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Executive Executive Executive Executive SummarySummarySummarySummary    

Heart failure is a chronic disease condition characterised by significant symptom burden, polypharmacy and 

challenging self-care recommendations. Effective management can reduce episodes of acute decompensation 

requiring hospital admission, with patients benefiting from regular assessment, monitoring and self-care 

support. Clinical care is predominantly delivered by General Practitioners (GP) and cardiologists as well as 

hospital and community based heart failure (HF) disease management programs (DMP) which, although 

effective, reach only 20% of patients discharged from hospital. To improve HF disease management 

accessibility, there have been calls for the development of primary care based HF DMP. In support of this 

proposal, there is evidence to suggest primary care practice nurses (PN) are well placed to contribute to the 

clinical management of stable chronic disease. 

 

The Heart Failure Integrated Care Project was a joint venture between South Eastern Sydney Local Health 

District, Central and Eastern Sydney PHN and Novartis Australia to develop a primary care based HF DMP 

through a partnership between hospital and General Practice clinicians. 

 

The project aims were to: 

• Develop a primary care based chronic disease management model for HF;  

• Enhance General Practitioner & Practice Nurse knowledge and confidence in HF management; 

• Explore the capacity of Practice Nurses to add value to chronic disease management in General Practice 

by monitoring and providing self-care supporting for patients with HF; and, 

• Improve communication between primary health and hospital based clinicians. 

 

GPs and PNs from six (6) General Practices partnered with tertiary hospital based specialist HF clinicians over 

a 12 month period to develop a primary care based HF DMP. Opportunities and barriers were identified with 

solutions implemented to inform a primary care based HF DMP. Barriers included: identification of HF 

patients, limited resources to support self-care and limited scope of practice and limited professional support 

for practice nurses. Opportunities and solutions included: standardising disease coding, incorporating an 

assessment and monitoring template within electronic patient management systems, identifying 

opportunities to expand the role of the practice nurse, development of self-care support resources and 

improved communication with hospital based HF clinicians. 

Project recommendations: 

1. The Heart Failure integrated care project be implemented within St.George Hospital Heart Failure Services 

to provide a Heart Failure Integrated model of care; 

2. Continue to partner with General Practice clinicians to build chronic disease management capacity within 

Primary Care; and, 

3. Incorporate Heart Failure Integrated Care project resources within HealthPathways to promote access 

and sustainability.  

Partnerships between hospital and primary care based clinicians can inform the development of a practice 

nurse supported primary care based HF CDM to improve clinical management and support care integration. 

Improving communication, strengthening clinical relationships, sharing resources and supporting the 

transition of care between services frontiers are identified as essential foundations in achieving this objective.  

The state-wide NSW Health Integrated Care Strategy aims to create better communication and connectivity 

between health care providers in primary care, community and hospital settings. This project reflects that 

goal.     
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IntroductionIntroductionIntroductionIntroduction                

 

Background 

Heart Failure (HF) is a chronic and complex clinical syndrome that affects an estimated 300,000 Australians 

with 30,000 new cases diagnosed each year and a prevalence known to increase with age. Despite this burden 

and its impact on patients, families and health services, HF disease management remains sub-optimal with 

delayed diagnosis, limited implementation of evidence based therapies and a lack of care integration between 

hospital and primary care based clinicians [1]. In addition, HF is associated with high rates of hospitalisation, 

30 day readmission rates of up to 30% and evidence to suggest that up to two thirds of HF related hospital 

admissions are potentially avoidable [2, 3]. 

South Eastern Sydney Local Health District (SESLHD) admission data from 2014-15 demonstrate that 9.3% of 

all potentially preventable hospitalisations were attributable to heart failure accounting for 10,273 total bed 

days at an estimated cost of $6,800,000,  the highest number of bed days for any  potentially preventable 

condition. In addition, there were 130.6 deaths from HF in the SESLHD in 2012-2013 or a total of 10.7 per 

100,000 population [4]. These data underscore both the challenges of heart failure management and the 

opportunity for health services to develop partnerships and progress existing models of care in order to 

improve patient outcomes. 

 

Heart Failure Disease Management Programs 

Evidence based national and international guidelines for pharmacological and non-pharmacological 

management of heart failure provide a framework for healthcare services to achieve best patient outcomes. 

An important component of this evidence includes the provision of hospital based heart failure disease 

management programs, which have been shown to reduce readmissions and prolong survival in high risk 

patients with HF. However, despite this success, such programs have been shown to have limited penetration 

and accessibility with only an estimated 20% of HF patients discharged from hospital being managed by 

hospital based HF disease management programs, even less access in regional areas [5]. It is therefore logical 

to extend these initiatives and broaden their implementation beyond the acute care environment and into 

the general practice setting [6]. 

 

Role of General Practice 

Primary care-based HF disease management models of care have been studied in several international 

randomised controlled trials and have been promoted by Australian General Practice advocates [7]. The 

environment of General Practice is argued to be more suitable to engaging a larger proportion of patients 

with HF across the spectrum of their illness trajectory and at a time when behavior interventions can be 

effective in promoting lifestyle changes. This approach is supported by the Australian government healthcare 

reform which places general practice at the centre of its agenda to manage chronic disease[8]. At the same 

time, it is also well recognised that the demand for primary healthcare services is rapidly rising due to an 

ageing population, growing burden of chronic disease and shifting of care from hospitals to primary care [9]. 

To meet this demand, General Practices will be required to re-structure their care delivery and develop new 

models to provide quality services in an efficient, timely and cost-effective way. Concerns about the capacity 

of GPs to meet the growing chronic disease burden has prompted discussion of how to better utilise the 

potential value of Practice Nurses [8]. 
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Practice Nurses 

The national and international literature suggests that Practice Nurses have the capacity to extend their scope 

of patient care, particularly in the area of chronic disease management [6, 8, 10, 11]. This is of utmost 

relevance given the recent growth in the number of Practice Nurses in the primary care setting with the 

Australian National Practice Nurse survey estimating that 63% of General Practice now employ one or more 

Practice Nurses [12]. There is further support for Practice Nurse participation in a primary care chronic disease 

management through evidence demonstrating that delegating clinical roles to Practice Nurses, such as patient 

education and monitoring clinical progress, can improve clinical outcomes without affecting general practice 

business models [9]. Remuneration opportunities for General Practice have been strengthened by federal 

government clinical and financial incentives to employ Practice Nurses, such as the Practice Nurse Incentive 

Program (PNIP) and MBS items for Practice Nurse interventions (MBS item 10997 - Chronic Disease 

Monitoring and Support)[13, 14]. The growth and development of the Practice Nurse role has taken place in 

the context of established evidence that nurse led post discharge interventions have been demonstrated to 

reduce readmission, improve quality of life and improve survival in HF [3, 15, 16]. 

 

Practice Nurse Development 

Prior to the formation of Medicare Locals and Primary Health Networks, the Divisions of General Practice 

supported the development of the Practice Nurse through the creation of Clinical Nurse Consultant (CNC) 

roles to provide specific clinical expertise and support to Practice Nurses in areas such as complex would care 

and chronic disease management [17]. Although the Divisions of General Practice divisions have since 

morphed through Medicare Locals to Primary Health Networks, the need for Practice Nurses to have 

structured clinical support remains the same.  

The establishment of collegial partnerships between specialist nurses and Practice Nurses can make a 

significant contribution in supporting the management of chronic disease conditions in the primary care 

setting, particularly in light of evidence identifying that there is currently insufficient coordination of care and 

communication between acute care facilities and general practice [6]. In specific reference to cardiovascular  

conditions, it has been proposed that Practice Nurses would be able to undertake a more active role in 

collaborative cardiovascular disease management through professional development, education and training 

[17].  

The Practice Nurse clearly has a role in the management of chronic disease, being in an ideal position to 

facilitate longitudinal follow-up, readily accessible to patients and having better communication processes 

with the General Practitioner compared to clinicians in acute hospital setting [6]. To date, many General 

Practitioners and hospital based clinicians have had a limited appreciation of the professional scope and value 

of nurses in the General Practice setting, however with current and future developments in the structure of 

health care delivery there exists an exciting opportunity to advance the role of nurses in Australian General 

Practice [18]. 

 

  “We are at the forefront of prevention 

We see all the hospital discharges 

We are at the baseline of chronic disease management and aged care 

and its management 

All the acute diagnosis that then has to be referred elsewhere 

We are the critical loop – the chain before and after hospital” 

Practice Nurse 
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St.George Hospital based heart failure services  

Specialist cardiac services at St George Hospital (SGH) include an outreach model of care for the management 

of patients with HF with a Nurse Practitioner and Clinical Nurse Specialist providing home and clinic based 

clinical assessment, monitoring and structured self-care support for patients following hospital discharge and 

by direct referral. As part of this service patients are provided with written resources such as advice on salt 

and fluid restriction, daily weigh charts and an action plan to support self-care. In a joint hospital / General 

Practice partnership, the HFICP sought to share hospital based assessment tools, self-care support resources 

and expert clinician support with primary care clinicians in the management of heart failure 

As with hospital based services, primary care may benefit from a structured heart failure chronic disease 

management approach, providing consistent, cost effective and comprehensive self-care support for patients 

and carers. This approach is consistent with Standard 7 of the NSW Clinical Service Framework for Chronic 

Heart Failure that recommends a multidisciplinary, coordinated and integrated approach to the management 

of patients with HF [19]. 

The HFICP was conceived to develop a more integrated model of heart failure care in the St.George region.   

 

Project Aims and ObjectivesProject Aims and ObjectivesProject Aims and ObjectivesProject Aims and Objectives    

    

ProjectProjectProjectProject    aims:aims:aims:aims:    

• Develop a primary care based chronic disease management model for heart failure; 

• Enhance General Practitioner & Practice Nurse knowledge and confidence in HF management; 

• Explore the capacity of Practice Nurses to add value to chronic disease management in General Practice; 

by monitoring and providing self-care supporting for patients with HF; and, 

• Improve communication between primary health and hospital based clinicians 

    

Project ObjectivesProject ObjectivesProject ObjectivesProject Objectives::::    

1. Identify General Practices in the St George region who employ one or more Practice Nurses and ascertain 

their willingness to participate in the program.  

2. Recruit General Practices by September 2016. 

3. Develop a General Practice heart failure chronic disease management model of care and implement in 

participating practices between September 2016 and March 2017. 

4. Recruit patients attending these General Practices to participate in the project between September 2016 

and March 2017. 

5. Measure changes in the confidence, skills and knowledge in the GPs and PNs to diagnose, treat and 

manage HF patients attending their practice. 

6. Develop and tools and resources to support GP’s and Practice Care Nurses in the management of patients 

with HF and to provide self-care support. 

 



 

 

Program logic Program logic Program logic Program logic ––––    Heart Failure Integrated Care ProjectHeart Failure Integrated Care ProjectHeart Failure Integrated Care ProjectHeart Failure Integrated Care Project        

Program Objective:  

The project aims were to: 

• Develop a primary care based chronic disease management model for heart failure  

• Enhance GP & Practice Nurse knowledge and confidence in HF management 
• Explore the capacity of Practice Nurses to add value to chronic disease management in General Practice by monitoring and providing self-care support for  patients with HF 
• Improve communication between primary health and hospital based services 

Problem statement 

 

Heart Failure is Chronic & 

complex condition with 

increasing prevalence and 

contributes to high rates 

of potentially preventable 

hospitalisations. 

Integration of care 

between the acute 

hospital and primary care 

settings is currently 

inadequate. In addition, 

there are limited primary 

care clinical assessment, 

self-care support 

resources and 

communication networks 

between hospital and 

primary care based 

clinicians. 

Inputs 

 

Qualified and experienced 

staff and management  

 

Funding from Novartis 

Australia  

 

Partner organisations 

• SESLHD 

• CESPHN 

• Novartis Australia 

• Participating General 

Practices  

 

NSW Health Integrated 

Care Strategy aims to 

create better 

communication and 

connectivity between 

health care providers in 

primary care, community 

and hospital settings  

 

NSW Clinical Service 

Framework for chronic 

heart failure Standard 7 – 

A multidisciplinary, 

coordinated and 

integrated approach to 

management is 

recommended for patients 

with HF 

Outputs: Activities 

 

Primary Care based Heart 

Failure chronic disease 

management model  

 

Chronic disease self- care 

support resources  

 

Communication networks 

between General Practice 

and hospital based 

clinicians  

 

 

Outputs: Participation 

 

Project Steering Committee 

with representatives from 

SESLHD, CESPHN, Novartis 

Pharmaceuticals and 

General Practice 

 

Project Officer, Cardiology 

Clinical Nurse Consultant,  

Cardiologist, Primary Care 

General Practitioners and 

Practice Nurses  from 

participating General 

Practices  

 

 

Hospital based Clinical 

Nurse Consultants  

 

 

 

 

 

 

 

 

Short-term outcomes 

0-10 weeks 

 

Understanding of General 

Practice work force 

• Workflow 

• Business model 

• Access to resources 

• Networking and 

support opportunities 

Medium-term outcomes 

10 weeks -12 months 

 

Development of Primary 

Care Heart Failure 

Chronic Disease 

Management Model 

incorporating patient 

assessment and self-care 

support resources 

 

Establishment of 

networking relationship 

between hospital based 

Clinical Nurse 

Consultants and Primary 

Care based General 

Practice clinicians 

 

Improved 

communication between 

General Practice and 

Hospital based clinicians 

Long-term outcomes 

12 months – 7 years 

 

Expansion of integrated Chronic 

Disease strategy to include other 

disease conditions  

 

Transition of care plan from hospital 

to primary care incorporating  

Hospital based chronic disease 

management programs and primary 

care  

 

Improved transition documentation 

with standardised discharge 

summary template for Junior Medical 

Officers  

 

Established communication networks 

between General Practice and 

hospital based chronic disease  

specialties 

 

Care is integrated with associated 

improvements in hospital admission, 

readmission and length of stay 

performance. 

Assumptions: participation and partnership with Practice managers, General Practices – General Practitioners and 

Practice Nurses. Staff will participate and engage in integrated care initiatives  

External Factors: Funding, General Practices employing Practice Nurses 



 

12 

 

        
1. BACKGROUND TO PROBLEM  

� Increasing incidence and prevalence of heart failure with high rates of hospitalization, long lengths of stay and high rates of readmission 

� Limited penetration of hospital based heart failure chronic disease management programs  

� General Practice at the centre of Australian government reform to manage chronic disease 

� Limited capacity of GPs to meet the growing chronic disease burden  

� Potential of  practice nurses to support chronic disease management, contributing to ongoing assessment and supporting patients to self-care  

� Limited integration between hospital based heart failure chronic disease management programs and primary care  

NEXT STEP: partner with General Practitioners and Practice Nurses to develop a Primary Care based heart failure management program 

3. DEVELOPMENT OF PRIMARY CARE BASED HEART FAILURE CHRONIC DISEASE MANAGEMENT MODEL  

Resource and Support Mechanisms 

� Clinical Assessment tool: refined patient HF assessment form, easily embedded in the electronic clinical management system of the General Practice  

� Self-care support resources for heart failure chronic disease management - endorsed by consumer advisory group  

� Clinical training: General Practitioner and Practice Nurse training: refined written resources & face-to-face training 

� Clinical support: Telephone contact with hospital based HF specialist clinical nurse consultant (CNC) and access to cardiologist 

� Clinical Networking: ongoing telephone contact and networking with a broad range of clinical nurse consultants, through provision of CNC contact lists in 

hard copy and on website of Central and Eastern Sydney Primary Health Network. Clinical resource for General Practice Staff – building relationships, 

sharing resources and professional development events 

� Business model: identification of funding opportunities through MBS items – Practice Nurse contribution to chronic disease management plan  

� Model is sustainable and transferable   

NEXT STEP: expand model to include other chronic disease conditions to support the development of the practice nurse role in chronic disease management  

 

2. PARTNERSHIP WITH GENERAL PRACTICE CLINICIANS TO DEVELOP A PRIMARY CARE HEART FAILURE CHRONIC DISEASE MANAGEMENT PROGRAM 

Understanding General Practice 

� Staffing - varying workforce, experience and confidence in heart failure management 

� Workflow - non-paper based with use of electronic clinical management systems (Medical Director, Best Practice, Zedmed). If patient attends for an unrelated 

complaint not able to add on heart failure assessment or self-care support. Would have to make another specific appointment. Lower than expected number of 

patients recently discharged from hospital, volume of patients discharged is diluted by large number of General Practices. Difficulty in identifying patients with 

heart failure due to inconsistent disease coding by General Practitioners within same practice i.e. CHF, HF, LVF, pulmonary oedema 

� Business model - high volume models, need to generate income, need to build on management plan MBS item 721 (time consuming but practice nurse can 

contribute), nurse assessment as part of management plan MBS Item 10997 - monitoring and support for a person with chronic disease 

� Access to resources - limited access to appropriate resources to support heart failure patient self-care  

� Networking opportunities - Practice nurses are often professionally isolated, have a wide range of roles, interested in participating in chronic disease 

management, little or no contact with hospital based colleagues, not aware of any contact details should they need to discuss a patient recently discharged 

NEXT STEP: Develop model of care based on these findings, including being efficient, supportive and able to be used within existing practice workflow 

 

Figure 1.    Project Flowchart 
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Project Project Project Project Structure and MechanismsStructure and MechanismsStructure and MechanismsStructure and Mechanisms    

Partnership between a Local Health District, Partnership between a Local Health District, Partnership between a Local Health District, Partnership between a Local Health District, Central and Eastern Sydney Central and Eastern Sydney Central and Eastern Sydney Central and Eastern Sydney PHNPHNPHNPHN    and Novartis Australia and Novartis Australia and Novartis Australia and Novartis Australia     

The Heart Failure Integrated Care Project (HFICP) was initiated in May 2015 with a Memorandum of 

Understanding agreed between Novartis Australia Pty Ltd and South Eastern Sydney Local Health District 

(SESLHD) to conduct a project to strengthen the connection between the St George Hospital Heart Support 

Service and local General Practices. The main focus of the project was to support the management of HF in the 

primary care setting. In May 2016, Central and Eastern Sydney PHN (CESPHN) was engaged to provide connection 

with General Practices and administrative support for the HFICP. CESPHN is one of 31 Commonwealth funded 

Primary Health Networks across Australia. The HFICP was conducted from June 2016 to June 2017. 

    

GovernanceGovernanceGovernanceGovernance    

The HFICP was guided by a Steering Committee that included senior managers from three organisations. This 

enabled rapid management of arising issues and ability to have a sustained impact, in particular the allocation of 

senior clinical LHD staff to the project.  Membership of the Steering Committee included: 

• Sheila Moloney, RN, Practice Nurse, General Practice in St George region of Sydney 

• Glenn Paull, Clinical Nurse Consultant, Cardiology, SESLHD 

• Dr Victar Hsieh, Cardiologist, SESLHD  

• Janet Bell, A/Service Line Manager Medicine 1, 2 & Cancer, SESLHD 

• Christine Day, Nurse Manager Medicine, SESLHD  

• Thomas Chapman, Acting Integrated Care Manager, SESLHD 

• Paul Holdsworth, Consumer Representative SESLHD 

• Jane Fisher, Integrated Care Manager, CESPHN 

• Barbara Hawkshaw, Project Officer, CESPHN 

• Martin Haigh / Geoffrey Chin, Novartis Australia  

 

Other staff contributing to project:  

• Janet Newton, Nurse Practitioner, Cardiology, SESLHD – inception to December 2017 

• Michael Russo, Project Officer, CESPHN – inception to August 2016 

• Amanda McInnes, Community & Residential Aged Care Program Officer, CESPHN – inception to January 2017 

• Linda Soars, Integrated Care Manager, SESLHD – inception to February 2017 

• Brendan Goodger, Manager, Population Health, Chronic Disease Management and Prevention, CESPHN 

 

Terms of Reference for the HFICP Steering Committee were established and Steering Committee meetings held 

monthly. The Working Group consisted of the project officer, CESPHN manager or aged care program officer, a 

SESLHD nurse practitioner/clinical nurse consultant, and a cardiologist.  
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Project Staffing and ResourcesProject Staffing and ResourcesProject Staffing and ResourcesProject Staffing and Resources    

Staff were employed from May 2016 (1 x 3 day/week Nurse Practitioner, SESLHD) and a Project Officer (1 x 3 

day/week, CESPHN) from May 2016. There was a staffing change in September 2016 for the CESPHN project 

officer and in December 2016 for the SESLHD clinician (Clinical Nurse Consultant). The Clinical Nurse Consultant 

was located in the Cardiology Department, St George Hospital, Gray St Kogarah and the CESPHN Project Officer at 

the CESPHN office, Level 3, 15 Kensington St, Kogarah. Funds for the project were managed by SESLHD and 

CESPHN. 

    

Description of projectDescription of projectDescription of projectDescription of project    

An Integrated Care Model for management of HF was developed involving General Practice clinicians and 

hospital-based cardiology clinicians (inpatient and outreach / home based chronic care management programs) in 

South Eastern Sydney. Participating General Practice staff included General Practitioners, Practice (Primary Health 

Care) Nurses and Practice Managers.  

 

Components of the HFICP model (Figure 2.): 

• Patient self-care support resources: concise, consumer-friendly patient self-care resources with content that 

is consistent across the two clinical settings 

• Clinical Assessment tool: patient HF assessment form, able to be embedded in the electronic clinical 

management system of the General Practice 

• Clinical training: General Practitioner and Practice Nurse training; written resources & face-to-face training 

• Clinical support: Telephone contact with hospital based HF specialist clinical nurse consultant (CNC) 

• Clinical Networking: ongoing telephone contact and opportunity to network with broad range of clinical 

nurse consultants, through provision of CNC contact lists in hard copy and on website of Central and Eastern 

Sydney PHN.  

Heart Failure 

integrated care 

program components

clinical 

assessment 

tool

patient 

self-care 

support 

resources

clinical 

networking

clinical 

support

clinical 

training

Figure 2.  Components of HFICP 
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Methodology Methodology Methodology Methodology & & & & ImplementationImplementationImplementationImplementation    

RecruitmentRecruitmentRecruitmentRecruitment    

General Practices were recruited to the project via: 

• Direct approach at GP or PN Continuous Professional Development (CPD) events/forums 

• Direct approach by CESPHN Practice Support team at practice visits 

• CESPHN Weekly Updates & newsletters 

 

EligibilityEligibilityEligibilityEligibility    criteriacriteriacriteriacriteria:::: located in the SESLHD i.e. in the St George or Sutherland regions; employ at least one PN; use 

an electronic clinical management system. 

    

DeDeDeDescriptionscriptionscriptionscription    of participating General Practicesof participating General Practicesof participating General Practicesof participating General Practices    

Six General Practices agreed to participate in the project. Each practice had a lead contact person, usually a 

Practice Nurse and occasionally a Practice Manager. The lead Practice Nurse passed on information to other 

Practice Nurses and the GPs. Some practices had a lead GP who was involved in activities that embedded 

activities in the practice workflow. Some practices did not have a lead GP and the project relied on the lead 

Practice Nurse to engage the GPs. 

The six General Practices were a combination of small practices and large corporate centres with co-located 

pharmacy and other allied health services. Several practices had additional General Practitioners registrars. The 

Practice characteristics are shown in Table 1. (CESPHN Chilli DB - 2017). 

 

Table 1.  Practice Characteristics 

General Practice 
Practice Characteristics 

# non-registrar GPs # PNs 

Practice 1 12 7 

Practice 2 7 4 

Practice 3 6 3 

Practice 4 6 2 

Practice 5 2 2 

Practice 6 3 1 

    

Electronic Clinical Management Electronic Clinical Management Electronic Clinical Management Electronic Clinical Management SystemsSystemsSystemsSystems    

Electronic clinical management systems used by the six General Practices included: Best Practice; Medical Director 

and Zed Med. These clinical management systems were utilised to a varying degree by General Practice staff with 

key functions being: patient notes; test results; appointments; and billing.  
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Overview of Overview of Overview of Overview of implementation implementation implementation implementation strategiesstrategiesstrategiesstrategies         

Process of informing the dProcess of informing the dProcess of informing the dProcess of informing the development of resourcesevelopment of resourcesevelopment of resourcesevelopment of resources    and program structureand program structureand program structureand program structure    

General Practice resource development was initially focused on providing a comprehensive training program for 

heart failure management supported by detailed national guideline based information [3]. Although clinically 

thorough and incorporating high level detail, this approach was soon identified as being off-putting to Practice 

Nurses due to the volume of information presented. Practice Nurses did not feel that heart failure was a high 

clinical priority nor that that they had to become experts in heart failure management, rather they required a 

more streamlined approach. In response, an abridged version was developed, outlining key aspects of heart 

failure diagnosis and management. This condensed version was well received by Practice Nurses. 

Observation point: Practice Nurses do not want to be overwhelmed with detail 

A further observation which was made early in the project timeline was that far from the tsunami of patients 

presenting to hospitals with heart failure, participating General Practices could only identify relatively modest 

numbers of patients with a diagnosis of heart failure attending their practice. This assessment was formed on the 

basis of both anecdotal recall and a search of relevant electronic patient management systems. Although the 

small numbers of heart failure patients identified may partially be attributed to inconsistent coding between 

General Practitioners, the results were still unexpectedly low.   

Observation point: a perceived hospital crisis is not necessarily a crisis for Primary Care 

These observations prompted the project team to reflect on some of the key assumptions that influenced the 

initial project approach. In order to gain a greater understanding of hospital to General Practice discharge 

patterns, it was decided to conduct a review of patients discharged from St.George hospital with a diagnosis of 

heart failure (DRG F62A and F62B). This review was undertaken using discharge data from a 28 month period 

between January 2014 and May 2016. 

 

Review of hospital discharges Review of hospital discharges Review of hospital discharges Review of hospital discharges     

The St.George Hospital performance unit assisted with data extraction. Data were analysed using descriptive 

statistics through IBM SPSS statistical software package version 22. 

During the period between January 2014 and May 2016 there were 1200 discharges (attributed to 803 individual 

patients) from St.George Hospital with a primary or secondary diagnosis of heart failure (DRG F62A & F62B). 

These patients were discharged to a total of to 328 General Practitioners from 229 General Practices (Table 2. & 

Graph 1.) 

Table 2.  Number of patients discharged per General Practitioner 

 

 

 

 

Number of patients discharged per General Practitioner over 28 months 

Median 1.0 

Range 14.0 

Minimum 

 

1.0 

Maximum 15.0 
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Graph 1.  Number of individual patients discharged to individual General Practitioner (n=328) 

 

 

The mean number of patients discharged from St.George Hospital to each General Practitioner over a 28 month 

period was 2.2 with a minimum of 1 and maximum of 15. These relatively low numbers were further reflected in 

total activity for a group General Practice, with a median of 3.35 patients being discharge to a practice from 

St.George Hospital over a 28 month period with a minimum of 1 and maximum of 45 (Table 3. & Graph 2.). 

 

Table 3. Number of patients discharged to a General Practice over 28 months 

Patients per General Practice over 28 months 

Median 2.00 

Range 44 

Minimum 1 

Maximum 45 
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Graph 2.  Patients per discharge per Group General Practice (n=229) 

 

 

    

 

SummarySummarySummarySummary    of findings of findings of findings of findings fromfromfromfrom    review of hospital dischargesreview of hospital dischargesreview of hospital dischargesreview of hospital discharges    

The overwhelming majority of General Practitioners and General Practices received a lower than expected 

number of patients discharged from hospital with a diagnosis of heart failure. This can be seen as a dilutional 

effect resulting from the large number of General Practitioners in the St.George area. 

In addition, General Practice staff also reported inconsistent coding of a heart failure diagnosis in electronic 

patient management systems by General Practitioners  (e.g. heart failure, CCF, congestive cardiac failure, APO, 

LVF) making it difficult to search and identify patients with heart failure. 

This information highlighted limitations in the project team’s understanding of General Practice.   
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Understanding the needs of General PracticeUnderstanding the needs of General PracticeUnderstanding the needs of General PracticeUnderstanding the needs of General Practice    

From the review of hospital discharges it became evident that the design of a heart failure model of care must 

first have an appreciation of the busy General Practice environment and the requirement for competence in the 

assessment and management of a wide range of clinical presentations. The hospital and CESPHN based project 

team members recognised their own limited understanding and experience of working in the General Practice 

environment.  

In order to gain greater insight into General Practice and develop appropriate resources, the following areas were 

explored and findings summarised: clinical workforce; workflow; business model; access to resources; networking 

opportunities (Figure 3).  

 

Figure 3.  Understanding General Practice 

 

 
 

 

Clinical Clinical Clinical Clinical WorkforceWorkforceWorkforceWorkforce    

There was a great variation in General Practice workforce and structure as captured in participating practice 

characteristics table (Table 1.). There was also variation in the number of General Practices that employed 

Practice Nurses. Relationships between GPs and PNs also varied with some having a closer working relationship 

and greater care collaboration than others. Younger GPs appeared more likely to utilise PNs for a wider range of 

clinical support. GP Management Plans (MBS item 721) – involved Practice Nurses contributing to GP 

Management Plans in some practices but in others the GP was not aware that a Practice Nurse could contribute. 
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WorkflowWorkflowWorkflowWorkflow    

Practices were all described as busy with some high volume sites having short 10 minute appointment times to 

address single health issues only. Any additional health problems raised during the consultation required another 

appointment. There was variation in the number of Practices that conduct GP Management Plans (MBS item 721). 

There was also variation in how General Practices use their Practice Nurse workforce for clinical care and 

administrative roles. Among participating General Practices, there were very few examples of Practice Nurses 

routinely engaging in structured chronic disease management. The most frequent tasks performed by Practice 

Nurses included immunisations, vaccinations, and dressings. 

    

Business modelBusiness modelBusiness modelBusiness model    

General Practices operate as small businesses and attention to associated business models to support income 

generation is essential for General Practice engagement. There was limited use of opportunities for the Practice 

Nurse to directly contribute to income generation through Practice Nurse MBS item numbers or contributing to 

GP Management Plans. Practice Nurses have the ability to contribute to income generation as outlined below: 

• MBS item 10997 Monitoring and support for a person with chronic disease 

• MBS item 721  GP management plan for a chronic or terminal medical condition 

Under Item 10997, a Practice Nurse provides monitoring and support service to a person with a chronic disease 

care plan between the more structured reviews of the care plan by the patient’s usual GP. This can include: 

checks on clinical progress; monitoring medication compliance; self-management advice; collection of 

information to support GP reviews of Care Plans. 

 

Services are available to patients with a GP Management Plan, Team Care Arrangements or Multidisciplinary Care 

Plan in place (MBS items 721, 723, 729, 731, 732) and claimable for up to five services per patient in a calendar 

year.  

 

Ideally, the chronic disease management plan would be informed by a comprehensive hospital discharge 

summary and transition plan sent to the patient’s General Practice following discharge. The plan of care would be 

shared and integrated between hospital and General Practice. GPs and PNs with appropriate infrastructure and 

collegial support are well placed to engage in chronic disease management working as an integrated team with 

hospital based counterparts. 

    

Access tAccess tAccess tAccess to resourceso resourceso resourceso resources    

Electronic management systems such as Best Practice and Medical Director have the capacity to document 

clinical assessments and track parameters (blood pressure, heart rate, weight) over time, allowing for patterns of 

deterioration to be monitored. However, these features were not routinely used. In addition, General Practices 

had limited access to written self-care support resources for heart failure such as basic information explaining 

heart failure, fluid and salt restrictions or a chart to record daily weight. 
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Networking opportunitiesNetworking opportunitiesNetworking opportunitiesNetworking opportunities    

Practice nurses described limited opportunities for professional networking and identified no contact with 

hospital based clinical nursing staff. Professional development opportunities were limited to industry promotions 

and CESPHN Practice Nurse professional development evenings.  The reaction to these limited opportunities was 

best captured with a practice nurse describing working as a nurse in General Practice as “out here in never-never 

land”. 

 

Development of Development of Development of Development of Resources Resources Resources Resources     

This review of General Practice enabled the project team to progress the development of a model of care that 

would most appropriately meet the needs of General Practice. The following chronic disease management clinical 

resources were developed: 

• Heart Failure clinical management information  

• Heart Failure Clinical Assessment 

• Patient self-care support resources 

• Additional support resources 

    

Heart Failure Heart Failure Heart Failure Heart Failure cccclinical management Information linical management Information linical management Information linical management Information     

The development of clinician heart failure education resources were refined and simplified in order to be 

proportionate to the perceived volume of patients with heart failure seen by General Practice clinicians. The 

original comprehensive clinical management guidelines were accompanied by a short executive summary or 

'what you need to know' type documents. These were particularly well received by practice nurses as an 

introductory overview of heart failure management incorporating heart failure aetiology, routine investigations, 

signs and symptoms, pharmacological and non-pharmacological management, a heart failure action plan and a 

flowchart for managing deterioration of HF symptoms consistent with evidence based guidelines[3]  (Appendix 9). 

 

Heart Failure Clinical Assessment Heart Failure Clinical Assessment Heart Failure Clinical Assessment Heart Failure Clinical Assessment     

A key feature of effective chronic disease management is conducting regular clinical assessments to allow early 

detection of clinical deterioration. As primary care providers, General Practice clinicians have the opportunity to 

conduct longitudinal clinical assessments but often lack formal heart failure assessment and clinical escalation 

processes. With an improved understanding of General Practice needs and workflow, a heart failure clinical 

assessment tool was developed with underlying principles of being simple, concise and reflecting current practice 

of inpatient and home based hospital services (appendix 8).  

Both the self-care support and clinical assessment resources were initially developed to be paper based but were 

changed to be compatible with existing General Practice electronic clinical management systems and workflow 
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PatiPatiPatiPatient ent ent ent selfselfselfself----carecarecarecare    support support support support resourcesresourcesresourcesresources    

Effective chronic disease management requires the ability of the patient to engage in recommended self-care 

behaviors in order to reduce symptoms and improve quality of life. Health professionals can support self-care 

through reinforcing recommendations and providing appropriate self-care support resources.  With evidence of 

limited self-care support resources available in General Practice, relevant resources were developed. The patient 

education handouts include: 

• Fluid Balance (1000ml, 1200ml, 1500ml) (Appendices 1-3) 

• HF Action Plan (Appendix 4) 

• HF Information (Appendix 5) 

• Eat less Salt (Appendix 6) 

• Daily Weight (Appendix 7) 

The documents were sourced, in part, from the St George Hospital Heart Support Service. All documents were 

reviewed by senior nursing and medical clinicians to ensure consistency with national and international best 

practice recommendations. The CESPHN Communication team undertook final design and formatting of the 

handouts. 

To ensure that patient education resources were easily understood by consumers and suitable for use in General 

Practice, these resources were reviewed by two Practice Nurses (employed in different General Practices in the St 

George region), a consumer representative from the HFICP Steering Committee and two reviewers of the St 

George Hospital Consumer Advisory Committee.  

 

Additional Additional Additional Additional Support Support Support Support resourcesresourcesresourcesresources    

Two other resources were created by members of the Steering Committee for use in the project: 

• Flowchart outlining the opportunities of using the documents in General Practice (Appendix 10) 

• Directions to upload documents onto Clinical Management System, such as Best Practice & Medical Director 

(Appendix 11&12) 

 

General Practice visitsGeneral Practice visitsGeneral Practice visitsGeneral Practice visits    to support impto support impto support impto support implementationlementationlementationlementation    of resourcesof resourcesof resourcesof resources    

Project support was provided through multiple site visits by the project Clinical Nurse Consultant (CNC) to 

participating General Practices to provide support, discuss project progress, identify barriers and help formulate 

solution options. Importantly, these site visits contributed to a greater understanding of General Practice clinical 

workflow and business models. The Project Officer also attending on several occasions. 

 

The HFICP model aimed to embed the clinical assessment and self-care support resources into electronic clinical 

management systems using familiar functionalities without impacting on existing practice workflow. The CESPHN 

eHealth officer provided invaluable expertise and support in incorporating these resources within General 

Practice electronic management systems. 

 

These clinical support resources were further supported by focused face to face heart failure professional 

development initiatives for both General Practitioners and Practice Nurses.
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Professional Development for General Practice cliniciansProfessional Development for General Practice cliniciansProfessional Development for General Practice cliniciansProfessional Development for General Practice clinicians    

Professional development opportunities for General Practice clinicians in the management heart failure included: 

1. General Practitioner Heart Failure Management training event 

2. Practice Nurses Heart Failure Management training event 

    

1.1.1.1. General PractitionerGeneral PractitionerGeneral PractitionerGeneral Practitioner::::    Heart Failure Heart Failure Heart Failure Heart Failure ManagementManagementManagementManagement    training training training training ----    August 2016August 2016August 2016August 2016    

This event was conducted by a cardiologist from St George Hospital. Approximately 15 GPs attended this training 

evening. 

The learning outcomes for participants were to: 

• Examine the pathophysiology of heart failure including neuro-hormonal systems. 

• Address the significant burden heart failure places on patients, caregivers and healthcare systems. 

• Review current approaches for the diagnosis and management of heart failure including updates from 

latest national and international guidelines. 

• Discuss trigger moments that occur in a patient with heart failure, which require intervention. 

• Discuss the optimal management of patients with heart failure to improve patient outcomes. 

• Provision of telephone contact with Clinical Nurse Consultant/Nurse Practitioner, and through this 

position, to the Cardiologist. 

• Inform of Novartis online HF training for GPs to commence in mid-June 2017. 

The CPD event was evaluated positively. 

 

2.2.2.2. Practice NursePractice NursePractice NursePractice Nurse: : : : HHHHeart Failure Management eart Failure Management eart Failure Management eart Failure Management trainingtrainingtrainingtraining    ----    October 2016October 2016October 2016October 2016    

The event was conducted by a Heart Failure Nurse Practitioner from St George Hospital at CESPHN - 29 Practice 

Nurses attended this training event. 

 

The key objectives of the training for participants were to: 

• Have a greater understanding of heart failure and its causes 

• Know the signs and symptoms of heart failure 

• Have a greater knowledge of pharmacological and non-pharmacological management of heart failure. 

 

The CPD event was evaluated positively: 

 

“I feel more confident to identify potential patients with heart failure, and provide a better patient education 

about medication and side effects” 

 

“Loved the case studies and the illustrations. Very interesting presentation and presenter very knowledgeable”    
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Clinician CollaborationClinician CollaborationClinician CollaborationClinician Collaboration: : : : Practice NursePractice NursePractice NursePractice Nurse    ----    Clinical Nurse Consultant Network Clinical Nurse Consultant Network Clinical Nurse Consultant Network Clinical Nurse Consultant Network     

In addition to written national guideline based resources and professional development evenings, a professional 

networking meeting was held between St.George Hospital and Sutherland Hospital Clinical Nurse Consultants  

and St.George and Sutherland region Practice Nurses (PN).   

The catalyst for this meeting came from participating PNs identifying the absence of a structured communication 

and consultancy process between PNs and hospital based CNCs, despite both groups caring for the same patient 

population.  

  Practice point: we are looking after the same people – we should know each other 

Although professional practice standards of CNCs, Nurse Practitioners and PNs mandate networking with other 

healthcare providers and integrating service delivery (Table 4.), in practice there were no such formal 

communication structures in place. Discussion with other PHNs revealed that none had knowledge of formal 

communication networks between hospital based clinical nurse consultants and Practice Nurses. 

 

Table 4   Professional Practice Standards – networking and integration with other health providers 

• Clinical Nurse Consultant 

Domain: Clinical Service and Consultancy:  The Clinical Nurse / Midwife Consultant provides expert clinical 

advice to patients, carers and other health care professionals within a defined specialty. The Clinical Nurse / 

Midwife Consultant develops, facilitates implementation and evaluates care management plans for patients with 

complex health needs [20] 

• Practice Nurse 

STANDARD 22 of National practice standards for nurses in general practice:  liaises effectively with relevant 

agencies and health professionals to facilitate access to services and continuity of care [21]. 

• Nurse Practitioner 

Standard 2. Plans Care and engages others: Collaborates with other health professionals to make and accept 

referrals as appropriate. Consults with and/or refers to other health services, disability services, aged-care 

providers and community agencies at any point in the care continuum[22]. 

 

Networking between health care providers is a recommendation of the 2016 NSW Clinical Service framework for 

chronic heart failure: Standard 7 – multidisciplinary and continuing care and rehabilitation for patients with CHF. 

In addition, building such relationships between the hospital and primary care clinicians is consistent with NSW 

Integrated Care Strategy i.e. better communication and connectivity between health care providers in primary 

care, community and hospital settings (http://www.health.nsw.gov.au/integratedcare/Pages/integrated-care-

strategy.aspx).  

The professional networking evening meeting took place on May 10th 2017 at CESPHN as part of their continuing 

professional development (CPD) Program for Practice Nurses. In response to requests, an invitation was extended 

to interested General Practitioners.  
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Attendance included 17 Practice Nurses, 2 General Practitioners and 11 Clinical Nurse Consultants from St.George 

Hospital and Sutherland Hospital. 

The meeting provided an overview of the CNC and PN positions in order to increase understanding of each 

other’s roles and to support appropriate referral and clinical collaboration opportunities. Further matters which 

were discussed included shared collective values and the strengths and weaknesses of current communication 

relating to transition of care between Hospital and General Practice.  

    

EvaluationEvaluationEvaluationEvaluation    

The networking activities of this event were evaluated extremely positively with plenty of discussion, questions 

and information sharing, best summarised by a comment by one of the attending practice nurses;  “the most 

useful networking event I have ever been to “.  

 

Graph 3. Evaluation of learning needs met and relevance to practice 

 

 

Suggestions for future communication and relationship building included: 

• CNC visits to Practices 

• Increasing awareness among CNC's of the Practice Nurse role 

• Share more education event information on websites and access to ongoing workshops 

• Notification of education sessions run by CNCs 

• Knowing who and where to phone to get information 

• Knowing that CNCs are approachable and helpful 

 

The role of the Practice Nurse in Australian Primary care is still in development with roles and responsibilities 

evolving [9, 10, 17, 18, 23, 24]. To date, General Practitioners have demonstrated limited understanding of the 

professional scope and value of nursing and the potential contribution to General Practice [25]. The formation of 

supportive and collegial relationships between hospital based Clinical Nurse Consultants and Primary care based 
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Practice Nurses will assist to lay a foundation for collaborative practice and a framework for care transition from 

hospital to primary care based services. Importantly, this networking evening recognised that to fully support the 

development of the Practice Nurse role networking initiatives should not be restricted to single disease 

conditions.  

To ensure accessibility to both resources and clinical support the following were developed by the CNCs from 

St.George and Sutherland hospitals: 

1. Directory of CNCs/Clinical Midwife Consultants (CMCs) at the St George Hospital and at The Sutherland 

Hospital for Practice Nurses who work in the St George and Sutherland areas 

2. Hosting on CESPHN website 

• St George and Sutherland Hospital Clinical Nurse Consultants/Clinical Midwifery Consultants list 

 

These can be located online:  https://www.cesphn.org.au/services-and-support/services-hospitals  
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EvaluationEvaluationEvaluationEvaluation    of the Heart Failure Integrated Care Projectof the Heart Failure Integrated Care Projectof the Heart Failure Integrated Care Projectof the Heart Failure Integrated Care Project    

Evaluation PEvaluation PEvaluation PEvaluation Processrocessrocessrocess    

A project evaluation plan was developed by the CESPHN Project Officer and the Program Logic (page 11) shows 

the aims, activities, and anticipated outcomes of the project. It was recognised that long term outcomes were 

unlikely to be achieved given the short duration of the project. The project evaluation had the following focus:  

• Level of engagement obtained from General Practice clinicians (GPs and PNs). 

• An understanding of the current level of General Practitioner and Practice Nurse knowledge and involvement 

in the management and monitoring of patients with heart failure.  

• The development of a primary care based heart failure chronic disease management model compatible with 

General Practice workflow and acceptability of this model to primary care clinicians. 

• The development of clinical resources to support the assessment of patients with heart failure in General 

Practice and resources to support self-care recommendations. 

• Level of communication and strength of relationships between hospital and General Practice clinicians both 

during project and extending beyond duration of the project. 

A decision was made not to proceed with evaluating the project from a patient perspective due to the longer than 

expected time taken to finalise a model of care that would be compatible with General Practice workflow. The 

steering committee anticipates that an evaluation of the patients experience will take place in the post project 

phase once embedded within hospital and General Practice systems of care.  

Members of the Steering Committee with cardiac expertise and knowledge of international cardiology evaluation 

literature (nurse practitioner/clinical nurse consultant/cardiologist) contributed to drafting of the evaluation 

tools. The Project Officer undertook the evaluation planning, data collection and analysis. The CNC and Practice 

Nurses were instrumental in distributing and encouraging return of evaluation tools. 

Process evaluationProcess evaluationProcess evaluationProcess evaluation    

Process evaluation used data collected through a log of contact with General Practice and attendance at events. 

Impact evaluationImpact evaluationImpact evaluationImpact evaluation        

Impact evaluation used data collected through the following methods: 

1. Pre-Project Survey of participating PNs and GPs  

2. Focus group for PNs & GPs of the involved General Practices 

3. Face -to-face and telephone discussion with PNs and GPs 

4. Written Stakeholder Reflection of members of the Steering Committee 

DataDataDataData    analysisanalysisanalysisanalysis    

Project logs and records were manually checked for pertinent details of project implementation. The pre-project 

surveys were analysed using simple descriptive statistics for the quantitative elements and using thematic 

techniques for the qualitative questions.  

EthEthEthEthics Approvalics Approvalics Approvalics Approval    

Ethics approval for a ‘Low and Negligible Risk’ project and evaluation was obtained from the SESLHD Ethics 

Research Committee - 17/014 (LNR/17/POWH/45).  
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Evaluation ResultsEvaluation ResultsEvaluation ResultsEvaluation Results    

1.1.1.1.     PrePrePrePre----Project Survey of participating PNs and GPs   Project Survey of participating PNs and GPs   Project Survey of participating PNs and GPs   Project Survey of participating PNs and GPs       

A Pre-Project Survey was completed by six GPs and five PNs to gain an understanding of current practice 

surrounding heart failure management and identify clinical focus areas. 

1a.1a.1a.1a.    PrePrePrePre----Project SurveyProject SurveyProject SurveyProject Survey    ----    Practice Nurse Practice Nurse Practice Nurse Practice Nurse     

The Practice Nurses involved in the Pre-Project Survey were all Registered Nurses with either 1-10 years or more 

than 21 years of experience as an RN. As a PN, most had 1-5 years of experience. 50% of the PNs were employed 

full time and 50% were employed part-time or casual.  

The PNs held a strong interest in developing their skills in HF management, including knowledge of signs and 

symptoms of HF and understanding of the treatment principles.  PNs felt their knowledge skills were most lacking 

in educating patients about their HF condition and understanding the medications prescribed for HF. 

PNs were keen to become more involved in chronic disease management with every PN in the survey indicating 

an interest in expanding their role. PNs identified numerous areas where heart failure management may be 

improved, including: improvement in coding to help identify heart failure patients; better education for patients; 

professional development to improve knowledge of heart failure management; assessment skills; and, 

information on referral pathways. 

The PNs current skill set included measuring weight, blood pressure and pulse of HF patients. The range of other 

HF-related current skills included:  

• Assess for specific HF symptoms e.g. increased breathlessness, fatigue, paroxysmal nocturnal dyspnea, 

orthopnoea 

• Perform ECG 

• Assess for peripheral oedema 

• Provide medication management / advice 

• Give HF self-management education 

 

Knowledge of HF was also tested. The PNs’ knowledge was excellent for identifying signs of a worsening HF 

condition that requires monitoring by a health professional. There were some deficits in PNs’ knowledge in the 

areas of gastro-intestinal system-related signs and medications. 
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1b.1b.1b.1b.    PrePrePrePre----project survey project survey project survey project survey ----    General Medical Practitioners General Medical Practitioners General Medical Practitioners General Medical Practitioners     

The majority of the General Medical Practitioners participating in the Pre-Project Survey had experience ranging 

from 11-20 years to more than 30 years. One GP had 1-10 years of experience. 

General Practitioners felt that they had role to play in the management of heart failure and were well placed to 

provide this care. Most felt confident in overall management of HF, diagnosing, staging, titrating medications and 

monitoring patients. However, some other GPs were more ambivalent about their role in performing HF tests, 

titrating medications, and initiating medication treatments.  

It was noted that not all patients with heart failure present to hospital and that hospitals were seen to want to 

‘hand the patient over’ to General Practice in the long term. It was also recognised that some General Practices 

may have insufficient specialised knowledge and self-care support processes to provide this care. Importantly, 

GPs recognised the potential for the Practice Nurse to contribute to HF management  

GPs were asked about who manages HF patients in their practice and percentages in each category of service 

provider. GPs referred 5% - 40% of HF patients to the Emergency Department (average 18%); 40% - 85% of HF 

patients to a cardiologist (average 60%), and GPs managed 10% - 50% of HF patients themselves (average 22%) 

(Figure 4.). The key symptoms for which a GP referred a HF patient to the Emergency Department were dyspnea, 

hypotension and new onset of HF. The key reasons why GPs referred HF patients to a cardiologist were suspected 

diagnosis of HF and for initiation of treatment after HF diagnosis. 

Participating General Practices currently require PNs to undertake the following HF related skills: perform 12 lead 

ECG, measure weight and measure BP, HR. 

    

 

 

    

    

    

    

        

18%
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22%

Emergency Department Cardiologist General Practitioner

Figure 4.  Heart Failure Management in General Practice 
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2.2.2.2.     Focus group for PNs & GPs of the involved General PracticesFocus group for PNs & GPs of the involved General PracticesFocus group for PNs & GPs of the involved General PracticesFocus group for PNs & GPs of the involved General Practices    

A focus group of four PNs and two GPs was conducted an independent facilitator on 17th May 2017. It was felt 

that a combined multidisciplinary group of health practitioners would allow a broader exploration of issues arising 

during the project. Participants were offered a payment of $120 for one hour’s involvement to compensate for 

their time.  

The questions addressed by the Focus Group included: 

1. Change in confidence or consistency in approach to management of HF patients 

2. Use of resources 

3. Changes in workflow in relation to HF patient management 

4. Change in feelings of support between General Practice and Hospital 

5. Capacity to broaden this model of Integrated Care to other chronic diseases 

6. ‘Blue-sky’ future of seamless management of HF between hospital and General Practice  

 

Audio recording of the Focus Group was transcribed and analysed. Notes of the Focus Group dialogue were also 

included in the analysis. The audio recordings were transcribed and checked with the scribed notes. A thematic 

content analysis was performed with four main themes emerging from the data. These four themes were: 

• Experience  

• Process 

• Impact 

• Learning 

(*full report available on request) 

 

Experience 

The overall experience of participants towards the project was positive. This was underpinned by the perception 

that the project had provided useful resources and a clear pathway for the management of patients with heart 

failure. A further positive contributing factor was the establishment of a relationship with the hospital through 

the clinical nurse consultant with key attributes of the CNC being described as enthusiasm, knowledge and a 

welcoming attitude. 

 

Process 

The process used to establish the project was viewed favourably with the use of standardised tools across the 

hospital and General Practice providing consistency and continuity and being valued highly. Participants also 

acknowledged the importance of having a process where General Practice and hospital clinicians worked as a 

team. 

Participants identified the importance of a thorough and accurate discharge summary with accurate medication 

instructions. However, most current discharge summaries were described as inconsistent in quality. 

It was raised that practice staff have difficulty in identifying patients with heart failure through their electronic 

management systems and thought that standardised codes within their practice setting may help identify 

patients for targeted assessment, preventative measures and education. 
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Impact 

The participants commented that the heart failure project had increased their confidence in the management of 

heart failure and improved communication lines with the hospital had increased their confidence to seek 

consultancy. Participants acknowledged that these impacts may be dampened in future if CNC contact was not 

maintained on an ongoing basis. 

Participants valued the patient self-care support education material but felt the utility of these materials would 

be enhanced if they were available in other languages. 

 

Learning 

Participants stated that they had learnt many things about heart failure assessment and management. Of note, 

some of the Practice Nurses were now confident in educating their peers in heart failure. Much of this confidence 

was attributed to the hospital CNC who visited the Practices and provided education. The resources were 

considered useful but further education was still thought to be required.  It was felt that an online health 

information portal HealthPathway for heart failure would be very useful. The use of standardised education 

material provided Practice staff with confidence in supporting patients to self-care. 

Importantly, participants could see how this project could be expanded to include other chronic disease 

conditions such as chronic kidney disease, diabetes and chronic respiratory disease. 

 

The future 

A solution focused fishbone analysis (Figure 5) was developed from the focus group data. This analysis highlights 

what would need to be in place for an effective partnership between the hospital, General Practice and the 

patient in chronic disease continuity of care. Of particular importance are the methods and materials 

contribution.
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Figure 5.  Heart Failure Integrated Care Project - Solution focused fishbone 
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3. 3. 3. 3.     Face Face Face Face ----totototo----face and telephone discussion with PNs and GPsface and telephone discussion with PNs and GPsface and telephone discussion with PNs and GPsface and telephone discussion with PNs and GPs    

Field notes were taken during the course of the project to capture observations gained through face to face and 

telephone interaction with General Practitioners and Practice Nurses. Many of the key learnings of the project 

were from informal discussions and brainstorming of ideas. These ideas contributed to the project development 

and informed project priorities. 

� PNs would welcome a closer relationship with hospital based CNCs for professional support. It was a PN that 

asked about the availability of a contact list for Practice Nurses to be able to contact hospital based CNCs. 

� GPs would also like access to CNCs as they feel that a major stumbling block to communicating about a 

patient is knowing who to contact in the hospital. They also identified some inertia amongst GPs in contacting 

specialist services or clinicians. 

� GPs were not sure about the practicalities of implementing chronic disease management in General Practice - 

concerned about ability to create time in context of a busy workflow. 

� GP discussed how they might put forward a cost effective proposal to their Practice Manager: chronic disease 

patients need a care plan (good reimbursement) and regular reviews (moderate reimbursement) and this 

could offset the cost of employing a PN to contribute to chronic disease management. This would be in 

addition to the $12 PN payment received for chronic disease management (MBS item 10997). 

� GPs do not always understand potential scope of practice of PN and unsure of opportunities to expand role.  

� Some GPs were not aware that PNs can contribute to a care plan while others routinely used practice nurses to 

make significant contributions to a care plan. 

� GP suggestion - after initial post discharge assessment, patient could have regular pre-booked monitoring 

appointment (in X weeks time) – having care plan allows 6 follow-up visits for monitoring. 

� GPs receptive to the idea of a CNC supervised chronic disease management clinic every 3 months – providing 

an opportunity to develop skills of PNs. 

It was clear that there were significant differences in business models and the way that General Practices 

functioned both in General Practitioner workflow and utilisation of the Practice Nurse role. Such insights support 

an argument for presenting General Practice with a package of heart failure chronic disease management clinical 

content as well as a framework for delivery, incorporating concepts of workforce, workflow and reimbursement 

(Figure 6). 

 

Figure 6.  Components of Primary Care based HF CDM 
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4. 4. 4. 4.     Stakeholder Reflection Stakeholder Reflection Stakeholder Reflection Stakeholder Reflection             

Members of the Steering Committee provided written comments in response to questions addressing:  

 

Project aims; strengths & weaknesses; working structure, communication; change in knowledge of General 

Practice & opportunities to develop future partnerships; challenges; risks for future roll out; influence on existing 

models of care and opportunities for future change. 

 

Summary of key themes identified: 

• Greater understanding of General Practice 

• Connection between primary health care and hospital-based services – alignment for integrated care 

• Successful establishment of a partnership model 

• Opportunities for future change in the way patients with heart failure are managed in the hospital and 

primary health settings 

 

Strengths of Project  

Positive relationships were formed between project collaborators, SESLHD, CESPHN and Novartis as well as with 

clinicians of the participating General Practices. All respondents felt that the Heart Failure Integrated Care project 

had been successful in achieving its aims, with the development of the resource package and its availability to 

General Practitioners and Practice Nurses seen as particularly useful. The project evolved with increased 

understanding of the priorities, challenges, and workflow of General Practice. The knowledge gained about 

General Practice workflow, activity and capacity was thought to be beneficial, particularly in relation to exploring 

the capacity of GPs and PNs to look after patients with heart failure and the development of a model of care to 

support this.  

 

Weaknesses of Project 

The recruitment of practices was slower than expected resulting in a limited number of participating Practices. In 

addition, the project was rolled out over a period of high clinical activity and with some turnover of project staff. 

It is acknowledged that the success of integration is unclear due to the limited number of General Practices 

involved and the restricted timeframe of the study.  

Despite numerous attempts to recruit, the absence of a GP on the steering committee was disappointing. The 

early start time (7.30) of the steering committee meetings and required travel made it difficult for GPs to fit the 

committee meetings in with their clinical responsibilities.  Of those practices that were recruited there was some 

difficulty in engaging all of the practice staff with a tendency to have local champions to progress the project. It 

also took some period of time to establish trust and understanding between hospital and CESPHN staff as there 

was initial uncertainty of what each could bring to the project, perhaps reflecting some of the challenges of 

collaborating across service frontiers. There were some staffing limitations within existing hospital based services 

with key positions unfilled during planned leave compromising some of the hospital based project structure. 

Identifying patients with heart failure attending General Practices proved more difficult than anticipated. As 

previously identified, there were a limited number of patients discharged from hospital to participating practices 

during the implementation phase of the project.    
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Project Project Project Project Impact and OutcomesImpact and OutcomesImpact and OutcomesImpact and Outcomes    
 

The aims of the HFICP have been achieved: 

1. A primary care based chronic disease management model for heart failure has been developed in 

collaboration with General Practitioners and Practice Nurses. 

2. General Practitioner & Practice Nurse knowledge and confidence in HF management has been enhanced. 

3. It has been demonstrated that Practice Nurses have the interest, knowledge and capacity to add value to 

chronic disease management in General Practice by monitoring and providing self-care support. 

4. Communication and networking has been improved between primary health and hospital based clinicians. 

    

Impact of Heart Failure Integrated Care Impact of Heart Failure Integrated Care Impact of Heart Failure Integrated Care Impact of Heart Failure Integrated Care ModelModelModelModel    ----    GENERAL PRACTICEGENERAL PRACTICEGENERAL PRACTICEGENERAL PRACTICE    

    

Opportunities for HF chronic disease managementOpportunities for HF chronic disease managementOpportunities for HF chronic disease managementOpportunities for HF chronic disease management    in General Practicein General Practicein General Practicein General Practice    

The HFICP model identifies four opportunities to intervene in the management of a patient with HF: 

• Newly diagnosed HF in General Practice 

• Discharge from hospital with HF 

• Discharge from hospital based HF Chronic Disease Management (CDM) program 

• Regular monitoring and support of patients with known HF 

 

Each of these occasions is an opportunity to provide education, assessment and monitoring of the patients’ 

condition and to support self-care. The inclusion of these patients would increase the number of patients in 

General Practice that could potentially benefit from a primary care based chronic disease management (Figure 7). 
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Figure 7.  Opportunities for Heart Failure Chronic Disease Management in General Practice 
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Understanding discharge patterns from hospital to General Practitioner may assist in identifying those General 
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hospital electronic management systems.  
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Impact of Heart Failure Impact of Heart Failure Impact of Heart Failure Impact of Heart Failure Integrated Care ModIntegrated Care ModIntegrated Care ModIntegrated Care Model el el el ----    HOSPITALHOSPITALHOSPITALHOSPITAL    

The heart failure integrated care project has successfully developed a heart failure chronic disease management 

model to support the transition of patients from hospital to primary care. Further, the HFICP provides the 

opportunity to overcome service fragmentation and to develop improved communication, supportive 

relationships, and an ongoing network between hospital and General Practice clinicians to create a sustainable 

and transferable model for care integration.  

 

Clinical care in heart failure is predominantly carried out in three main service delivery settings: 

1. Hospital based in-patient care 

2. Hospital based post discharge HF chronic disease management (outpatient cardiac rehabilitation, clinic 

based care and nurse led home based care) 

3. Primary care – General Practice clinicians (GPs and PNs) 

 

Nurse led hospital based heart failure chronic disease management programs were first demonstrated to reduce 

readmission and improve survival over twenty years ago by Rich et al. in the US and in the Australian context by 

Stewart in 1999 [26] [27]. Since this time such programs have flourished throughout Australia with access to a 

post discharge heart failure management program now a Grade A recommendation in national heart failure 

management guidelines [3, 15].  However, less progress has been made on a more recent recommendation by 

the National Heart Foundation that we should challenge current processes and structures, exchange information 

across clinical networks, and foster awareness, communication and partnerships across service delivery 

boundaries [15].  

 

It would seem logical that the experience, expertise, learnings and developed resources gained by established 

hospital based heart failure disease management programs be shared across service delivery boundaries i.e. with 

primary care clinicians. This would ensure effective communication processes and consistent self-care support 

resources are featured throughout care settings and across the patient health care journey.  

 

The heart failure integrated care model accommodates the patient journey extending across service delivery 

boundaries and provides a common heart failure integrated care model, consistent messages, information and 

resources throughout hospital based inpatient care, outpatient and home based care and the transition to 

primary care based General Practice. Importantly, this model commits to sharing resources and the development 

of communication networks between hospital and primary care based clinicians – supporting clinical confidence 

and creating opportunities for ongoing clinical collaboration throughout a patient’s illness trajectory. There is 

acknowledgement that that both hospital and primary care based clinicians contribute to the patient 

management and that free flowing communication is required to achieve the best outcomes (Figure 8). 
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Figure 8. Heart Failure Integrated Care Model 

admission to hospital with heart failure  

 

1. INPATIENT CARE  case management and discharge planning 

+ 

2. POST HOSPITAL CARE       post discharge HF Chronic Disease management 

 (Cardiac rehabilitation / HF Clinic / Home visits) 

+ 

3. PRIMARY CARE   HF Chronic Disease Management  

       (General Practitioner / Practice Nurse)  

     =  CARE INTEGRATION 

 

 

With inpatient care and post hospital care models already established, the HFICP focused on sharing experience, 

expertise and resources to develop a primary care based heart failure chronic disease management model, 

effectively extending the model of care across service delivery frontiers (Figure 9).  
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Figure 9   Primary Care based chronic disease management 



 

39 

 

ConclusionConclusionConclusionConclusion        

The HFICP was a collaborative project between South Eastern Sydney Local Health District, Central and Eastern 

Sydney PHN and Novartis Australia. This partnership of two public health utilities spanning Primary, Secondary 

and Tertiary healthcare and a private pharmaceutical company is an innovative model to explore a shared interest 

in strengthening relationships and improving the transition of care between hospital and General Practice 

clinicians. Novartis representatives were supportive and flexible as the model of care evolved in response to 

project learnings.  

 

Hospital based members of the HFICP team gained a greater understanding of the challenges of General Practice 

with issues such as rapid workflow, opportunities for remuneration and the range of clinical conditions creating a 

complexity of service provision not  experienced in a specialty based hospital setting. The introduction of changes 

for improved HF management into this complex environment required succinct resources and processes that take 

into account challenges experienced in the General Practice setting.  

 

The HFICP has provided a considered suite of resources to support heart failure management with key 

opportunities identified for their use in General Practice. These resources are available on the Central and Eastern 

Sydney PHN website for sustainable access. In addition, General Practice clinicians have received clinical support 

to improve their knowledge and confidence in the management of heart failure through professional 

development events and written resources.  

 

The project identified the interest and capacity of Practice Nurses to play a greater role in chronic disease 

management. Through professional development, education and training, Practice Nurses can assume a more 

active role in cardiovascular disease management and seize an opportunity to advance their role in Australian 

General Practice. 

 

There is an improved understanding of the capacity of General Practice to manage a broader range of chronic 

diseases using the Integrated Care Model developed in the HFICP. The model identified that the different 

frontiers of service delivery (inpatient case management, hospital based chronic disease management programs 

and primary care based chronic disease management programs) have a shared need for improved 

communication, assessment and self-care support resources to support patients in managing chronic disease.  

Collaboration between clinicians and the sharing of resources standardises the approach to what is clearly a 

shared patient care experience, creating efficiencies and ongoing opportunities for networking and collaboration.  

 

Finally, the HFICP has made progress in strengthening the connections between Practice Nurses and hospital-

based Clinical Nurse Consultants. The promotion of the CNC consultancy role to Practice Nurses, as well as the 

opportunities available to CNCs through collaborating with Practice Nurses, has significant potential to strengthen 

professional links that will nurture future models of care integration and improve patient outcomes. 
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RRRRecommendationsecommendationsecommendationsecommendations    
 

1.1.1.1. Implement Implement Implement Implement the Heart Failure Integrated Care the Heart Failure Integrated Care the Heart Failure Integrated Care the Heart Failure Integrated Care model within St.George hospital heart failure model within St.George hospital heart failure model within St.George hospital heart failure model within St.George hospital heart failure 

servicesservicesservicesservices    

Establish heart failure integrated care model as part of a care transition suite of resources offered to General 

Practices for patients discharged from hospital or transitioned from outpatient and home based chronic care 

services (Figure 10.). 

 

1.1 Discharge from hospital to General Practice  

Inpatient management to include: 

• Provision of evidence based in-patient management  

• Written self-care support information for patient and carers  

• Verification of General Practitioner and availability of Practice Nurse support 

• Structured discharge summary to include clear transition plan and contact details of Clinical Nurse 

Consultant who is available to assist with navigating and responding to immediate queries regarding 

discharge summary and the proposed post discharge management plan  

• Transition plan to include planned follow-up with cardiac rehabilitation or home based services 

• Link to Heart Failure chronic disease management assessment and self-care support resources through 

CESPHN website 

 

1.2 Transition from outpatient and home based chronic care services to General Practice  

• Clear communication to General Practice on entry to and discharge from services 

• Community based services actively seek to engage General Practices with shared patient care to offer 

ongoing heart failure management support to General Practitioners and Practice Nurses  

• Promote and support Heart Failure chronic disease management assessment and self-care support 

resources through CESPHN website 

 

1.3 Primary Care HF CDM model and resources offered to General Practices 

• Link to resources on discharge summary with contact details for hospital based Heart Failure CNC / Nurse 

Practitioner i.e. *please find heart failure support resources at http://cesphn.org.au/chronic-disease-

management/cardiovascular/resources-and-links 

 

• Resources offered to General Practice by Cardiac Rehabilitation and Heart Support Service as part of 

transition of care following discharge from service 
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Figure 10.    Opportunities to engage General Practice with HFICP 

 

 

 

2.2.2.2. Building capacity Building capacity Building capacity Building capacity inininin    primary health careprimary health careprimary health careprimary health care    

• Work with General Practice to identify HF patients who have not presented to hospital and assist in 

reducing coding variability  

• Work with interested General Practices to establish nurse-led chronic disease management clinics 

supported by hospital based clinical nurse consultants 

• Develop efficiencies and synergies for the patient journey between inpatient care, hospital based 

outreach services and General Practice 

    

3.3.3.3. SustainabilitySustainabilitySustainabilitySustainability    

Incorporating Primary Care HF CDM model and resources into sustainable infrastructure 

• Incorporate the HF patient self-care resources into HealthPathways 

• Incorporate the Clinical Nurse Consultant/Clinical Midwifery Consultants list into Health Pathways for 

SESLHD 

• Enable CESPHN to play an ongoing role in facilitating connections between CNCs/CMCs and PNs through 

provision of events for networking, education, collaborative project planning etc. 
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Future DirectionFuture DirectionFuture DirectionFuture Direction    

Transferability Transferability Transferability Transferability ----    expansion to other chronic disease conditionsexpansion to other chronic disease conditionsexpansion to other chronic disease conditionsexpansion to other chronic disease conditions    

General Practice is at the centre of Australian Government reform to manage chronic disease. Importantly, the 

HFICP model of care is readily transferable to other chronic disease conditions such as respiratory disease 

(Chronic Obstructive Pulmonary Disease) chronic kidney disease and chronic endocrine disorders (diabetes) that 

do not have an existing program of care integration between hospital and primary health care (Figure 11.). 

Indeed, the addition of other chronic diseases only strengthens the model’s utility and usefulness to General 

Practice clinicians and creates opportunities for collaboration among specialty based hospital services. 

 

To progress this initiative at St.George Hospital, an Integrated Care-Chronic Disease Group has been established 

with a view to developing a primary care based chronic disease model. Current group participants include Clinical 

Nurse Consultants from cardiology, diabetes, renal, respiratory, liver disease and wound care.  Associate 

Professor Ivor Katz, Nephrologist, provides the medical lead and Sharon Fitzgerald representing HealthPathways 

Sydney provides advice on future transitioning of the model to the HealthPathways Sydney platform. 

    

     Figure 11. Expanding from heart failure to other chronic diseases 
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External Reporting and dissemination External Reporting and dissemination External Reporting and dissemination External Reporting and dissemination of learningof learningof learningof learning    
 

Publications 

• Heart Failure Integrated Care Project Report (August 2017) 

 

Aims for future publication 2017 – 2018   

Journal Targeted:  Australian Health Review 

1.  Heart Failure Chronic Disease Management in General Practice – integrating care between hospital and 

primary care 

2. "We should know each other": Primary Care Practice Nurses and hospital based Clinical Nurse Consultants –

integrating care in chronic disease management 

 

Conference Presentations  

• AUSTRALIAN PRIMARY HEALTH CARE NURSES ASSOCIATION NATIONAL CONFERENCE 2017  

 May 4th-6th 2017 Hobart, Tasmania.  

� Bridging the gap for heart failure: Primary Care and Hospital     Poster presentation 

� BRIDGING THE GAP: Heart Failure Integrated Care - a collaborative chronic disease management 

model in South Eastern Sydney (Appendix 13) Pre-conference PHN workshop oral presentation  

 

• HEART FAILURE CONGRESS 2017 - NOVARTIS AUSTRALIA   

 17-18 June 2017 Brisbane, Queensland  

 Heart Failure Integrated Care: a collaborative chronic disease management model in South Eastern 

 Sydney   Oral Presentation 

 

• THE HEALTH ROUNDTABLE 2017 - HEALTH ROUNDTABLE INNOVATION WORKSHOPS AND AWARDS 

  26-27 July 2017 Brisbane, Queensland.    

 OUR CRISIS IS NOT THEIR CRISIS: Heart Failure chronic disease management in hospitals and primary care. 

 Moderated Poster Presentation 

 

• CARDIAC SOCIETY OF AUSTRALIA & NEW ZEALAND ANNUAL SCIENTIFIC MEETING 2017   

 10-13 August 2017 Perth, Western Australia  

 Integrating Care:  Developing a Primary Care Chronic Heart Failure Disease Management Program - a 

 Tertiary Hospital / General Practice Partnership  Poster Presentation  (Appendix 14) 



 

44 

 

ReferencesReferencesReferencesReferences    
 

1. Jaarsma, T., et al., Components of heart failure management in home care; a literature review. Eur J 

Cardiovasc Nurs, 2013. 12(3): p. 230-41. 

2. Michalsen, A., G. Konig, and W. Thimme, Preventable causative factors leading to hospital admission with 

decompensated heart failure. Heart, 1998. 80(5): p. 437-441. 

3. National Heart Foundation of Australia and the Cardiac Society of Australia and New Zealand (Chronic 

Heart Failure Guidelines Expert Writing Panel), Guidelines for the prevention, detection and management 

of chronic heart failure in Australia. Updated October 2011. 2011. 

4. Health Stats NSW Government. 2016; Available from: http://www.healthstats.nsw.gov.au/. 

5. Clark RA and Driscoll A, Access and quality of heart failure management programmes in Australia. 

Australian Critical Care, 2009. 22: p. 111-1116. 

6. Halcomb, E., et al., Australian nurses in general practice based heart failure management: implications for 

innovative collaborative practice. Eur J Cardiovasc Nurs, 2004. 3(2): p. 135-47. 

7. Scott, I. and C. Jackson, Chronic heart failure management in Australia Time for general practice centred 

models of care? Australian Family Physician, 2013. 42: p. 343-346. 

8. Eley, D.S., et al., Outcomes and opportunities: a nurse-led model of chronic disease management in 

Australian general practice. Aust J Prim Health, 2013. 19(2): p. 150-8. 

9. Afzali, H.H.A., et al., Practice nurse involvement in general practice clinical care: policy and funding issues 

need resolution. Australian Health Review, 2014. 38(3): p. 301-305. 

10. Ehrlich, C., E. Kendall, and H. Muenchberger, Practice-based chronic condition care coordination: 

challenges and opportunities. Aust J Prim Health, 2011. 17(1): p. 72-8. 

11. Ehrlich, C., E. Kendall, and W. St John, How does care coordination provided by registered nurses "fit" 

within the organisational processes and professional relationships in the general practice context? 

Collegian, 2013. 20(3): p. 127-35. 

12. Alliance, A.M.L., General Prtcatice Nurse National Survey Report. 2012. 

13. Australian Government. The Practice Nurse Incentive Program. 2012  [cited 2017 27/08/2017]; Available 

from: http://www.health.gov.au/internet/main/publishing.nsf/content/pnip. 

14. Australian Government. Practice Nurse Incentive Program. 2017  [cited 2017 27/08/2017]; Available from: 

https://www.humanservices.gov.au/organisations/health-professionals/services/medicare/practice-

nurse-incentive-program. 

15. National Heart Foundation of Australia, A systematic approach to chronic heart failure care: a consensus 

statement. 2013, National Heart Foundatio of Australia: Melbourne. 

16. Albert, N.M., et al., Transitions of Care in Heart Failure: A Scientific Statement From the American Heart 

Association. Circulation: Heart Failure, 2015. 

17. Halcomb, E.J., et al., Nursing in Australian general practice: directions and perspectives. Aust Health Rev, 

2005. 29(2): p. 156-66. 



 

45 

 

18. Halcomb, E.J., P.M. Davidson, and E. Patterson, Promoting leadership and management in Australian 

general practice nursing: what will it take? J Nurs Manag, 2008. 16(7): p. 846-52. 

19. Agency for Clinical Innovation, NSW clinical service framework for chronic heart failure 2016. 2016, ACI 

Cardiac Network. 

20. NSW Health and Personnel/Workforce - Industrial and Employee Relations, Clinical Nurse / Midwife 

Consultants - List of Domains and Functions,IB2017_002,. 2017. 

21. Australian Nursing and Midwifery Federation, National practice standards for nurses in general practice. 

2014, Australian Nursing and Midwifery Federation - Federal Office, 2014,: Melbourne. 

22. Nursing and Midwifery Board of Australia, Nurse Practitioner Standards for Practice. 2014. 

23. Specialized nursing practice for chronic disease management in the primary care setting: an evidence-

based analysis. Ont Health Technol Assess Ser, 2013. 13(10): p. 1-66. 

24. Hegney, D.G., et al., The feasibility, acceptability and sustainability of nurse-led chronic disease 

management in Australian general practice: the perspectives of key stakeholders. Int J Nurs Pract, 2013. 

19(1): p. 54-9. 

25. Senior, S., How General Practice Nurses view their expanding role. Australian Journal of Advanced 

Nursing, 2008. 26(1). 

26. Rich , M.W., et al., A Multidisciplinary Intervention to Prevent the Readmission of Elderly Patients with 

Congestive Heart Failure. New England Journal of Medicine, 1995. 333(18): p. 1190-1195. 

27. Stewart, S., J.E. Marley, and J.D. Horowitz, Effects of a multidisciplinary, home-based intervention on 

planned readmissions and survival among patients with chronic congestive heart failure: a randomised 

controlled study. The Lancet, 1999. 354(9184): p. 1077-1083. 

 

     



 

46 

 

    

    
 

 

 

 

    

AppendiAppendiAppendiAppendicescescesces    
 



 

47 

 

Appendix 1.  1000ml Fluid Restriction 
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Appendix 2.  1200ml Fluid Restriction 
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Appendix 3.  1500ml Fluid Restriction 
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Appendix 4.  Heart Failure Action Plan 
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Appendix 5.  Heart Failure Information Sheet
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Appendix 6.  Eat less sodium 
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Appendix 7.  Daily Weight Chart 

 

  



 

54 

 

Appendix 8.  Heart Failure Assessment Form 
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Appendix 9.  Heart Failure Information Manual 
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Appendix 10.  HFICP Suggested General Practice Pathway 
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Appendix 11.  Upload documents to Best Practice 
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Appendix 12.  Upload documents to Medical Director 
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Appendix 13.  APNA Poster Presentation 
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Appendix 14.  CSANZ Abstract 

 


