provided with an induction kit and over time will be 
offered access to appropriate training on Corporate 
Governance. Additionally, Board training is provided 
as appropriate alongside face-to-face meetings.

DIRECTORS’ REPORT
For the year ended 31 December 2015
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All Directors are encouraged to visit the office, attend 
training sessions and programs, workshops and 
conferences offered by APNA and liaise with staff 
and participants across the business. All Directors 
are obliged to keep up to date with knowledge 
about the primary health care nursing profession 
and the environment in which the profession and 
the organisation operate. In order to improve Board 
performance, Directors are required to participate 
in evaluation processes. The Board values diversity 
and ensures time is taken to allow full airing of 
all points of view. Whilst diversity is encouraged 
and managed, the Board acts as a whole.

The Board is a strategic group and Board meetings are 
strategic forums. The Board has a proactive future focus 
and its focus is simultaneously external and internal. 
The views of the external world are canvassed and 
discussed as well as APNA’s performance. The review 
of corporate performance is facilitated through review 
against strategic and business plans and budgets.

Risk Management

The Board oversees the establishment, implementation 
and regular review of the risk management system 
of the Association and manage those risks which 
threatens the Association from achieving its mission. 
The Finance, Audit, and Risk Management Committee, 
meets regularly to ensure the identification and 
evaluation of key risks that threaten achievement of 
APNA’s objectives. The Committee monitors, reports on, 
and makes recommendations to the Board concerning 
areas of risk to the operations, financial management, 
financial reporting, internal control systems, accounting 
policy and practice. The Committee also briefs and 
responds to APNA’s Finance Manager and Auditor.

Board Code of Conduct

APNA Board commits itself to ethical, business-like, and 
lawful behaviour. This includes proper use of authority 
and appropriate decorum when acting as Directors. 
All Directors, in consenting to act as a Director of 
APNA, are bound by the Code which they are asked 
to sign on appointment to the Board and adhere to it 
throughout their term(s). The Code is not an exhaustive 
statement, however seeks to provide key principles 
considered to be paramount in achieving optimum 
results. The Code provides a minimum standard and 
tangible evidence of commitment to achieving the 
expectations of the community and stakeholders.

Organisational Values are as follows;

 • Collegiality – Loyalty to colleagues and a 
commitment to work together

 • Influence – Independent advocacy and leadership on 
issues that promote the interests of Australian 
primary health care nurses

 • Professionalism – Transparent accountability to our 
members in a way that displays integrity and ethical 
practice

 • Dynamism – Actively embrace challenges, being open 
and responsive to change, and seeking opportunities 
and innovations that benefit our members

 • Support – Being approachable and collaborative by 
offering care, compassion and help where necessary 
to enhance the experience of all Australian primary 
health care nurses

Principal Activities

The principal activities of the Association during the 
year were to support a healthy Australia through 
best practice primary health care nursing.

Operating Results

The net surplus of the Association for the year 
ended 31 December 2015 was $36,575 compared 
to net surplus of $126,474 in calendar year 2014.

DIRECTORS’ REPORT
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Discussion and analysis of the financial results for 2015

Income Statement

under the Chronic Disease Prevention and Service 
Improvement program. Through this grant,  
APNA have delivered education initiatives as well  
as a decision support tool for nurses. The project  
was initiated in June 2013 and will conclude on  
30 June 2016.

2. In 2014, Nursing in General Practice program was 
funded by Department of Health to support and build 
professional capacity among nurses who work in 
general practices, to model and promote innovative, 
cost effective methods of primary care provision by 
nurses in general practice setting and to contribute  
to the development of the professional education  
and career pathways for nurses in general practice 
primary care setting. This project commenced in  
July 2014 and concluded on 30 June 2015.

3. Supporting GPs and Practice Nurses in Timely 
Diagnosis of Dementia project was funded by 
Alzheimer Australia to undertake a comprehensive, 
independent evaluation of the impacts and outcomes 

DIRECTORS’ REPORT
For the year ended 31 December 2015

Revenue

Overall revenue for the calendar year was $4.0 million 
which was mainly derived from income through 
government and other party funded projects, member 
subscriptions, professional services activities organised for 
nurses, and sponsorship and registration income received 
for the annual national conference conducted by APNA.

The highest income category (58% of the total income)  
was grant income which represents grant funds received 
from government and other third parties ($2.3 million). 
During 2015 APNA undertook the following projects 
which focused on government initiated health 
priority areas for the Australian community:

1. The Practice Nurse Capacity Building Family Planning 
project funded by the Commonwealth Government 
aimed to build the capacity of nurses in general practice 
to provide family planning advice to patients through 
the development and delivery of an online education 
course and a series of education workshops. APNA was 
successful in applying for a Commonwealth grant for  
a second phase of Family Planning initiatives, received 

2015 REVENUE DISTRIBUTION

58% 
GRANT INCOME

12% 
NATIONAL 
CONFERENCE & 
AWARD INCOME

8% 
PROFESSIONAL 
SERVICES INCOME

3% 
MEDIA & ADVERTISING 
INCOME

1% 
INTEREST
INCOME

16% 
MEMBERSHIP INCOME

2% 
OTHER INCOME
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of the project for health care professions. APNA 
continue to support the primary health care nurses 
by providing workshops, online learning on timely 
diagnosis of dementia. The project commenced on 
July 2015 and will conclude on 30 June 2017.

4. Nursing in Primary Health Care program was funded 
by the Department of Health to support two health 
workforce policy goals; Build capacity among primary 
health care nursing workforce by promoting the 
employment of, and providing support to, nurses 
working in primary health care setting; Undertake 
reform and innovation in the primary health care 
nursing workforce, to better address the primary 
health care needs of Australian communities. The 
project will be delivered over the 3 year period of 
September 2015 to June 2018.

APNA ended the year with 4443 members and 
membership income of $667,206. The positive 
result reflects modest new member growth. 
The increase in member numbers resulted in 
increase in membership revenue by 7%.

APNA’s 2015 national conference, ‘Brave to Bold’ 
was held successfully in May 2015. The national 

conference income of $464,997 represents 12% of total 
revenue for 2015. APNA successfully attracted more 
members, non members and sponsors for the event.

APNA continued to focus on providing enhanced 
support for the professional development of members, 
through the delivery of both online and face-to-face 
education. During the year we continued to review and 
update existing online courses to ensure course content 
is relevant to the current context. We also continued 
to introduce new courses with the help of sponsors. 
Income derived through the online learning portal, 
endorsement of courses and face to face workshops 
conducted make up 8% of total revenue. APNA 
successfully conducted record number of workshops 
during the year expanding its workshops to rural areas.

Expenses

Overall expense for the calendar year was $4.0 million 
which was mainly to cover employee expenses, other 
grant expenses, administration expenses and expenses 
towards conducting the APNA national conference.

The highest expense category (41% of total expense) 
was Employment expense ($1.6 million). It has 
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exceeded 2014 by 16%. This increase was mainly 
due to recruiting new staff for the Nursing in General 
Practice Program which focus on nine key health 
priorities and Nursing in Primary Health Care program 
which focus on two key health workforce policy goals. 

Other grant expenses incurred during the year was 
the second highest expense for the year $1.2 million 
(31% of total expense). It includes grant expenses 
towards delivering Nursing in General Practice 
Program, Nursing in Primary Health Care program, 
Timely Diagnosis of Dementia Program and Chronic 
Disease prevention and service improvement Program. 
Other Grant expense was 65% higher than 2014. 

Administration expense which is 12% of the total 
expense was mainly towards recruitment of consultants 
to work on the Nursing in General Practice program.  
It also includes all overheads in relation to maintaining 
the premises to governing the association.

 APNA National Conference expense was $366,560 
(9% of the total expense) was 6% higher than 2014 
mainly due to change of location and increase 
cost towards increase number of attendees. 

Balance sheet 

APNA’s balance sheet continues to strengthen with net 
assets increasing by $36,575 or 8%, which is directly 
attributable to the positive surplus received in 2015.

Cash and cash equivalents and financial assets have 
exceeded prior year by 24% compared to last year which 
is due to funding received towards external programs. 
Trade and other receivables are well managed with all 
receivables falling within the 30 days collection term. 
Majority of the outstanding revenue was collected 
during January 2016. Prepayments at end of the year 
were 7% lower than calendar year 2014, mainly due to 
better negotiation of payment terms with suppliers. Non 
current assets have decreased by 28%, which is mainly 
due to not purchasing any new high value assets during 
calendar year 2015 compared to calendar year 2014. 

Trade and other payables at end of the year is 4% 
less than last year, which is directly attributable to 
managing the high number of transaction efficiently. 
All trade and other payables fall within the 30 day 
credit periods and the outstanding payables were 
paid during early 2016. Grants in advance represent 

funding received for external projects which are 
yet to be spent. These funds are adequate to meet 
project liabilities, and the cash flow of the projects 
will be managed from the project funding.

Provisions towards staff annual leave and long 
service leave have decreased compared to calendar 
year 2014. More staff turnover during the year 
resulted in an decrease in Long service leave 
provision. The current staffing provisions are in 
line with the Australian Accounting Standards.

Significant Changes

There were no significant changes in the nature of the 
Association’s principal activities during the calendar year. 

Events Subsequent to Balance Date

No matters have arisen in the interval between  
end of the calendar year and the date of this report,  
which are likely in the opinion of the Directors 
to significantly affect the operations of the 
Association, or the results of the operations of 
the Association in subsequent financial years.

Likely Developments

In the opinion of the Directors there are no 
likely developments that will change the nature 
of the operations of the Association.

Signed in accordance with a resolution 
of the Directors of the Board.

Ms Karen Booth 
President

 

Mr Maurice Wrightson 
Director

Dated 21 March 2016

DIRECTORS’ REPORT
For the year ended 31 December 2015
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We, Ms Karen Booth and Mr Maurice Wrightson, being board members of the Australian Primary Health Care 
Nurses Association Inc., certify that:

1. The statements attached to this certificate give true and fair view of the financial position of the Australian 
Primary Health Care Nurses Association Inc. as at 31 December 2015 and of its performance for the financial 
year ended on that date;

2. The statements attached to this certificate comply with Australian Accounting Standards-Reduced Disclosure 
Requirements; and 

3. At the date of this statement, there are reasonable grounds to believe that the Association will be able to pay its 
debts as and when they fall due.

This statement is made in accordance with a resolution of the Board 
and is signed for and on behalf of the Board by:

Ms Karen Booth Mr Maurice Wrightson 
President Director

Dated 21 March 2016

Associations Incorporation Reform Act 2012 ss 94(2)b and 100(2)(b)

ANNUAL STATEMENTS GIVE TRUE AND FAIR VIEW OF  
FINANCIAL POSITION OF INCORPORATED ASSOCIATION

For the year ended 31 December 2015
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Notes
2015  

$
2014  

$
Revenue  

Membership income 667,206 624,307

Grant income 2 2,336,761 1,805,298

National conference and award income 464,997 463,827

Professional services income 3 332,979 384,516

Media and advertising income 123,635 60,310

Interest income 28,521 32,298

Other income 96,669 63,489

4,050,768 3,434,045

Expense  

Employee expense 1,661,536 1,436,265

Other grant expense 1,227,927 746,014

National conference and award expense 366,560 347,380

Professional services expense 155,111 204,906

Media and advertising expense 42,619 49,387

Depreciation expense 21,218 48,005

Finance expense 11,653 9,037

Marketing expense 24,796 33,810

Administration expense 4 502,773 432,767

4,014,193 3,307,571

 

Current year surplus before income tax 36,575 126,474
 

Income Tax expense 0 0

  

Current year surplus for the year 36,575 126,474
 

Other comprehensive income 0 0

 

Total comprehensive income for the year attributable to 
members of the entity 36,575 126,474

The above statement of profit and loss and other comprehensive income should be read in conjunction with the 
accompanying notes.

STATEMENT OF PROFIT AND LOSS AND OTHER COMPREHENSIVE INCOME
For the year ended 31 December 2015
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Notes
2015  

$
2014  

$
Current assets
Cash and cash equivalents 5 1,175,412 1,723,116

Trade and other receivables 6 31,706 93,802

Prepayments 7 72,491 77,579

Financial asset 8 960,000 0

Total current assets 2,239,609 1,894,497

Non-current assets
Property, plant and equipment 9 12,007 23,397

Bond 17,525 17,525

Total non-current assets 29,532 40,922

Total assets 2,269,141 1,935,419

Current liability
Trade and other payables 10 395,427 432,633

Grants in advance 11 1,252,348 910,613

Provisions 12 84,946 91,050

Total current liabilities 1,732,721 1,434,296

Non-current liability
Grants in advance 0 0

Provisions 12 16,985 18,263

Total Non current liabilities 16,985 18,263

Total liabilities 1,749,706 1,452,559

Net assets 519,435 482,860

Equity
Retained surplus 13 519,435 482,860

Total Equity 519,435 482,860

The above statement of financial position should be read in conjunction with the accompanying notes. 

STATEMENT OF FINANCIAL POSITION
As at year ended 31 December 2015
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Retained 
Surplus 

$

Total 
Equity

$
Balance at 1 January 2014 356,386 356,386
Comprehensive income
Net surplus for the year 126,474 126,474

Total Comprehensive Income 482,860 482,860

Balance at 31 December 2014 482,860 482,860

$ $
Balance at 1 January 2015 482,860 482,860
Comprehensive income
Net surplus for the year 36,575 36,575

Total Comprehensive Income 519,435 519,435

Balance at 31 December 2015 519,435 519,435

The above statement of changes in equity should be read in conjunction with the accompanying notes.

STATEMENT OF CASH FLOWS
For the year ended 31 December 2015

Notes
CY 2015 

$
CY 2014 

$
Cash flow from operating activities  

Receipts from members  667,206  592,307 

Government grants received  2,678,496  2,456,652 

Other receipts  1,080,376  958,336 

Interest received  28,521  32,298 

Payments to suppliers and employees  (4,032,475)  (3,119,688)

Net cash flows from operating activities 14 (b)  422,124  919,905 

Cash flow from investing activities
Payments for property, plant and equipment (9,828) (29,167)

Payment for financial assets (960,000) 0

Net cash flows from investing activities (969,828) (29,167)

Net increase/(decrease) in cash held (547,704)  890,738 

Cash and cash equivalents at the beginning of the calendar year  1,723,116  832,378 

Cash and cash equivalents at the end of the calendar year 14 (a)  1,175,412  1,723,116 

The above statement of cash flows should be read in conjunction with the accompanying notes.

STATEMENT OF CHANGES IN EQUITY
For the year ended 31 December 2015
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Note 1: Summary of significant accounting policies

Basis of preparation

The financial statements are general purpose financial 
statements that have been prepared in accordance 
with Australian Accounting Standards – Reduced 
Disclosure Requirements of the Australian Accounting 
Standards Board (AASB) and the Associations 
Incorporation Reform Act 2012. The association 
is a not-for-profit entity for financial reporting 
purposes under Australian Accounting Standards.

Australian Accounting Standards set out accounting 
policies that the AASB has concluded would result in 
financial statements containing relevant and reliable 
information about transactions, events and conditions. 
Material accounting policies adopted in the preparation 
of the financial statements are presented below and 
have been consistently applied unless stated otherwise.

The financial statements have been prepared 
on an accruals basis and are based on historic 
costs, which do not take into account changing 
money values or, except where specifically stated, 
current valuations of non current assets.

The financial statements were authorised for 
issue on 21st March 2016 by the APNA Board.

The following significant accounting policies, 
which are consistent with previous period 
unless otherwise stated, have been adopted in 
the preparation of the financial statement.

a) Income Tax

The incorporated association does not provide for 
income tax as it is a charitable institution in terms of 
subsection 50-5 of the Income Tax Assessment Act 
1997, as amended, it is exempt from paying income tax.

b) Property, plant and equipment

Plant and equipment is carried at cost 
less, where applicable, any accumulated 
depreciation. Assets purchased for consideration 
greater than $300 are capitalised.

The depreciable amount of all property, plant and 
equipment is depreciated over the useful lives of the 
assets to the association commencing from the time 
the asset is held ready for use. Straight line method of 

depreciation was adopted by APNA in CY 2015 from 
the diminishing value adopted in previous years to 
comply with the rates provided by Australian Taxation 
Office. The impact was not material for CY 2015. 

Project assets are depreciated over the life of 
the project using the straight line method.

c) Impairment of non-current assets

At the end of each reporting period, the entity 
reviews the carrying value of its tangible assets to 
determine whether there is any indication that those 
assets have been impaired. If such an indication 
exists, the recoverable amount of the asset, being 
the higher of the assets fair value less costs to sell 
and value in use, is compared to the assets carrying 
value. Any excess of the assets carrying value over its 
recoverable amount is expensed to the statement of 
profit and loss and other comprehensive income.

d) Trade and other payables 

These amounts represent liabilities for goods and 
services provided to the incorporated association 
prior to the end of the financial year and which are 
unpaid. Due to their short-term nature they are 
measured at amortised cost and are not discounted. 

e) Employee benefits

Provision is made for the Association’s liability for 
employee benefits arising from services rendered by 
employees to the end of the reporting period. Employee 
benefits have been measured at the amounts expected 
to be paid when the liability is settled. Contributions 
to defined contribution superannuation plans are 
expenses in the period in which they are incurred.

f) Cash and cash equivalents

Cash and cash equivalents include cash on 
hand, deposits held at call with banks and 
other short-term highly liquid investments with 
original maturities of three months or less.

g) Revenue and other Income

Revenue from specific purpose grants is recognised 
as the services are provided and the funding 
agreement requirements satisfied. Revenue from 
rendering of services is recognised upon the 
delivery of the services to customers. Revenue from 

NOTES TO THE FINANCIAL STATEMENT
For the year ended 31 December 2015
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membership is identified when the payments are 
received. Other revenue is recognised when it is 
received or when the right to receive payment is 
established. Interest revenue is recognised when 
the interest is received in the bank account. 

All revenue is stated net of the amount 
of goods and services tax (GST).

h) Goods and services tax (GST)

Revenues, expenses and assets are recognised net 
of the amount of GST, except where the amount of 
GST incurred is not recoverable from the Australian 
Taxation Office (ATO). Receivables and payables are 
stated inclusive of GST receivable or payable. The 
net amount of GST recoverable from, or payable 
to, the ATO is included with other receivables or 
payables in the statement of financial position.

i) Financial assets

The Association currently holds Term Deposits which 
are Held- to- Maturity (HTM) financial assets. HTM 
financial assets are initially recognised at fair value 
plus transaction costs and subsequently measured at 
amortised cost using the effective interest method.

HTM financial assets are included in non-current 
assets, except for those which are expected to 
mature within 12 months after reporting date.

j) Comparative figures

When required by accounting standards, comparative 
figures have been adjusted to conform to changes 
in presentation in the current calendar year. 

k) Critical accounting judgements, 
estimates and assumptions

The Directors evaluate estimates and judgements 
incorporated into the financial statements based 
on historical knowledge and best available current 
information. Estimates assume a reasonable 
expectation of future events and are based on 
current trends and economic data, obtained 
both externally and within the association.

Impairment: The Association assesses impairment 
at the end of each reporting period by evaluation 
of conditions and events specific to the association 
that may be indicative of impairment triggers. 
Recoverable amounts of relevant assets are 
reassessed using value-in-use calculations which 
incorporate various key assumptions. No Impairment 
has been recognised in respect of assets.

Provision for impairment of receivables: Included 
in trade receivables at the end of the reporting 
period are amounts receivable from trade debtors. 
The Board believes that the full amount will be 
recoverable and no doubtful debt provision 
has been made at 31 December 2015.

Employment benefit provision: The liability for 
the employee benefits toward annual leave 
is expected to settle within 12 months.

l) New, revised or amended Accounting 
Standards and Interpretations adopted

The Association has adopted all of the new, revised or 
amending Accounting Standards and Interpretations 
issued by the Australian Accounting Standards Board 
(AASB) that are mandatory for the current reporting 
period. Any new, revised or amending Accounting 
Standards or Interpretations that are not yet mandatory 
have not been early adopted. Any significant impact 
on the accounting policies of the company from 
the adoption of these Accounting Standards and 
Interpretations are disclosed below. The adoption 
of these Accounting Standards and Interpretations 
did not have any significant impact on the financial 
performance or position of the Association.

The following Accounting Standards and 
Interpretations are most relevant to the Association:

 • AASB 2014-1 Amendments to Australian Accounting 
Standards (Part A, B, C and E)

 • AASB 2013-9 Amendments to Australian Accounting 
Standards – Conceptual Framework, Materiality and 
Financial Instruments (Part C)

NOTES TO THE FINANCIAL STATEMENT
For the year ended 31 December 2015
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CY 2015 
$

 CY 2014  
$

Note 2 : Grant income   

Nursing in General Practice Program 1,874,217 1,657,737

Nursing in Primary Health Care Program 267,129 0

Supporting GPs and Practice Nurses in the Timely Diagnosis of Dementia Program 125,471 0

Chronic Disease Prevention and Service Improvement Program 69,944 113,070

Practice Nurse DVA CVC Program 0 34,490

2,336,761 1,805,298

 

Note 3 : Professional services income   

Online course registration income 74,067 65,312

New course development and hosting income 0 70,406

Education activity endorsement income 11,862 15,441

Workshop Income 247,050 233,358

332,979 384,516

   

Note 4: Administration expense  

Auditors remuneration – Audit Services 11,100 11,100

Auditors remuneration – Grant acquittal 3,500 0

Auditors remuneration – Other Services 825 1,045

Consultants 126,075 130,715

Insurance 11,248 10,639

Legal fees 8,937 8,651

Licenses, registrations and permits 25,881 22,618

Board travel, accommodation, training, remuneration and other expense 127,214 79,727

Printing and stationery 23,082 16,702

Postage and couriers 9,045 10,119

Telephone and teleconferencing expense 17,550 14,844

Rent and outgoings 76,281 65,995

Loss on disposal of asset 0 1,721

Volunteer representation expense 1,205 5,014

Other expenditure 12,068 6,032

IT expense 48,762 47,844

502,773 432,767

Note 5 : Cash and cash equivalents  

Cash at bank – APNA 579,617 731,750

Cash at bank – Grants 595,795 991,366

1,175,412 1,723,116

NOTES TO THE FINANCIAL STATEMENT
For the year ended 31 December 2015
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CY 2015 
$

 CY 2014  
$

Note 6: Trade and other receivables  

Trade receivables 7,876 17,460

Accrued Income 11,240 42,596

GST recievable from ATO 12,590 33,746

31,706 93,802

   

Note 7: Other assets  

Conference prepayments 53,540 73,136

Other prepayments 18,951 4,443

72,491 77,579

   

Note 8: Financial assets

Term deposits 960,000 0

960,000 0

Note 9: Plant and equipment  

APNA plant and equipment – at cost 30,073 29,862 

Accumulated for depreciation (22,917) (21,414)

7,156 8,448 

 

APNA furniture and equipment – at cost 27,103 56,359 

Accumulated for depreciation (22,252) (41,410) 

4,851 14,949 

 

Written Down Value of Assets 12,007 23,397 

Movements in carrying amounts

Movement in the carrying amounts for each class of property, plant and equipment between the beginning  
and the end of the current financial year

 Plant and 
Equipment  

$

Furniture 
and Fittings 

$
Total 

$
Balance at the beginning of year  8,448  14,949 23,397

Additions 8,799 1,029 9,828

Disposals 0 0 0

Depreciation expense (10,091) (11,127) (21,218)

Carrying amount at the end of year 7,156 4,851 12,007

NOTES TO THE FINANCIAL STATEMENT
For the year ended 31 December 2015
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CY 2015 
$

 CY 2014  
$

Note 10: Trade and other payables  

Trade creditors 47,074 58,213 

Accrued expenses 125,548 238,357 

PAYG withholding tax 29,491 29,712 

Superannuation payable 8,755 10,814 

Income in advance 184,559 95,536 

395,427 398,887 

   

Note 11: Grants in advance  

Nursing in General Practice Program 0 866,185

Nursing in Primary Health Care Program 1,200,758 0

Supporting GPs and Practice Nurses in the Timely Diagnosis of Dementia Program 43,106 0

Chronic Disease Prevention and Service Improvement Program 8,484 44,428

1,252,348 910,613

   

Note 12: Provisions  

Current  

Provisions for annual leave 59,539 79,404 

Provisions for long service leave 25,407 11,646

84,946 91,050

Non current  

Provisions for long service leave 16,985 18,263

16,985 18,263

Total provision 101,931 109,313

Note 13 : Accumulated surplus  

Balance at the beginning of the year 482,860 356,386 

Surplus for the year 36,575 126,474 

Balance at the end of the year 519,435 482,860 

Note 14 : Cash flow information
(a) Reconciliation of cash

Cash at the end of the financial year as shown in the cash flow statement  
is as follows:  

Cash per balance sheet 1,175,412  1,723,116 

NOTES TO THE FINANCIAL STATEMENT
For the year ended 31 December 2015
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CY 2015 
$

CY 2014 
$

(b) Reconciliation of net cash flows from operating activities to net surplus:  

 

Operating surplus/(deficit) 36,575  126,474 

 

Depreciation 21,218  48,005 

Loss on sale of fixed assets 0  1,721 

(Increase)/decrease in receivables 62,096  (45,807) 

(Increase)/decrease in prepayments 5,088  ( 5,570) 

(Increase)/decrease in inventory 0 0

Increase/(decrease) in payables  (37,206)  100,769 

Increase/(decrease) in other liabilities 341,735  651,355 

Increase/(decrease) in provisions (7,382)  42,958 

 

Net cash flows from operating activities 422,124  919,905 

Note 15 : Key management personnel and board compensation
The total of remuneration paid to key management personnel of the association during the year are as follows:

Key management personnel and board compensation 477,530 461,145 

Note 16: Contigent liabilities
At the date of signing these accounts the Directors are not aware of any contingent liabilities. 

Note 17: Events after balance sheet
There are no significant events which have occurred subsequent to 31 December 2015.

Note 18: Operating lease commitments

Not later than 12 months  40,745 68,471

Between 12 months and 5 years 0 40,745

 40,745  109,217

Note 19: Segment Reporting
The Association operates predominantly in one business and geographical segment, being the nursing sector 
supporting a healthy Australia through best practice primary health care nursing.

Note 20: Association details
The registered office of the association is:
Australian Primary Health Care Nurses Association Inc.
Suite 2, Level 2, 159 Dorcas Street, South Melbourne, VIC 3205

The principal place of business is:
Australian Primary Health Care Nurses Association Inc.
Suite 2, Level 2, 159 Dorcas Street, South Melbourne, VIC 3205

NOTES TO THE FINANCIAL STATEMENT
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INDEPENDENT AUDITOR’S REPORT
For the year ended 31 December 2015

 
 

Crowe Horwath Melbourne is a member of Crowe Horwath International, a Swiss verein. Each member of Crowe Horwath is a separate and 
independent legal entity.  Liability limited by a scheme approved under Professional Standards Legislation other than for the acts or omission 
of financial services licensees. 

Independent Auditor’s Report to the 
Members of Australian Primary Health Care 
Nurses Association Inc. 
 

Report on the financial report 

We have audited the accompanying financial report of Australian Primary Health Care Nurses Association 
Inc. (the association), which comprises the statement of financial position as at 31 December 2015, the 
statement of profit or loss and other comprehensive income, statement of changes in equity and statement 
of cash flows for the year then ended, notes comprising a summary of significant accounting policies and 
other explanatory information, and the certification by members of the committee on the annual 
statements giving a true and fair view of the financial position of the association. 

Committee’s responsibility for the financial report 

The committee of the association is responsible for the preparation of the financial report that gives a true 
and fair view in accordance with Australian Accounting Standards – Reduced Disclosure Requirements 
and the Associations Incorporation Reform Act 2012 and for such internal control as the committee 
determines is necessary to enable the preparation of the financial report that is free from material 
misstatement, whether due to fraud or error. 

Auditor’s responsibility 

Our responsibility is to express an opinion on the financial report based on our audit. We conducted our 
audit in accordance with Australian Auditing Standards.  These standards require that we comply with 
relevant ethical requirements relating to audit engagements and plan and perform the audit to obtain 
reasonable assurance about whether the financial report is free from material misstatement. 

An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in 
the financial report.  The procedures selected depend on the auditor’s judgment, including the assessment 
of the risks of material misstatement of the financial report, whether due to fraud or error.  In making those 
risk assessments, the auditor considers internal control relevant to the association’s preparation of the 
financial report that gives a true and fair view in order to design audit procedures that are appropriate in 
the circumstances, but not for the purpose of expressing an opinion on the effectiveness of the entity’s 
internal control.  An audit also includes evaluating the appropriateness of accounting policies used and the 
reasonableness of accounting estimates made by the committee, as well as evaluating the overall 
presentation of the financial report. 

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for 
our audit opinion. 

  

Independent Auditor's Report to the Members 
of Australian Primary Health Care Nurses 
Association Inc.

59



A U S T R A L I A N  P R I M A R Y  H E A L T H  C A R E  N U R S E S  A S S O C I A T I O N  I N C . 
A B N  3 0  3 9 0  0 4 1  2 1 0

INDEPENDENT AUDITOR’S REPORT
For the year ended 31 December 2015

 
 

2 

Auditor’s opinion 

In our opinion the financial report of the Australian Primary Health Care Nurses Association Inc. is in 
accordance with the Associations Incorporation Reform Act 2012, including  

a) giving a true and fair view of the association’s financial position as at 31 December 2015 and of its 
performance for the year ended on that date; and 

b) complying with Australian Accounting Standards – Reduced Disclosure Requirements. 

 

 

CROWE HORWATH MELBOURNE 

 

David Munday 
Partner 

Melbourne, Victoria 
Dated this 21st March 2016 
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