
288 VOLUME 2 • nUMBER 4 • DECEMBER 2010  J OURnAL OF PRiMARY HEALTH CARE

The Flinders ProgramTM of Chronic  
Condition self-Management in  
new Zealand: survey findings

Margaret P Horsburgh Rn, Edd, MA (Hons), dip Ed, FCnA(nZ);1 Janine J Bycroft MBChB, dip Obs, dip 
Paeds, MPH (Hons), FRnZGP;2 Felicity A Goodyear-Smith MBChB, MGP, FRnZCGP;2 Dianne E Roy Rn, 
Phd, FCnA(nZ);1 Faith M Mahony Rn, MPH;3 Erin C J Donnell;4 Denise J Miller Rn, P G Cert Hsc (Adv ng)5

1 School of Nursing, The 
University of Auckland, 
Auckland, New Zealand

2 Department of General 
Practice and Primary Health 
Care, School of Population 
Health, The University of 
Auckland 

3 Research Fellow, Centre for 
Health Services Research 
and Policy, The University of 
Auckland

4 Visible Learning Laboratory, 
The University of Auckland

5 Research Nurse, Clinical 
Trials Research Unit, The 
University of Auckland

CORREsPOnDEnCE TO:
Margaret Horsburgh
Associate Professor, 
school of nursing
c/o P O Box 25876, 
st Heliers, Auckland 
1071, new Zealand
m.horsburgh@
auckland.ac.nz

J PRIM HEALTH CARE
2010;2(4):288–293.

ABsTRACT

InTRODUCTIOn: The Flinders ProgramTM of Chronic Condition self-Management in new Zealand (nZ) 
has been given focus as a useful and appropriate approach for self-management support and improve-
ment of long-term condition management. 

AIM: To determine the use of the Flinders ProgramTM in nZ and identify barriers and enablers to its use.

METHOD: A web-based survey was undertaken in June 2009 with 355 eligible participants of the 500 
who had completed ‘Flinders’ training in nZ since 2005.

REsULTs: 152 (43%) respondents completed the survey over a one-month time frame. Of those who 
responded, the majority were primary care nurses (80%; 118). Fifty-five percent (82) of survey respond-
ents reported using some or all of the Flinders tools. Of these, 11% (16) reported using all of the tools or 
processes with 77% (104) of respondents having completed six or fewer client assessments utilising the 
Flinders tools. This indicates that respondents were relatively inexperienced with use of the Flinders Pro-
gramTM. Barriers to implementation were identified as the time needed for structured appointments (up to 
one hour), funding, resistance from colleagues, lack of space and insufficient ongoing support.

DIsCUssIOn: despite the extent of training in the use of the Flinders ProgramTM, there is limited use 
in clinical practice of the tools and processes associated with the model. Without structured support for 
quality improvement initiatives and self-management programmes, the ability to implement learned skills 
and complex interventions is limited.

KEYWORDs: self-management; long-term conditions; chronic conditions; chronic illness; primary care; 
nurses

Introduction

Long-term or chronic conditions account for ap-
proximately 70% of all general practice encoun-
ters and 78% of all health care spending in New 
Zealand (NZ).1 The 2006/7 NZ Health Survey2 
found that two out of three New Zealanders 
have a long-term health condition. In Australia, 
general practice is estimated to engage with 87% 
of a population each year3 and provide most of 
the long-term conditions care. The challenges 
for primary care to respond to chronic illness 
are considerable and increasing. The NZ report 

Meeting the Needs of People with Chronic Condi-
tions1 identifies client self-management as a key 
component of long-term condition care and rec-
ommends incorporating self-management support 
into chronic care frameworks in NZ. 

Self-management support is defined by Adams 
and colleagues as ‘the systematic provision of 
education and supportive interventions by health 
care staff to increase patients’ skills and confi-
dence in managing health problems, including 
regular assessment of progress and problems, goal 
setting, and problem solving support’.4 
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WHAT GAP THIs FILLs

What we already know: The Flinders ProgramTM of self-management 
has been adopted in nZ as a useful and appropriate approach for improving 
long-term condition management. Over 500 health professionals have been 
trained in the use of the programme. The evidence for the effectiveness of 
self-management is, however, inconclusive, and support for the introduction 
of new and complex interventions in primary care inconsistent.

What this study adds: This paper demonstrates that, despite the consid-
erable resource being directed to training primary care nurses in particular in 
the Flinders ProgramTM, there is limited use of the Flinders tools and processes 
in clinical practice. Training for new and complex interventions in primary care 
may not be aligned with structured support and general practice priorities.

A recent Cochrane review concluded a lack of 
clarity around the active ingredient of successful 
self-management, and that the evidence for the 
effectiveness of self-management programmes 
on long-term health outcomes is inconclusive.5 
Uptake of self-management programmes within 
primary care is also inconsistent. Organisational 
barriers to implementing self-management pro-
grammes have been identified as limited team 
work in general practice, resistance to change and 
an approach where ‘doctors know best’.6 

One study has identified the enablers for self-
management programmes in Australian general 
practice as including education of staff, skills 
training, inclusion of negotiated self-management 
support in client care plans, assessment of clients’ 
self-management capacity and developing the role 
of practice nurses to provide self-management 
support.3 Increasingly the role of practice nurses 
in self-management programmes is recognised.3 
A United Kingdom (UK) study suggests that 
clients find nurses easier to approach for informa-
tion than doctors.7 The capacity of nurses, the 
largest group of health professionals, to engage 
in this role however may require attention, with 
little being done to equip them with knowledge 
and skills for self-management education.8 Many 
practice nurses lack the time and competencies to 
undertake self-management programmes.3 A UK 
study of practice nurse involvement in self-man-
agement programmes found that little attention 
had been given to the ways practice nurses work 
and support self-management for chronically ill 
clients.9 Nurses were more confident with clients 
in the early stages of their illness. When clients 
did not make suggested lifestyle changes, nurses 
resorted to didactic information-giving. This 
study highlighted the complexities of delivering 
self-management programmes where health pro-
fessionals must create partnerships with clients. 

The Flinders ProgramTM of Chronic Condition 
Self-Management is a self-management programme 
developed from the 1990 Australian Coordinated 
Care Trials,10 based on cognitive behaviour therapy, 
problem solving and motivational interviewing 
techniques. This model utilises a set of tools (Part-
ners in Health Scale, Cue and Response Interview, 
Problems and Goals Assessment and a Client Care 
Plan) and processes. Clinicians work one-on-one 

with clients to assess collaboratively self-manage-
ment behaviours, barriers, psychosocial issues and 
client preferences, followed by client-identified 
problems and goal setting, leading to individual-
ised care plans.11 A key point of difference from tra-
ditional care planning includes the shift in power 
towards a client-centred partnership with clients 
actively sharing decision-making on their physical, 
emotional and social well-being. The care plan is 
based on shared, agreed issues, goals and interven-
tions that align with the client’s values, priorities 
and beliefs.  Approximately 45 to 60 minutes is 
required for a Flinders assessment once a clinician 
has become confident and reached competency. 

The Flinders ProgramTM has been given focus 
in NZ as a useful and appropriate approach for 
increasing knowledge and understanding around 
self-management support and improving long-
term condition management. Since 2005 ap-
proximately 500 NZ health professionals have 
participated in Flinders training, attending a 
two-day workshop. For health professionals to 
use the Flinders ProgramTM they first attend a 
training workshop conducted by a trainer ac-
credited by the Flinders Human Behaviour and 
Health Research Unit (FHBHRU). Following 
this, completion of three client assessments and 
care plans to an acceptable standard, as assessed 
by the accredited trainer, enables the health pro-
fessional to receive a Certificate of Competence 
in Chronic Condition Self-Management from 
Flinders University. Flinders University charge a 
licence fee for each workshop attendee. This fee 
entitles the workshop participant to access ongo-
ing programme updates. The Partners in Health 
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(PIH) tool is available for general use, but the 
other Flinders tools are available only to people 
who have completed a Flinders ‘workshop’. 

The requirements for the Certificate of Compe-
tence are also embedded in a NZ postgraduate 
primary care nurse course offered since 2007 by 
three university academic nursing departments. 
The intent of this has been to enable nurses 
enrolled in a ‘long-term conditions’ postgraduate 
course to also achieve the Flinders University 
Certificate of Competence, increasingly valued by 
employers. Principles of client self-management 
and other models of self-management are in-
cluded in the academic course.

Anecdotal evidence suggests that in NZ, as in 
Australia,12,13 there has been limited uptake of 
self-management programmes and it is not clear 
whether findings from international studies of 
self-management programmes translate into NZ 
primary care settings. 

In 2008/9 a pilot study to assess the feasibility of 
undertaking a substantive long-term trial to gauge 
the effectiveness of the Flinders ProgramTM when 
used by practice nurses in NZ was undertaken. 
The report of this study is published separately.

This paper reports the findings from a survey of 
NZ primary health care professionals who had 
completed training in the Flinders ProgramTM of 
Chronic Condition Self-Management. The survey 
was undertaken in conjunction with the feasi-
bility study. The purpose of the survey was to 
determine use of the Flinders ProgramTM and to 
identify barriers and enablers to its use.

Method 

A web-based survey was undertaken in June 
2009 using the LimeSurvey tool (open source 
software http://www.limesurvey.org/) with par-
ticipants who had completed Flinders training in 
NZ since 2005.

The survey contained multiple choice and free 
text responses to ascertain patterns of use, bar-
riers and enablers, preferences and experiences. 
The tool was piloted to reduce question ambigu-
ity prior to wider distribution. 

The FHBHRU hold a database of people who 
have attended training in the Flinders ProgramTM. 
While the database does not hold complete 
records, of the New Zealanders in this database, 
400 had given permission at the time of training 
to be contacted at future dates. There were 45 
out-of-date or duplicate addresses giving a poten-
tial of 355 participants.

The survey was sent from The University of 
Auckland. Respondents had one month to re-
spond with a reminder at two weeks.

Ethical approval was granted by the NZ North-
ern Y Regional Ethics Committee as an extension 
to the feasibility study.

Results

One hundred and fifty-two (43%) survey 
responses were received, with 148 responses in-
cluded in the analysis. Four respondents had not 
completed Flinders training and their responses 
were excluded.

Respondents

The majority of respondents were primary care or 
practice nurses (118 or 80%). Of these, 73 (49%) 
stated that they were practice nurses. ‘Other’ pri-
mary care nurses included chronic care, diabetic or 
respiratory nurses. Other health workers included 
general practitioners, dietitians, psychologists, 
social worker and community health workers.

One hundred and twenty-three (83%) respondents 
were aged over 40 years. Females numbered 140 
(95%), the majority being NZ European (107; 
72%). Four Maori health professionals participat-
ed together with six Pacific and six who recorded 
their ethnicity as Asian. Respondents were from 
a wide geographic area, with the majority (112; 
76%) in the central and upper North Island, 
reflecting NZ’s population spread.

Use of Flinders ProgramTM in clinical practice

Within the survey, 81 (55%) respondents were 
currently using some or all of the Flinders tools, 
with 16 (11%) using all of the tools and processes 
(Table 1). 
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Respondents were asked how many assessments 
they had completed, how long an assessment takes 
and to rate their confidence in the use of the Flinders 
tools using a 5-point Likert scale (1=Not at all con-
fident, to 5=Totally confident). Responses to this 
include those from respondents who may be using 
only the assessment component of the Flinders Pro-
gramTM. Results are shown in Table 2. The majority 
(114; 77%) had completed six or fewer assessments, 
including the three assessments required to achieve 
the Certificate of Competence, and took one hour or 
less to complete an assessment, all with reasonably 
high self-reported confidence with use of the tools. 

Participants who indicated that they used all or 
some of the Flinders tools in their practice were 
asked which they were using. The 82 respondents 
who replied to this section used SMART goal 
setting most frequently (Table 3). Multiple op-
tions were possible.

Of the 16 respondents using all the Flinders 
tools, one respondent indicated that she would 
complete one Flinders assessment each week; 
three respondents once a fortnight and eight 
would use the tools once a month on average. 

Training

The majority of respondents had completed the 
Flinders training since 2007 (133; 90%), with 21 
(14%) completing in 2009. Only seven people had 
completed training in either 2005 or 2006. Of those 
who had completed training, 100 (68%) had com-
pleted the three assessments and care plans required 
to receive the Flinders Certificate of Competence.

Barriers

Lack of time was considered the major barrier to 
using the Flinders ProgramTM. This related to the 
length of time needed for a structured appoint-
ment to complete an initial assessment within a 
busy working environment. A significant number 
of respondents (126; 85%) stated that they had 
experienced barriers. Multiple options were 
selected. (Table 4). 

Free text comments endorsed the identified barri-
ers, but also indicated that time as a barrier may 
be reduced as experience was gained: 

Table 1. Use of Flinders model/programme

Use of Model Number Percentage

Currently use model 16 11

Use some of the Flinders tools 65 44

Used to use 23 16

not at all 44 29

TOTAL 148 100

Table 2. Number of Flinders assessments completed

Assessments 
completed

Number Percentage
Mean Confidence 

Score (1–5)

none 9 6

1–3 36 24 3.2

4–6 69 47 3.7

7–10 22 15 3.7

11–25 8 5 4.1

More than 25 4 3 4.0

TOTAL 148 100

Table 3. Flinders tools used in practice

Flinders tool Number using Percentage

sMART goal setting 67 82

self-management care plans 53 65

PIH 48 59

Cue and Response 39 48

At the moment time is the main barrier but as I get 
more experienced in assessing I anticipate that this 
barrier will lessen. 

Enablers

The 82 respondents who indicated that they used 
some of the tools, also listed enablers to the use 
of the Flinders ProgramTM. Multiple options were 
selected with 55 indicating that there were no 
specific enablers (Table 5).

When asked what might be useful to assist with 
implementation, respondents indicated that a spe-
cial interest group (40), an Internet support group 
(34) and ongoing contact with the course trainer 
(29) would be useful.

Discussion

Flinders training is relatively new in NZ, with 
the majority of training completed by nurses 

qUAnTiTATiVE REsEARCH

ORIGInAL sCIEnTIFIC PAPERs



292 VOLUME 2 • nUMBER 4 • DECEMBER 2010  J OURnAL OF PRiMARY HEALTH CARE

since 2007. Many of these nurses will not yet 
have reached a confident level of practice, with 
298 nurses undertaking their training in conjunc-
tion with a postgraduate academic programme 
between 2007 and 2009. An advantage of an 
approach which embeds training in an academic 
programme is achieving a high completion rate 
for the Certificate of Competence and therefore 
completion of three client assessments and care 
plans. Becoming confident, efficient and gain-
ing competence in the use of the Flinders tools 
requires, however, experience beyond the three 
client assessments and care plans needed to fulfil 
the requirements for the Certificate. Anecdo-
tally a minimum of six client assessments may 
be required before a health professional is fully 
confident in the use of the tools. 

While there were limitations in the survey report-
ed (43% response rate), with only 100 respondents 
achieving a Certificate of Competence, together 

with the short time frame since the Flinders Pro-
gramTM has been implemented in NZ, the findings 
are of interest. Although 82 (55%) of the health 
professionals surveyed were using some or all of 
the Flinders tools and processes, the low survey 
response rate may indicate that a greater number 
of health professionals who have trained in the 
Flinders ProgramTM are not using the Flinders 
tools and therefore may have ignored the survey.

The majority of respondents in the survey were also 
still relatively inexperienced (77% had completed 
six or fewer assessments) suggesting there may be a 
large gap between training and implementation in 
clinical client care. The resources required to train 
nurses are considerable and ongoing education 
and support for the nurses completing self-man-
agement training is essential if they are to develop 
confidence and maintain their competence.14 

Comments from the nurses who responded to the 
survey indicate value gained in learning to devel-
op a collaborative approach to client care planning 
with active participation of clients. The Flinders 
ProgramTM specifically ensures that a collabora-
tive approach to decision-making occurs between 
the client and health professional. While the 
tool most frequently used is that related to goal 
setting, there is the possibility that goals may not 
be client-centred or client-determined without 
use of the Flinders problem identification process. 
Identifying which clients will benefit most from 
self-management support15 may enable prioritis-
ing and tailoring of support to client needs.16

The evidence for the effectiveness of various 
models of self-management on long-term health 
outcomes is variable.17–19 Nevertheless, there is 
likely to be an ongoing and increasing focus on 
self-management programmes in NZ primary 
care, particularly with a nurse role. The Flinders 
ProgramTM is one approach to structured long-
term condition management that has been avail-
able in NZ since 2005. The survey findings sug-
gest that while training has been predominately 
with primary care nurses, the uptake and imple-
mentation of the full Flinders ProgramTM is lim-
ited. Barriers to implementation are reported as 
including time for one-hour structured appoint-
ments, resistance from colleagues, lack of space 
and insufficient ongoing support. Consideration 

Table 5. Enablers

Enabler Number Percentage

strong leadership in practice 29 35

Ongoing contact with trainer 27 33

Funding for programme 20 24

support from nurses 18 22

support from GPs 17 21

newsletters/conferences 3 4

Table 4. Barriers

Barrier Number Percentage

Time 126 85

Lack of funding 39 26

no electronic version 37 25

Resistance from clients to pay 36 24

Client reluctance for long visit 31 21

no space or spare room 25 17

Resistance from GPs 21 14

Resistance from nurses 18 12

Resistance from management 18 12

Lack of mentoring 12 8

Language—not a Maori framework; clients 
do not have English as first language

5 3

Repeats questions; not user-friendly 3 2

Lack of confidence 2 1

Other 8 5
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should be given to implementation of complex 
interventions before extensive training resources 
are committed. Without structured support for 
quality improvement initiatives and long-term 
condition programmes such as the Flinders Pro-
gramTM, the ability to implement learned skills is 
difficult. The identification of ongoing support 
from the trainer cannot be considered a sustain-
able option other than in the short term. Further 
research is needed to both provide evidence 
for the value of the Flinders ProgramTM in NZ 
primary care and also to determine how complex 
interventions and new models of care can best be 
introduced into primary care.

NZ general practice has access to funding 
streams such as Care Plus which can provide for 
long-term condition management programmes. 
There is however great variability in how Pri-
mary Health Organisations (PHOs) and general 
practices utilise funding streams, highlighting 
a need for support for overall change in general 
practice. Some PHOs have utilised the Flinders 
ProgramTM as a structured assessment for Care  
Plus enrolment.20 If self-management support is 
to work, there is a need to better understand the 
infrastructure, systems and training needed for 
clients, health professionals, policy makers and 
health care organisations.19 Several authors21,22 
consider that new models of practice are needed, 
with policy makers appreciating that support 
is needed not only at a client level, but also a 
practice level. Harris et al.3 argue that while im-
plementing self-management support in general 
practice is challenging, there are difficulties not 
only in the context of work pressures, but also 
in the traditional, more directive, approach of 
general practice. 

Practices most successful with long-term condi-
tion programmes in general are recognised as 
practices that have systematically assessed their 
chronic care systems and apply client-centred 
goal setting and action planning, have established 
long-term condition clinics and provide dedicated 
nursing time.6,23 Without addressing barriers 
such as infrastructure, adherence to funding 
streams, delivery systems and resistance from 
managers and some health professionals, the in-
troduction of new and complex patient interven-
tions in primary care remains difficult.  
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