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AHP allied health professional

AP advanced practi ti oner

APRN advanced practi ce registered nurse

AMC Australian Medical Council

BMedSci Bachelor of Medical Science 

CME  conti nuing medical educati on

CNM certi fi ed nurse-midwife

CNP certi fi ed nurse practi ti oner

CNS clinical nurse specialist

CPD  conti nuing professional development. 

CRNA certi fi ed registered nurse anaestheti st
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ELAM Escuela Lati no-Americano de Medicina 
(Lati n American Medical School)

GAMSAT Graduate Medical Schools Admission Test 

GEM Graduate Entry Medicine 

GEP Graduate Entry Program 

GMC General Medical Council 

GMP Graduate Medical Programs 

MAPAS Maori and Pacifi c Islanders Admissions 
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MBBS Bachelor of Medicine, Bachelor of Surgery 
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MSF multi -source feedback

NCD non-communicable disease 

NCEA Nati onal Certi fi cates of Educati onal 
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OSCE Objecti ve Structured Clinical Examinati on
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PIC Pacifi c Island Country

PSA Prescribing Skills Assessment
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UKCAT United Kingdom Clinical Apti tude Test 

UMAT Undergraduate Medical and Health 
Sciences Admissions Test

UPNG University of Papua New Guinea

A note about the use of acronyms in this publicati on

Acronyms are used in both the singular and the plural, e.g. NGO (singular) and NGOs (plural).

Acronyms are also used throughout the references and citati ons to shorten some organisati ons with long names.
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SUMMARY

This review of complementary roles to those of 
traditi onal health workers, focussing on extended 
and expanded scopes of practi ce, has been prepared 
to inform a series of “Evidence and Policy Opti ons” 
papers currently being developed by the Human 
Resources for Health Knowledge Hub (HRH Hub) at 
the University of New South Wales.

It explores internati onal trends and approaches to the 
development and implementati on of new workforce 
roles alongside doctors, midwives and nurses.

The review describes internati onal trends and 
approaches to the planning and delivery of a health 
workforce that move away from a traditi onal siloed 
structure based on traditi onal roles and scopes of 
practi ce (e.g. nurse and doctor). 

It includes a wide range of healthcare practi ti oner 
roles, which have emerged because they represent 
a bett er or more eff ecti ve model of care, or because 
they represent a quicker way of addressing gaps in 
the health workforce. 

It draws upon examples from countries whose 
cultural and geographical background may be of 
relevance and interest to the future development 
and strengthening of medical educati on in the Pacifi c 
Island Countries (PICs). 

Two categories of expanded and extended health 
worker exist:

a) those who have been developed as new roles, 
complementary to existi ng health professions, and

b) those who are already professionally qualifi ed but 
who have taken additi onal (usually master level) 
qualifi cati ons to equip them for an advanced 
practi ti oner role. 

Nomenclature varies between countries, but 
examples of the former include ‘assistants’ such 
as physician, surgical, medical and anaestheti c 
assistants, and the latt er roles are usually termed 
advanced or nurse (or other health professional) 
practi ti oner, nurse consultants or nurse specialists. 

Common trends identi fi ed from the review include:

• These roles have been introduced either to 
substi tute for doctors in certain specifi c roles or 
contexts or as complementary practi ti oners in 
supplementary roles.

• Planning the integrati on of assistants or advanced 
practi ti oners needs to be done as part of a whole 
workforce strategy.

• These roles can be of parti cular benefi t in rural 
and remote areas; to meet local service needs and 
where there is existi ng or projected under-supply 
of doctors or nurses. 

• Many models of successful implementati on of 
these roles exist throughout the world which can 
be drawn and learned from.

• It is important to consider registrati on, regulatory 
and training implicati ons to ensure these 
practi ti oners become an integral part of the 
workforce.

• The economic benefi ts of introducing these 
practi ti oners is not easy to quanti fy, therefore  
introducti on should be based on service need and 
workforce planning and not for cost savings. 

• Specifi c training programs need to be established, 
involving both doctors and other health 
professionals. 

The development and integrati on of new or extended 
health professional roles has to be considered in the 
Pacifi c context where a parti cular issue concerns the 
re-integrati on of Cuban-trained medical graduates.  
Several PICs have sent medical students to be trained 
in Cuba in numbers that will more than double their 
existi ng medical workforces between 2014 and 2019.

The infl ux of these new medical graduates has 
additi onal implicati ons for nursing, the scope of 
practi ce for which in many Pacifi c countries is 
sti ll to be fully defi ned.  This shift  in the medical 
workforce may also risk displacing existi ng 
advanced practi ti oners where their role is already 
well established in some remote or outer island 
communiti es. The new graduates’ return will 
therefore need to be planned and managed very 
carefully – especially if they do not initi ally meet 
Pacifi c medical registrati on requirements.
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BACKGROUND

The review aims to provide a synthesis of the 
available evidence to explore opti ons for the future 
development and strengthening of healthcare 
educati on and training across the Pacifi c Island 
Countries.   It is one of six review papers covering 
1) medical educati on, 2) nursing and midwifery 
educati on, 3) extended and expanded health 
practi ti oners, 4) accreditati on and licensing, 5) 
commissioning, and 6) overseas-trained graduates.

INTRODUCTION

The structure, compositi on and competencies of the 
‘ideal’ health workforce, one that is fi t for its purpose, 
has dramati cally changed over the last few decades. 
These changes relate to a host of technical and 
social-politi cal factors including demographic trends 
(of pati ents and health workers), the introducti on of 
new technologies and pati ent expectati ons, as well 
as a highly fl uctuati ng economic and health fi nancing 
environment.

The ‘traditi onal’ health professions of medicine and 
denti stry have been subject to increasing standards 
and regulati on in educati on, training and licensing1 
and are increasingly specialised in a range of medical 
disciplines, for example the medical workforce in high 
income countries typically includes over 60 medical 
specialiti es and sub-specialti es.

Nursing and midwifery have also become more 
professionalised with an increasing emphasis 
on graduate degree programs as the initi al 
qualifi cati on and evidence of conti nuous professional 
development (CPD) in order to remain on the 
professional register.

In parallel, a more regulated approach for the 
allied health workforce is also occurring, with 
further clarifi cati on and professionalisati on of 
roles and scopes of practi ce.  The range of allied 
health professionals (AHPs) currently includes: 
biomedical scienti sts, dental therapists/hygienists, 
dieti cians, occupati onal therapists, pharmacists, 
physiotherapists and radiographers. 

Additi onally, many countries have introduced new 
health worker roles or extended the scope of practi ce 
(through training and registrati on) of existi ng health 
workers to meet specifi c healthcare needs.  

The development of expanded and extended roles is 
generally driven by one of two aims: 

1. to substi tute for doctors in certain, specifi c roles 
or geographical areas as these health workers are 
generally cheaper due to diff erences in salary and 
training costs, and quicker to mobilise due to the 
shorter durati on of their basic and/or post-basic 
training. 

1 McKimm J, Newton PM, Campbell J. An internati onal review 
of medical educati on: Trends and approaches. HRH Hub.2012 
[in press].
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2. to develop new, supplementary roles arising 
from advances in medicine, for example new 
technologies, procedures and knowledge.

Examples include: addressing service prioriti es 
in rural and remote areas (e.g. Australia); the 
introducti on or expansion of primary care (e.g. 
Canada, Cuba) and new service confi gurati ons (e.g. 
ambulatory care services in the UK).  The roles and 
nomenclature for these new and diff erent types of 
‘mid-level’ health worker vary between countries and 
have generated much debate.

This short paper draws from key papers in this fi eld 
[1] and provides a broad overview and examples of 
the diff erent roles in various countries. It provides 
examples of why and how these have been 
implemented and highlights issues of potenti al 
relevance to PICs.  

The table below captures the primary disti ncti ons 
between the new roles and the extended scope of 
practi ce. These disti ncti ons are further described in 
the following two secti ons.

Rationale/practice New health worker roles Extended/advanced scope of practice

Service needs or changes Designed to meet service needs (e.g. 
physician assistants) usually in specifi c 
contexts e.g ambulatory care 

Designed to meet service needs in specifi c 
contexts, or clinical specialiti es/client 
groups (e.g. diabetes, dialysis, primary 
care, perioperati ve care, eye care, ear care, 
basic anaesthesia)

Scope of practice Enti rely new roles for which 
individuals are directly trained, usually 
by completi ng a Bachelors-level 
degree with the opti on of further 
development/specialisati on to Masters’ 
level

Extended roles can refer to narrow or 
broad scopes, e.g. nurses with prescribing 
rights or the right to provide advanced care 
in a speciality, service

Previous qualifications Oft en from non-health backgrounds, 
such as bioscience

Always drawn from existi ng practi ti oners, 
predominantly nurses, but also from 
other AHPs (e.g. prescribing pharmacists, 
interventi onist radiographers)

Supervisory and reporting 
relationships

Designed to act as generic assistants 
to physicians and to surgeons and 
anaestheti sts in specifi c contexts.
Always perform under medical 
supervision with the doctor taking 
responsibility for the assistant’s 
acti viti es

Primarily been developed to support 
doctors and perform routi ne tasks 
whilst under the supervision of a 
medical practi ti oner, thus freeing up 
the doctor to perform more specialised 
work

Usually autonomous practi ti oners with a 
defi ned scope of practi ce (and registered as 
such) and who oft en work independently 
in parallel with doctors, referring only to 
a doctor when needed (e.g out of hours 
care).

Advanced practi ti oners are registered 
and regulated by their professional body/
council with a defi ned scope of practi ce 
(e.g. nursing councils)

Training requirements Formal training programs and 
regulatory frameworks exist in some 
countries, in others the assistant 
roles are not yet formally defi ned and 
regulated 

Advanced practi ce roles require 
postgraduate (typically PGDip or masters)
level qualifi cati ons

TABLE 1. PRIMARY DISTINCTIONS BETWEEN NEW HEALTH WORKER ROLES AND 

EXTENDED/ADVANCED SCOPE OF PRACTICE
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FINDINGS

Physician and medical assistants

Physician assistants (PAs) perform more advanced 
tasks than non-medically-qualifi ed health 
practi ti oners and oft en have a Master’s degree. Their 
tasks are similar to those of nurse practi ti oners such 
as providing health check-ups and preventi ve care, 
diagnosing and treati ng minor illness, providing 
prenatal care and performing routi ne follow-up for 
illness and surgery.

The PA role was originally developed in the United 
States and has been rolled out in other countries, 
primarily as a response to medical workforce 
shortages. It is a more recent development in Canada, 
Ghana, Ireland, Kenya, the Netherlands, Nicaragua, 
South Africa and the United Kingdom [2, 3].  In the 
Pacifi c, practi ti oners in these roles are trained for four 
years as the Health Extension Offi  cers of Papua New 
Guinea and the previous Primary Care Practi ti oner 
and Medical Assistant cadres of Fiji.

The role of medical assistants is especially popular in 
Germany, where they work in doctors’ offi  ces carrying 
out acti viti es such as administrati ve duti es and clinical 
tasks requiring basic technical competences (such 
as the removal of thread aft er sti tching, dressing of 
wounds and taking blood samples). Three years of 
training is required.

In the United States medical assistants perform 
routi ne clinical and clerical tasks. In other contexts 
and countries, other roles such as surgical and 
anaestheti c assistants have been implemented.  In 
this secti on, we use the term ‘physician assistant’ 
(PA) as an umbrella term to refer to all these health 
worker roles. 

More than 200 studies to date have examined 
the quality and safety of pati ent care provided by 
PAs and have collecti vely demonstrated that they 
provide safe, high quality care, comparable to that 
of doctors while working within the framework of 
their delegated responsibiliti es [4]. Between 1974 
and 2000, at least 10 studies also concluded that 
physician assistants are well accepted by pati ents 
[5–7].

A large study published in 2004 surveyed 150,000 
pati ents and found there was no signifi cant diff erence 
in pati ent acceptance of physicians, PAs or nurse 
practi ti oners (NPs) [6]. 

History of the physician assistant workforce

The fi rst PA graduated in 1967 from Duke University, 
North Carolina.  This program was initi ated as a 
response to combined physician and educator fears 
about shortages being experienced in physician ranks, 
parti cularly in rural areas within the US [8].  

At the outset, the American Medical Associati on held 
discussions with the American Nursing Associati on 
regarding this new workforce as an opportunity for 
nurses to be upskilled as physician assistants, but 
the corresponding rise of the women’s liberati on 
movement in the US and fears that they “…would 
become handmaids of patronizing male physicians” 
[9] led to the proposal being swift ly rejected. 

At the same ti me, a group of naval corpsmen who 
had received signifi cant previous experience and 
training through their military service were enlisted 
into the initi al PA program, but there was no avenue 
for uti lising their skills within a civilian environment.  
The training program was based on that used to 
rapidly train warti me physicians [9]. 

PAs have been uti lised within both military and 
civilian setti  ngs, and their growth and impact 
on service provision over the last 45 years has 
been signifi cant.  There are currently over 85,000 
individuals eligible to practi ce as PAs in the US alone, 
of which around 75,000 are currently involved in 
clinical practi ce [8].  By 2015, total numbers are 
projected to exceed 100,000 [10].

Hooker proposes two primary factors that have 
impacted the growth of the PA profession: fi rst, 
change in both society and models of health care 

More than 200 studies to date have 
examined the quality and safety of patient 
care provided by physician assistants 
and have collectively demonstrated that 
they provide safe, high quality care, 
comparable to that of doctors while 
working within the framework of their 
delegated responsibiliti es.
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delivery; and second, the growing complexity and 
volume of medical acti viti es that he believes “will 
necessitate the inclusion of additi onal trained 
personnel who share the domains of doctors but who 
remain dependent on doctors for directi ng care.” [10, 
pp.116]. 

The profession’s initi al growth was predominantly in 
primary care, although other medical specialti es are 
increasingly uti lising PAs.  The American Academy of 
Physician Assistants (AAPA) carries out annual surveys 
of both members and non-members who they 
believe to be eligible to practi ce as PAs and for whom 
they have contact details.

Of the 72,433 individuals that had been identi fi ed at 
the ti me of the 2009 census, 27% parti cipated [11].  

Of those PAs surveyed, over one-third identi fi ed 
primary care as their principal specialty, and over 20% 
work primarily within a surgical subspecialty (refer to 
Table 2 below). 

Literature identi fying the global uti lisati on of PAs 
within the specialty of anaesthesia is much more 
scant, documents available are limited primarily to 
case studies and project trial reports [10, 12]. 

At present, PAs working within anaesthesia and 
perioperati ve medicine have been identi fi ed in the 
US, England, Scotland and, most recently, in Australia 
where anaesthesia and respiratory technicians 
trained to Bachelor of Applied Science level have 
well-established roles in the operati ng theatre and 
intensive care unit environment.

TABLE 2. 2009 AAPA CENSUS RESPONDENTS, BY AREA OF SPECIALTY

PA Area of Specialty Respondents (percent)

Primary Care 35.7%

General Surgery 2.7%

Surgical Subspecialti es 22.4%

Internal Medicine Subspecialti es 10.8%

Paediatric Subspecialti es 1.9%

Emergency Medicine 10.3%

Other 16.3%

Physician assistant training

PA training programs have grown steadily within 
various universiti es in the US, and more recently in 
the UK and Australia.  At the end of 2009, over 140 PA 
training programs existed in the US [13].

Training programs are typically of between 24 and 
30 months durati on, the majority of which are at 
postgraduate level.  Access to training is through 
competi ti ve entry, with prospecti ve students 
requiring a health and/or science undergraduate 
degree oft en in associati on with clinical experience in 
the health sector prior to commencement. 

Training is undertaken initi ally in areas such as clinical 
examinati on and advanced assessment techniques, 

anatomy, pathophysiology and pharmacology 
[11].  Basic medical science classes are oft en run in 
conjuncti on with clinical programs (see Table 3 on 
page 8 for examples of programs).

Training programs are generalist in nature, and aft er 
initi al theoreti cal subjects have been completed, 
programs take on a balance of theory and practi cal 
clinical placements in areas such as primary care, 
internal medicine, obstetrics and gynaecology, 
paediatrics, general surgery, emergency medicine, 
anaesthesia and psychiatry.

In total, students undertake approximately 2000 
hours of supervised clinical practi ce prior to 
graduati on [11]. 
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International review of physician assistant 

implementation 

World-wide, PA workforces and educati on programs 
are at diff erent stages of development refl ecti ng 
diff erent levels of both medical workforce shortage 
and politi cal will.  In recent years, the global spread 
of the PA workforce has been described in both 
scienti fi c literature and professional commentary 
[14]. 

Studies indicate a general shift  towards developing 
an expanded health workforce which includes 

a mix of traditi onal roles as well as new roles in 
an ever-increasing range of specialiti es and sub-
specialiti es. For example, a 2011 report from Health 
Workforce Australia indicated a broad endorsement 
of the widespread introducti on of PAs as part of an 
integrated workforce, providing complementary 
health services to those of doctors and nurses. 
The need for recruiti ng and training PAs, and nurse 
practi ti oners was felt to be driven parti cularly in rural 
and remote areas and to address the future under-
supply of doctors and nurses.

State of development Countries

Civilian PA training program in place USA, England, The Netherlands, Canada, South Africa, 
Scotland, Taiwan, Australia

PA-like profession in place India, Liberia, Haiti , Malaysia, Papua New Guinea

US-trained PAs in other nati onal health systems The Netherlands, England, Germany, South Africa, 
Taiwan, China, Ghana, Australia, New Zealand

Developing and establishing formal affi  liati on 
agreements with US PA programs for PA student 
rotati on (i.e. from the US training insti tuti on to 
insti tuti ons in the partner country)

Brazil, Estonia, United Kingdom, Ghana, Thailand, 
Honduras, Ecuador, China, Costa Rica

Seeking informati on on PA profession Ghana, Ireland, Jamaica, South Africa, Wales

Is there an economic benefi t to a PA workforce?

An important considerati on when evaluati ng the 
strengths of any new or expanded role is the value for 
money that the role brings to the system.  A range of 
studies indicate that generic PAs are cost eff ecti ve, in 
part because training expenditures and salaries are 
less than that of doctors.

Some studies have also concluded that PAs in the US 
are of signifi cant economic benefi t to practi ces that 
employ them [6, 15, 16], which may be related to 
their more limited use of prescribing, ordering clinical 
investi gati ons and related indirect costs of care; the 
potenti al role of diff erenti al exposure to liti gati on 
between doctors and PAs has not been quanti fi ed. 

While some work has been undertaken regarding 
PA cost-eff ecti veness in other specifi c sectors 
(e.g. anaestheti cs), these programs have not been 

running for long enough to yield meaningful results 
and transferability of results from the US to other 
contexts (in terms of costs of setti  ng up programs, 
training and employing PAs and the long term cost-
eff ecti veness of their work) has not yet occurred.

Some diffi  culti es have been reported in esti mati ng 
the economic benefi ts of PAs because diff erent 
stakeholders perceive the value diff erently and 
it depends on whether PAs are seen as a doctor 
substi tute (in which case they would be economically 
more effi  cient) or as a complementary role, which 
in turn depends on scope of practi ce and autonomy 
[17].

For example, deploying PAs to the rural and remote 
areas of the Pacifi c provides medical services in 
places where they may otherwise not exist, but the 
costs of pati ent referrals to higher level services 

TABLE 4. INTERNATIONAL EXAMPLES OF THE INTRODUCTION OF PAs



McKimm, J et al.Expanded and extended health practi ti oner roles: A review of internati onal practi ce
10

(which may be available in the PIC itself or overseas) 
has escalated.     

Advanced practitioners

Advanced practi ti oners (APs) are health professionals 
(oft en nurses, but can be from a range of allied health 
professions or other subject disciplines) who have 
been trained in and, in most high income countries, 
granted registrati on in an extended or discrete scope 
of practi ce.

Advanced practi ce roles are found throughout 
healthcare. The enhanced knowledge and skills of 
these practi ti oners “complements those of medicine 
and, therefore increases both access to and the 
availability of healthcare” [18, pp.xiii]. The role of 
the AP is grounded in research and evidence-based 
practi ce, with the development of interpersonal, 
diagnosti c, decision-making and treatment/care skills. 

APs work at the interface of medicine and their 
profession and this has posed problems throughout 
the development and implementati on of AP roles 
(e.g. in the US, Canada and the UK). These have 
included a refusal to provide training programs 
for APs (as doctors would be required to teach on 
them) and the roles and scope of practi ce not being 
recognised by the regulati ng or licensing body [19].

These problems arise partly from a lack of clear 
defi niti on of the role as well as from politi cal issues. 
Examples are where nursing staff  wish to maintain 
the focus on nursing (i.e. advanced nursing practi ce) 
or the medical community requiring APs to work 
under the directi on of doctors rather than as 
autonomous practi ti oners within nursing but on an 
equal level [18]. 

For APs, the general principle is that the professional 
trains for, and retains, all of the competencies 
required for basic qualifi cati on (e.g in nursing) but has 
an advanced level of practi ce in a parti cular area (e.g. 
management of long term conditi ons; community 
mental health). This oft en involves a requirement for 
completi on of a masters’ level qualifi cati on which 
provides advanced clinical experti se and knowledge 
in that area (which may or may not be refl ected in a 
separate or additi onal category of registrati on).

APs are also expected to acquire and use research 
skills to inform and implement evidence-based 
practi ce. There is a move (e.g. in the United States) 

towards the fi nal educati onal point for APs being at 
doctoral level. 

Nurse practitioners

The Internati onal Council of Nurses (www.icn-
apnetwork.org) has established guidelines, standards 
and core competencies for the regulati on, educati on 
and socio-economic welfare of nurses in advanced 
practi ce roles. These are intended to assist countries 
during ti mes of expansion of advanced roles. 

The concept of nurses performing in advanced roles 
has been acti ve for many decades, but the popularity 
of the roles has varied over ti me in diff erent 
countries. Some extended scopes of practi ce are 
open to all nurses.

For example in the UK, all nurses can now take an 
additi onal short course on prescribing which allows 
them to prescribe drugs from a defi ned list under 
certain conditi ons. Currently the roles are expanding 
to cover wider scopes of practi ce and the fi eld of 
advanced practi ce nursing has its own journal.

Nurse practi ti oners (NPs) are generalist clinicians who 
make assessments and diagnoses in undiff erenti ated 
conditi ons and who usually work in a family 
medicine/general practi ce/primary care role [20].

NPs have responsibility for a range of acti viti es 
that may otherwise be performed by physicians/
doctors, including radiological or laboratory 
diagnosti cs, screenings, prescribing drugs or ordering 
investi gati ons, acti viti es in the fi elds of preventi on 
and health educati on, the monitoring of pati ents 
with chronic illnesses, and a general role in care 
coordinati on (alone or together with doctors) [21].

Characteristi cs of the advanced NP include [22]:

• Professional autonomy and accountability over a 
caseload

• Diagnosti c skills that include the ability and 
authority to initi ate investi gati ons and referrals to 
other agencies

• Collaborati ve working with pati ents, other 
professionals and disciplines

• Extended knowledge and skill base for providing 
treatment and care

• Counselling and health educati on

• Clinical and professional leadership
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The role will usually have either a generalist focus 
– i.e. seeing pati ents with routi ne conditi ons in 
place of a doctor, or a specialist focus based upon 
parti cular primary care needs, such as mental health, 
paediatrics, geriatrics etc. Although the roles are 
oft en used to ease pressure on the demand for 
doctors, there is usually sti ll a link to a doctor at some 
point.

Clinical nurse specialists or nurse consultants

The roles of clinical nurse specialists (CNS) or nurse 
consultants are similar to the NP (and in many 
countries the ti tles are used interchangeably), but are 
usually based in a secondary care/hospital setti  ng.

 Where there is diff erenti ati on, these nurses provide 
care where an initi al diagnosis has already been made 
(as opposed to carrying out diagnosti c functi ons). 
They typically have their own pati ent case load, run 
out-pati ent (ambulatory care) clinics and work with 
pati ents, families and other health workers on wards, 
emergency departments, secondary and primary 
care, bridging the gaps between services and helping 
to reduce overall healthcare costs.  

They also help improve pati ent access to care, 
especially for remote and vulnerable populati ons. 
These nurses will have a specialist qualifi cati on in a 

specifi c speciality or area of work (e.g. haemodialysis; 
paediatric surgery; cardiology; intensive care). 

One example where the CNS role is working well 
is in Canada where the role has been established 
for almost fi ft y years. CNSs are registered nurses 
with postgraduate nursing educati on and experti se 
in a clinical speciality. They “contribute to three 
important aims for transforming the Canadian health 
system – bett er care for individuals, bett er health for 
populati ons and lower healthcare costs through their 
ability to initi ate, implement and support innovati on 
to improve the delivery of nursing and healthcare 
services” [23].

It has been demonstrated that CNSs reduce hospital 
admissions and visits to the emergency department, 
shorten hospital lengths of stay and decrease the use 
of unnecessary diagnosti c tests. This occurs through 
improved case management of pati ents with high risk 
and complex conditi ons. 

In the United States the Advanced Practi ce Registered 
Nurse (APRN) role enables nurses to advance in their 
level of pati ent care management and involvement, 
gain skills in physical assessment, knowledge of 
pharmacological and therapeuti c interventi ons, 
and work collaborati vely with physicians and other 
members of the healthcare team to promote best 
practi ce for pati ents and family members. 

FIGURE 1. ROLE OF THE NURSE PRACTITIONER (NP) IN FAMILY MEDICINE (GENERAL 

PRACTICE) IN THE UK (22)

Patient

Specialist

GP NP

Source: [22]
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BOX 1 - THE ADVANCED PRACTICE NURSE (USA)

An Advanced Practi ce Registered Nurse (APRN) is a nurse:

1. who has completed an accredited graduate-level educati on program preparing him/her for 
one of the four recognised APRN roles;

2. who has passed a nati onal certi fi cati on examinati on that measures APRN, role and 
populati on-focused competencies and who maintains conti nued competence as evidenced by 
recerti fi cati on in the role and populati on through the nati onal certi fi cati on program;

3. who has acquired advanced clinical knowledge and skills preparing him/her to provide direct 
care to pati ents, as well as a component of indirect care; however, the defi ning factor for all 
APRNs is that a signifi cant component of the educati on and practi ce focuses on direct care of 
individuals;

4. whose practi ce builds on the competencies of registered nurses (RNs) by demonstrati ng a 
greater depth and breadth of knowledge, a greater synthesis of data, increased complexity of 
skills and interventi ons, and greater role autonomy;

5. who is educati onally prepared to assume responsibility and accountability for health 
promoti on and/or maintenance as well as the assessment, diagnosis, and management 
of pati ent problems, which includes the use and prescripti on of pharmacologic and non-
pharmacologic interventi ons;

6. who has clinical experience of suffi  cient depth and breadth to refl ect the intended license; 
and

7. who has obtained a license to practi ce as an APRN in one of the four APRN roles.

Four sub-registrati on roles are identi fi ed each with 
its own agreed scope of practi ce and competencies:  
certi fi ed registered nurse anaestheti st (CRNA); 
certi fi ed nurse-midwife (CNM); clinical nurse 
specialist (CNS), and; certi fi ed nurse practi ti oner 
(CNP).

Allied health professions

As the roles and skills mix of the health workforce 
changes, consultant, specialist and advanced practi ce 
roles have emerged in other health professions.  
The patt ern of emergence has been slow and 
relati vely unsystemati c, relati ng more to local needs 
and individual practi ti oners’ desire and abiliti es in 
developing and extending their scope of practi ce.

Most of the literature relati ng to this role 
development is case-based and very litt le is 
published, parti cularly in some of the professions.  

The role of radiography in healthcare has changed 
enormously in the last generati on and is an example 
of an area where advanced practi ce has emerged in 
new roles to complement, rather than replace, those 
of doctors. An example is provided by the Society 
of Radiographers in the UK, which has developed 
advanced practi ti oner roles to provide clinical input, 
as well as team/professional leadership, practi ce and 
service development, educati on and training and 
research and development.2

Other professions that have developed extended 
advanced practi ce roles (albeit for small numbers) 

2 SCR. Society and College of Radiographers [Internet]. 
Website. 2012 [cited 2012 Aug 10]. Available from: htt p://
www.sor.org/

Source: Extracted from [24]
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include dieteti cs, physiotherapy and occupati onal 
therapy [18].

Work is also being developed to defi ne advanced 
practi ce roles in integrated care of the individual in 
workplace setti  ngs, such as occupati onal health and 
wellbeing, in which practi ti oners can be drawn from 
psychology, physiotherapy, occupati onal health and 
nursing.  

The challenges that face some advanced practi ti oners 
in nursing are also relevant to allied health 
professionals wishing to extend their scope of 
practi ce. Issues relati ng to regulati on and registrati on 
are sti ll to be fully resolved and the scopes of practi ce 
are yet to be defi ned and agreed in many countries. 
Because these posts are on the management 
payscales, practi ti oners are oft en asked to take on 
management duti es which defeats the purpose of 
establishing the posts.

Doctors and other health professionals are unsure 
as to role boundaries and responsibiliti es and this 
can lead to diffi  culti es in managing pati ent care. 
This refl ects a lack of clarity – common in health 
faciliti es – about the relati onship between each 
individual health professional’s managerial roles and 
responsibiliti es and their clinical roles.

Despite these diffi  culti es, each of the diff erent health 
professions has started to defi ne and agree role 
descriptors and competencies, largely based on those 
established in nursing. 

Doctors and other health professionals 
are unsure as to role boundaries and 
responsibilities and this can lead to 
diffi  culti es in managing pati ent care.
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EXPANDED AND EXTENDED PRACTITIONER 
ROLES IN THE PACIFIC

A comprehensive WHO review carried out in 2001 
[25] identi fi ed that mid-level and nurse practi ti oners 
in the Pacifi c were engaged in providing essenti al 
clinical (both curati ve and preventi ve) primary care in 
community-based health faciliti es in many PICs.

Where access to health care and doctors is diffi  cult, 
either because of geography, culture or vulnerability 
of populati on, such practi ti oners play a vital role in 
meeti ng healthcare needs. However, in common with 
issues in other countries identi fi ed above, various 
inconsistent ti tles were in use; training programs 
and the level and quality of care provided also varied 
considerably.

WHO and other agencies have provided long term 
support to the development and training of mid-level 
practi ti oners in many PICs, including Kiribati , Marshall 
Islands, Solomon Islands, Fiji, Federated States of 
Micronesia, Cook Islands, Samoa, Vanuatu and Tonga, 
and more recently in Timor-Leste. 

Graduates of mid-level training programs are given 
ti tles including physician assistant, medex, medical 
assistant, health assistant and health extension 
offi  cer, with some practi ti oners undertaking very 
similar roles and training but with diff erent ti tles in 

diff erent countries (see Figure 2 below and Table 5 on 
page 15). 

Nurses who undertake advanced training are oft en 
called nurse practi ti oners, but not always; for 
example a medical assistant in Kiribati  is a nurse with 
advanced training whereas a medical assistant in Fiji 
does not have a nursing background.  The medical 
assistant program in Fiji is however no longer off ered.

In common with the internati onal evidence cited 
above, the two main models in the Pacifi c for training 
mid-level practi ti oners are those associated with 
nursing (nurse practi ti oners; nursing assistants, 
community health workers and health assistants) and 
those that are not (medex, health extension offi  cer, 
medical assistants, health assistants), see Figure 2 
below.

Some workers do not have a primary nursing 
qualifi cati on, but instead undergo a one or two 
year training program and work with and under 
the supervision of nurses (e.g. nurses aides, health 
assistants). In additi on, many nurses working in rural 
areas functi on as nurse practi ti oners but have not 
undergone an advanced training program.

FIGURE 2: MODELS OF MID-LEVEL PRACTITIONERS IN THE PACIFIC

MODELS OF MID-LEVEL PRACTITIONERS IN THE PACIFIC
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“Nurses with Advanced Skills” represent a large 
and poorly defi ned group or practi ti oners with a 
range of on-the-job training and informal or formal 
qualifi cati ons.  

Specialised and terti ary services such as ophthalmic 
and ear, nose and throat surgery are oft en provided 
by visiti ng specialist teams from Australia, New 
Zealand and Taiwan, and these teams oft en provide 
advanced training to nurses in advanced primary ear 
and eye care (including minor procedures and the 
management of emergencies).  However, most nurses 
working in specialised setti  ngs such as paediatrics, 
midwifery, anaesthesia or operati ng theatre have 
generally completed an accredited, certi fi ed course 
of postgraduate or post-basic training (e.g. at the Fiji 
School of Nursing).

The Fiji School of Medicine (FSMed; now part of the 
College of Medicine, Nursing and Health Sciences at 
Fiji Nati onal University) previously off ered a one-
year combined certi fi cate in laboratory and x-ray 
technology.  This was specifi cally addressing the 
skills needed by nurses working in smaller hospitals 
in outer island setti  ngs with basic laboratory and 
radiology equipment but a case load that was 
insuffi  cient to justi fy the placement of a full-ti me 
laboratory worker or radiographer.

The evolving epidemic of non-communicable diseases 
(NCDs) in the Pacifi c [26] has seen the appearance 
of a new, expanded set of skills among community 
nurses and other cadres of health worker. Through 
training (generally informal and provided through 
donor-funded projects) such health workers can 
now provide point-of-care tests for the detecti on 
of latent NCDs, monitoring of disease progression 
or control, and the management of end-organ 
complicati ons.  The pervasive nature of the NCDs 
means that all health workers in a primary care role 
in the community will need to master these skills and 
functi ons.

AP cadres with specialised skills may (or may 
not) have a specifi c formal or informal ti tle (e.g. 
community-based NCD workers in Tonga are now 
called “NCD Angels”) or conditi ons of employment 
(e.g. medical assistant).  Generally only medical 
assistants have a specifi c category of registrati on. 

The 2001 WHO report suggests that no one model 
can be adopted in the Pacifi c but that models 

should be developed to suit the PICs demography, 
geography, health needs, resources and workforce 
mix.  Where a nurse practi ti oner model can be most 
eff ecti ve is in countries where:

• Nurses are an established category of the 
workforce – this gives career development 
opportuniti es for nurses and means that a new 
category of health worker does not have to be 
developed. 

• There is a large pool of nurses as part of the 
health workforce.

• Nurses are already living and working in 
underserved areas. 

• Nurses are providing a wide range of curati ve and 
preventi ve services.

• Training for nurses encourages them to be fl exible 
and multi -skilled.

A model that introduces non-nursing practi ti oners 
might be used where there has been (or is) a 
shortage of nurses or where other training provision 
is on off er. For example, the Micronesian countries 
benefi ted from the Pacifi c Basin Medical Offi  cer 
Training Program for some ti me, and the Marshall 
Islands developed its own cadre of mid-level health 
workers from military corpsmen (similar to the 
Canadian model), which later developed into the 
Medex training program with the University of 
Hawaii. These practi ti oners run out-pati ent clinics and 
provide basic primary healthcare faciliti es in the outer 
islands. 

Other PICs have adopted both models. However, this 
has led to diffi  culti es regarding line management, 
accountability and allocati on of responsibiliti es and 
tasks, and careful att enti on needs to be paid to 
clarifying the roles, career structure, training and 
compensati on of all mid-level practi ti oners. 

The WHO report set out the essenti al features of 
practi ti oner training programs as follows:

1. Training program of at least 12 months

2. Core clinical competencies and core content 
defi ned 

3. Early introducti on of practi cal clinical experience

4. Adequate clinical teaching and supervision
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5. Robust assessment of performance against 
defi ned competencies 

6. Doctors involved in teaching and assessment

7. Teachers need faculty development to maintain 
skills in curati ve primary care

To maintain the workforce, the WHO report identi fi ed 
the importance of legal protecti on and defi ning 
equitable conditi ons of service and practi ce (such 
as safe accommodati on and working conditi ons and 
good supply of equipment); adopti on of standard 
treatment guidelines or protocols; ongoing clinical 
and professional supervision and performance 
review; CPD and training (including upgrading skills 
by short period working in hospitals); and a defi ned 
career structure.

These recommendati ons and strategies are 
sti ll relevant today in delivering healthcare to 
underserved populati ons with a shortage of doctors 
across the Pacifi c. The 2006 Strategic Acti on Plan 
for Nursing and Midwifery Development in the 
Western Pacifi c Region [27] identi fi ed the importance 
of maintaining and further developing the role of 
mid-level practi ti oners as a key part of not only the 
nursing and midwifery workforce, but of the total 
health workforce in the Pacifi c. It notes:

“In the Pacifi c island countries, advanced practi ce 
nurses and other non-physician primary health 
care providers meet the health needs of widely 
dispersed populati ons living in small island 
communiti es spread over enormous expanses 
of the Pacifi c Ocean. These primary health 
care providers have received further advanced 
educati on and skill-development to functi on 
as primary health care providers in rural and 
remote communiti es, providing the full range of 
community based services, including community 
development acti viti es; health promoti on 
and disease preventi on; the diagnosis and 
management of acute and chronic diseases; the 
performance of minor surgeries; pre-natal, post-
natal care as well as deliveries, in additi on to 24-
hour emergency care” [27, p.34].

An emerging priority is the imminent return of 
more than 200 medical graduates who have been 
sponsored to study at the Escuela Lati no-Americano 
de Medicina (ELAM; Lati n American Medical School) 
in Cuba under bilateral arrangements with PIC 

governments [28]. This trend will see the medical 
workforce at least double in Kiribati , Nauru, Solomon 
Islands, Tuvalu and Vanuatu between 2014 and 2019.

The Cuban curriculum and style of medical training 
is strongly aligned with a medically-implemented 
system of primary healthcare functi ons that, in Pacifi c 
communiti es, are currently oft en fi lled by community 
nurses or health practi ti oners with expanded or 
extended primary care roles.

Nevertheless, the PICs that have engaged most 
strongly with the Cuban system have indicated an 
intenti on to eventually absorb the new graduates 
into their medical workforce (rather than engaging 
them as advanced practi ti oners) – including through 
systems for assessing knowledge and skills and 
enhancing the capacity of internship programs, as 
necessary.

This is where coordinated work across the Pacifi c 
on standards, registrati on and licensing will be 
highly benefi cial. Planning for the re-integrati on of 
the new graduates from ELAM into Pacifi c health 
systems will need to take parti cular care to avoid the 
displacement of advanced practi ti oners who are well 
established in their communiti es while, at the same 
ti me, maximising the opportuniti es that arise from 
being able to fi ll vacant community medical offi  cer 
positi ons in outer island hubs.

Further implicati ons for registered nurses and 
midwives arise from the oft en poorly defi ned scope 
of practi ce, “bett er defi ned in some countries than 
others” [29].

As a case in point Solomon Islands recognises nurse 
practi ti oners but has no defi ned scope of practi ce or 
registrati on. In the Cook Islands nurse practi ti oners 
are defi ned in educati on programs, but they are 
not legislated for or registered.  In Western Samoa 
progress has been made on the development of new 
roles and the defi niti ons of the scope of practi ce for 
advanced specialist nurses is in progress, while in 
other PICs there is no disti ncti on between the scope 
of practi ce for nurses and midwives.
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POLICY IMPLICATIONS FOR THE PACIFIC

Based on the internati onal experience and regional 
trends presented, Pacifi c Island countries using 
advanced practi ti oner models would also benefi t 
from specifi c policies on:

1. Adopti on of standard scope of practi ce guidelines 
including treatment and referral protocols, 
responsibiliti es and tasks, including in relati on to 
the medical workforce.

2. Career structures that allow progression in public 
service, clinical educati on roles or graduate entry 
into medical training.

3. Clinical supervision, performance review and 
CPD (including opportuniti es for maintaining 
and upgrading skills through short in-country or 
overseas hospital placements).

4. Medico-legal protecti ons and defi ning equitable 
service and practi ce conditi ons (e.g. safe 
accommodati on and working conditi ons, 
minimum equipment supplies).
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CONCLUSIONS

Physician assistant roles are well established in 
Canada and the US, and to a lesser extent in the 
Pacifi c, although the nomenclature used varies. 
Advanced practi ce roles (specifi cally those of nurses) 
have been established for many years in some 
countries (e.g. the United Kingdom, Canada and the 
United States) initi ally in the primary care sector, but 
more recently in hospitals.

This is also the case in the Pacifi c region. In many 
other countries, the roles are relati vely new, although 
a large number of pilot or small-scale projects exist 
throughout Africa, Australasia, Europe and South 
America, oft en as part of health service redesign 
and reconfi gurati on, for example towards more 
community or primary care based services.

Assistant roles can also help support more extensive 
uti lisati on of services with less reliance on doctors, 
who may be in short supply, for example through the 
introducti on of surgeon and anaestheti c assistants or 
nurses with specialised skills.

As services are reconfi gured, opportuniti es may arise 
for the development of new roles that support new 
ways of working and delivering services. These may 
well need to be specifi cally designed to meet local, 
regional or nati onal structures and needs, although 
lessons can be learned from the experience of other 
countries.

The 2001 WHO report on mid-level roles suggests 
that roles should be tailored to meet PICs specifi c 
needs, and that a ‘one-size fi ts all’ approach will 
not be appropriate; the NCD epidemic in the Pacifi c 
presents parti cular challenges and skill needs 
for nurses and other health practi ti oners in the 
community.

The 2011 Health Workforce Australia Report on PAs 
sets out the benefi ts of a widespread introducti on of 
PAs as follows:

  supporti ng and extending the career span of our 
existi ng rural and remote medical workforce 

  providing medical services in regional, rural and 
remote areas of Australia where it is diffi  cult to 
att ract and retain Australian-trained doctors 

  supporti ng health services for Indigenous 
Australians, through multi disciplinary teams, that 
include Aboriginal health practi ti oners for whom 

the PA profession may be an advanced practi ce 
career opti on 

  slowing clinical health workforce att riti on among 
experienced paramedics, allied health workers, 
and nurses and midwives for whom the challenge 
of a career as a medically trained PA may be 
att racti ve and therefore benefi cial to the health 
system 

  reducing emergency department waiti ng ti mes by 
adding another staffi  ng opti on for both fast-track 
services for low acuity pati ents and experienced 
paramedics in PA roles for trauma pati ents 

  reducing electi ve surgery waiti ng lists by 
enhancing the producti vity of surgeons and 
medical practi ti oners in public and private 
practi ce, as demonstrated in the internati onal 
research literature 

  reducing escalati ng health care costs by providing 
a new workforce group who are qualifi ed and can 
provide safe and eff ecti ve services at lower cost 

  increasing the producti vity of other health 
professionals and doctors by releasing them from 
routi ne and repeti ti ve tasks to allow them to work 
at the top of their licence [30]. 

Many of these benefi ts are very relevant to the Pacifi c 
context. 

Using APs can also be seen as a way of containing 
costs, as tasks can be carried out by less expensive 
professionals than doctors and lower uti lisati on of 
diagnosti c and pharmaceuti cal services may help to 
contain indirect costs to the health system.

More intensive care, monitoring and management of 
follow up (for example in long term conditi ons or with 

Assistant roles can also help support 
more extensive utilisation of services 
with less reliance on doctors, who may be 
in short supply, for example through the 
introducti on of surgeon and anaestheti c 
assistants or nurses with specialised skills.
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pati ents with complex needs) leads to a reducti on 
in overall health spending as pati ents are less likely 
to uti lise expensive secondary care resources for 
primary care and monitoring purposes. It is not easy 
to calculate costs, and evaluati ons that have tried to 
do so have considered whether costs can be saved by 
these roles substi tuti ng for doctors (where there are 
cost savings or cost is neutral) whereas if this involves 
supplementary tasks then (at least in the short 
term) establishing these roles can be seen as more 
expensive [1].

Current thinking is that cost reducti on alone should 
not be a primary driver, but that these new and 
expanded roles should be introduced to meet service 
and healthcare needs. In the Pacifi c, the development 
and extension of these roles could help to substi tute 
for the lack of general practi ti oners in the workforce, 
especially in rural and remote areas. 

A number of barriers to introducing and expanding 
new roles have been identi fi ed relati ng to (oft en 
competi ng) professional interests; care organisati on 
and funding; legislati on, regulati on and licensing; 
and educati on organisati ons’ capacity to educate and 
train. 

In order to overcome these barriers, adopti ng and 
implementi ng advanced practi ce and new roles needs 
to involve high level stakeholders from ministries, 
educati onal organisati ons, regulati on and licensing 
bodies and professional groups as, to be successful, 
this needs to be carried out at a ‘whole system’ level. 

Scope of practi ce, competencies and roles need to 
be made clear and agreed and specifi c training and 
educati on programs (which ideally should be at 
Postgraduate Diploma or Master level for advanced 
practi ti oners and Bachelor level for Assistants) 
developed.

Funding also needs to be provided to incenti vise 
health care organisati ons to develop and introduce 
these roles, partly because in the short term, the 
benefi ts may not be apparent and there will be costs 
associated with the development of the role and then 
to support (through networks or other mechanisms) 
practi ti oners working in these new roles.

Such support includes a safe living and working 
environment, suffi  cient medicines and other 
resources, supervisory outreach and mentoring, 
and career development. Regular upskilling through 

return to larger healthcare centres will also be 
required. 

Considerati on of how these roles could fi t into the 
next stages of developing the Pacifi c health workforce 
(parti cularly in rural, remote and underserved areas) 
is warranted.

This includes the integrati on of medical graduates 
trained outside the Pacifi c’s usual sources of medical 
educati on (who may not immediately meet medical 
registrati on requirements in the Pacifi c) and the need 
to maintain an eff ecti ve nursing and allied health 
workforce to support existi ng secondary and primary 
care services.
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APPENDIX 2. DEFINITIONS

These defi niti ons relate to the context of this report 
and are derived from the multi ple defi niti ons used by 
diff erent healthcare systems in diff erent countries.

Accreditation is a process designed to confi rm 
the educati onal quality of new, developing and 
established educati on and training programs. It is 
usually carried out by peer/third party review against 
established standards, outcomes or performance 
indicators. 

Advanced practitioners are health professionals 
(oft en nurses, but can be from a range of professions 
or subject disciplines) who have been trained in 
and granted registrati on in an extended or discrete 
scope of practi ce. Countries use various names for 
such practi ti oners (whose roles may vary according 
to locality and service need) including: nurse 
consultants/practitioners, medical, physician, 
surgical or anaesthetic assistants/associates and 
clinical officers.

Approval for programs is sought via accreditati on. 
Decisions to approve (or not) an educati onal program 
are oft en taken by a diff erent body to the one which 
has carried out the accreditati on process. 

Assessment refers to a determinati on of student/
learner performance/competence, oft en via 
examinati ons.

Bonded/Bonding: An arrangement where trainees/
students agree to return to a parti cular geographical 
locati on and/or specialty aft er completi ng their 
educati on in return for fi nancial assistance with the 
cost of their educati on or other benefi ts

Credentialing is the process of reviewing and 
confi rming the qualifi cati ons and profi le of a 
healthcare professional, for example when they apply 
for positi ons in diff erent insti tuti ons or countries. It 
is parti cularly important in countries with regional 
registrati on systems. 

Commissioning is used to describe the scheme and 
processes by which educati on and training programs 
(and in parti cular the numbers of students/trainees 
involved in those programs) are funded and allocated 
to educati on and healthcare training organisati ons. 
Commissioning acti viti es include the allocati on of 
scholarships and subsidies and self-funding schemes 

and typically involve some type of formal quality 
assurance of the educati on and training provided.  

Continuous Professional Development (CPD) is 
the process by which fully qualifi ed professionals 
demonstrate that they are maintaining and updati ng 
their educati on and clinical competence. It usually 
involves completi on of a specifi ed number of 
accredited acti viti es over a fi xed recurring ti me period 
(e.g. 1-5 years).

Competency: A broad composite statement, 
derived from professional practi ce, which describes 
a framework of skills, knowledge, atti  tudes, 
psychosocial and psychomotor elements. 

Curriculum: The totality of the educati on program, 
that is coherent in structure, processes and outcome 
and that links theory and practi ce in the professional 
educati on of a doctor, nurse or of a midwife.

Family Medicine Practitioners are medical 
practi ti oners who work primarily in the community/
primary care/family medicine and provide care to 
individual pati ents and families. In some countries 
these are known as GPs (General Practitioners). This 
is seen as a specialty in its own right, requires specifi c 
training and is diff erent from the role of a general 
physician/generalist.  

Hub and Spoke refers to a scheme in which one 
organisati on acts as a management or coordinati ng 
centre for a number of other related organisati ons 
or acti viti es. One example is a primary care (family 
medicine) training centre which has responsibility for 
coordinati ng and monitoring the training acti viti es of 
a number of other practi ces. 

Licensing generally involves conferring upon an 
individual a license to practi ce their parti cular 
healthcare profession. Many countries do not 
disti nguish between licensing and registrati on (page 
25) and both may be parti al/temporary/conditi onal 
in certain circumstances (for instance, newly qualifi ed 
professionals in some countries).

Local: Applicable to individual Pacifi c Island Countries 
and Territories (PICT).

Numerus Clausus (closed number) is a system 
of regulati ng student numbers (usually medical 
students) wherein a fi xed number of places are 



McKimm, J et al.Expanded and extended health practi ti oner roles: A review of internati onal practi ce
26

available each year, usually determined by the 
government and based upon future workforce 
planning. The opposite form of student number 
regulati on is a free market, wherein there is no 
regulati on of student numbers – graduates compete 
for jobs and universiti es compete for students (and 
funding, from students and/or government).

Postgraduate refers, in the context of the educati on 
of healthcare professionals, to educati on which 
occurs aft er initi al registrati on with/licensing by a 
professional body. This is someti mes termed post-
qualifying educati on for example when referring to 
some nursing programs which are at diploma and not 
degree level.

Regional: Applicable to all PICT across the Pacifi c 
region. 

Registration generally refers to the actual process 
of enrolling with a professional regulatory body 
following graduati on from an accredited program. 
Many countries do not disti nguish between 
registrati on and licensing, but some do and a license 
to practi se may be issued by a separate authority, 
parti cularly in countries where the processes are 
managed at a regional level. Both licensing and 
registrati on may be parti al/temporary/conditi onal 
under certain circumstances (for instance, newly 
qualifi ed professionals in some countries).

Revalidation refers to the renewal of a license to 
practi ce. Many countries have some sort of regular 
renewal or re-registrati on, generally every few 
years (although the term revalidati on is one most 
commonly associated with the UK currently). 

Standard: A defi niti on or statement for evaluati ng 
performance and results established by evidence 
and approved by a recognised body, that provides, 
for common and repeated use, rules, guidelines or 
characteristi cs for acti viti es or their results, aimed 
at the achievement of the requisite degree of 
compliance in a given context.

Specialty/Specialist refers to the latt er stages of 
postgraduate training, generally for doctors, where 
they att ain their fi nal career status (e.g. surgeon, 
psychiatrist).

Undergraduate refers, in the context of the educati on 
of healthcare professionals, to educati on that occurs 
before, and usually leads to, registrati on with/

licensing from a professional body/regulator. This is 
someti mes termed prequalifying or basic educati on. 
Students engaged in undergraduate educati on of 
this sort may already have a previous degree (and so 
are graduates, but will always be referred to here as 
undergraduate not postgraduate students).
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