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ABsTRACT 

InTRODUCTIOn: The Flinders ProgramTM has been adopted in new Zealand as a useful and appropri-
ate approach for self-management with primary care clients who have chronic conditions. The Flinders 
ProgramTM has not been evaluated in new Zealand settings. 

AIM: To assess the feasibility of undertaking a substantive long-term trial to gauge the effectiveness of pri-
mary care nurses using the Flinders ProgramTM to improve health outcomes for new Zealand populations.

METHODs: A pilot study was undertaken considering four components of feasibility of conducting a 
long-term trial: practice recruitment, participant recruitment, delivery of the intervention and outcome 
measures. This included comparing 27 intervention and 30 control patients with long-term health condi-
tions with respect to change in self-management capacity—Partners in Health (PiH) scale—quality 
of care using the Patient Assessment of Chronic illness Care (PACiC) scale and self-efficacy across six 
months. intervention participants received care planning with practice nurses using the Flinders Pro-
gramTM in general practices, while control participants received usual care in comparable practices. 

REsULTs: General practice and participant recruitment was challenging, together with a lack of organi-
sational capacity and resources in general practice for the Flinders ProgramTM. The measures of self-
management capacity (PiH), quality of care (PACiC) and self-efficacy were useful and valuable primary 
outcome measures. 

DIsCUssIOn: The overall findings do not support a substantive trial of the Flinders ProgramTM in pri-
mary care. difficulties associated with participant recruitment and ability of practice nurses to undertake 
the Flinders ProgramTM within general practice need to be resolved. 

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

Introduction

Increasingly, self-management programmes 
within primary care are being considered a key 
strategy for improving chronic care in a number 
of countries throughout the world.1 In New 
Zealand (NZ), long-term or chronic conditions 
are responsible for approximately 70% of all 
general practice encounters and 78% of all health 
care spending.2 The 2006/7 NZ Health Survey3 
found that two out of three New Zealanders have 

a long-term health condition, with Maori and 
Pacific tending to experience more severe chronic 
disease than non-Maori, non-Pacific.4 

The Flinders ProgramTM of Chronic Condition 
Self-Management, developed by the Flinders 
Human Behaviour and Health Research Unit (FH-
BHRU), Australia, is an evidence-based self-man-
agement programme developed from the learnings 
of the Coordinated Care Trials in Australia.5 
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The programme is based on cognitive behaviour 
therapy, problem solving and motivational inter-
viewing techniques to support positive behaviour 
change. This model utilises a number of tools and 
processes that enable clinicians and clients to col-
laboratively assess self-management behaviours, 
barriers, psychosocial issues and client preferences 
followed by client-identified problems and goal 
setting leading to individualised client care plans.6 

The Flinders ProgramTM has been adopted in NZ 
as a useful and appropriate approach for self-
management with primary care clients who have 
chronic conditions. Since 2005 approximately 
500 NZ health professionals have participated in 
‘Flinders’ training. The largest group of health 
professionals participating in training have been 
primary care nurses with 298 nurses completing 
the training in 2007–9 within a postgraduate 
certificate course which focuses on long-term 
conditions. The Flinders ProgramTM has not been 
evaluated in NZ settings. 

While the evidence for self-management support 
is considerable,7 several authors8,9 consider the 
evidence base for self-management to be under-
developed and to have not provided convincing 
evidence. Australian studies of the Flinders 
ProgramTM have not focussed on practice nurses 
in primary care settings. Other authors9 consider 
that men and ethnic groups are under-represented 
in studies. 

The aim of the 2008/2009 study was to assess the 
feasibility of undertaking a substantive long-term 
trial, including the usefulness of primary outcome 
measures, in order to assess the effectiveness of 
primary care nurses using the Flinders ProgramTM 
to improve health outcomes for ‘high needs’ NZ 
populations (particularly Maori and Pacific). 

The overall challenges of undertaking research 
which attempts to assess the evidence base for a 
complex intervention in NZ primary care settings 
are reported separately.10 

Methods

There were four components that required assess-
ment in terms of the feasibility of a substantive 
trial: practice recruitment, participant recruit-

ment, delivery of the intervention, and outcome 
measures. A pilot study was conducted to enable 
assessment. 

Recruitment of general practices

For the pilot study, 100 patients were recruited 
from 20 general practices with the intention 
that 50 patients would receive assessment and 
care planning from nurses using the Flinders 
ProgramTM (intervention group) in 10 general 
practices compared with a group of 50 patients 
who received ‘usual care’ (control group) in 10 
comparable general practices. The intervention 
practices employed nurses trained in the Flinders 
ProgramTM whereas the control practices did not 
have nurses similarly trained. The practices were 
selected to allow for geographic spread and distri-
bution across socioeconomic areas. 

Recruitment of participants

Eligible participants were enrolled general 
practice patients, aged over 18 years, with one 
or more long-term conditions such as, but not 
limited to, asthma, arthritis, gout, diabetes, heart 
disease, metabolic syndrome, COPD, depression, 
as well as those with high CVD risk with modi-
fiable risk factors (15% or greater). Participants 
were required to give informed consent, have 
sufficient English, Maori, Samoan or Tongan lan-
guage skills to complete written questionnaires 
and to be agreeable to follow-up over at least six 
months. Questionnaires were not translated for 

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 shows that, despite considerable 
resources being directed to training primary care nurses in particular in the 
Flinders ProgramTM, undertaking a substantive trial to evaluate the effective-
ness of the ProgramTM is not feasible. difficulties with introducing a new and 
complex intervention in primary care with structured support need to be 
resolved before a trial is undertaken. 
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non-English speakers; however, Maori, Samoan 
and Tongan interpreters were utilised. Exclusion 
criteria included enrolment in Counties Manukau 
DHB’s Chronic Care Management Programme 
and having recently moved from a practice where 
they may have worked with a nurse utilising the 
Flinders ProgramTM. Previous/concurrent partici-
pation in a self-management programme such as 
the Arthritis NZ ‘Living a Healthy Life’ pro-
gramme was not stated as an exclusion criterion. 
Usual care included enrolment in Care Plus. 

Lists of eligible patients were compiled using the 
patient database for each practice and electronic 
searching through practice management systems 
for each disease category. Lists were combined 
and sorted by surname and ethnicity. In order 
to achieve the aim of enrolling 10 patients in 
each practice, a list of 50 potential patients was 
determined to be necessary. In order to over-
select for Maori and Pacific, 20 patients should 
identify as Maori and 20 as Pacific. Gender mix 
was not included in the sampling process. When 
patient lists were combined and duplicate sur-
names removed, each patient was given a random 
number and the patient list sorted by randomised 
number. A list of the first 50 patients from the 
randomised list was then discussed with the 
practice and any patient considered inappropriate 
(e.g. receiving palliative care or having significant 
cognitive impairment) removed. A letter of invi-
tation to participate in the study was sent from 
the practice to the first 13–15 patients (of whom 
five identified as Maori and five Pacific) on the ap-
proved list. Patients were invited to opt out of the 
study by contacting the practice. For those who 
did not opt out, a research assistant telephoned 
to confirm their willingness to participate and 
arrange a time to visit, discuss the study further, 
complete the consent process and undertake a 
baseline assessment. Participants had the oppor-
tunity to complete this assessment in their own 
home or to come to the practice. Where the ini-
tial letter of invitation did not allow for a sample 
of 10 clients from a practice, further letters were 
sent to the next patients on the randomised list.

Delivery of intervention

For patients in the intervention practices the 
nurses contacted the patient following the base-

line assessment and scheduled an appointment 
at the practice for a Flinders assessment and de-
velopment of their client care plan. The Flinders 
ProgramTM involves the patient first completing 
the Partners in Health (PIH) questionnaire. 
The PIH scale utilises 13 questions to assess an 
individual’s self-management skill and capacity 
on an eight-point scale (very good through to 
very poor). It is based on the understanding that 
self-management of chronic conditions requires 
consideration of the individual, their family, 
carers and health professionals; requires an 
holistic approach that acknowledges medical and 
psychosocial issues and is aimed at empowering 
the individual through proactive strategies.11 
The tool assesses self-reported knowledge of 
the individual’s condition and treatment, ability 
to share in decision-making with their health 
professional, engage in activities that promote 
health, monitor signs and symptoms and man-
age the impact of their condition on physi-
cal functioning, emotions and interpersonal 
relationships. 

The second stage, the Cue and Response ques-
tionnaire, involved the health professional going 
through the same questions and comparing their 
assessment where the patient is asked what their 
main life problem is. This problem may not be a 
‘health’ problem. A goal is identified around the 
problem and transferred to a care plan, which 
will also include issues identified from the Cue 
and Response questionnaire as well as other key 
medical, psychosocial or carer issues.

Follow-up of the intervention patients was as 
appropriate, for example to discuss progress with 
specific goals or review medication, but also 
at three and six months to assess progress and 
record problem and goal scores in accordance with 
the Flinders ProgramTM.

Outcome measures

Outcome measures were assessed at baseline and 
at six months (26 weeks) for all participants (con-
trol and intervention) by a research assistant who 
was blinded as to whether the participant was in 
the intervention or control group.

The primary outcome measures were:
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self-management capacity—Part-•	
ners in Health (PIH) scale. The self-
administered rating of a patient’s self-
management skill and capacity.
Patient assessment of quality of care—•	
Patient Assessment of Chronic Illness Care 
(PACIC). The PACIC is a validated patient 
self-report instrument which assesses the 
extent to which a patient’s care aligns with 
the principles of chronic care management, i.e. 
one that is patient-centred, proactive, planned 
and includes collaborative goal setting, 
problem solving and follow-up support.12,13

self-Efficacy for Managing Chronic •	
Disease 6-Item scale. This scale con-
tains items from self-efficacy scales and is 
validated by the Stanford Patient Educa-
tion Research Centre for their Chronic 
Disease Self-Management studies.14 

Secondary outcome measures were collected as 
part of evaluating the feasibility and usefulness 
of a broad range of outcome measures. These 
included the European Quality of Life Scale  
(EuroQoL), a health-related quality of life outcome 
measure which assesses outcome in six broad 
areas (mobility, self-care, activities, pain, psy-
chological functioning, and self-reported overall 
health-related quality of life);15 the SF-12 Health 
Status Questionnaire, a 12-item, self-administered 
questionnaire that assesses symptoms, functioning 
and quality of life;16 and the PHQ9,17 a nine-item 
depression scale used for diagnosing depression. 

Clinical outcome measures were not collected, as 
there was a relatively short follow-up period and 
changes would not be expected. 

Demographic data, current medication, self-
reported information on smoking, medication 
adherence and physical activity levels, together 
with patient knowledge of their recorded diagno-
sis, were collected.

Analysis

Data were loaded into the Statistical Package 
for the Social Sciences (SPSS), version 15.0.1 for 
Windows, for data analysis. An alpha level of 
p<.05 was adopted for all of the statistical tests 
unless otherwise stated. Descriptive analyses 

including paired and independent samples t-tests 
were performed to assess differences at baseline 
and six months within the groups.

Ethics

Ethical approval for this study was granted by 
the NZ Northern Y Regional Ethics Committee.

Results

Practice recruitment

A total of 35 general practices in the wider Auck-
land area were approached to achieve an initial sam-
ple of 20 practices which were randomised into 10 
intervention practices with a practice nurse trained 
in the Flinders ProgramTM and 10 control practices 
where no nurses had completed Flinders training.

Participant recruitment

In order to achieve an initial sample of 100 par-
ticipants, 331 letters of invitation to participate 
in the study were sent. Forty-three of the 100 
participants did not complete the study (Table 1). 
Of the 22 control group participants who did not 
complete, 16 were not followed when it became 
apparent that the intervention sample would not 
reach target. Withdrawals from the intervention 
group included one death, two participants with 
deteriorating health withdrawn by the practice 
nurse and 18 who declined to complete the study. 
Reasons for declining included moving out of the 
area, deteriorating health and, for one participant, 
objection to the questioning approach.

A wide spread of patients across disease categories 
was achieved. The average age of patients was 55 
years for the intervention group and 61 years for 
the control group. No statistically significant dif-
ference in the age range between the two groups 
was demonstrated (Table 2).

Table 1. Participant numbers

Participants Registered Completed Did not complete

Intervention 48 27 21

Control 52 30 22

TOTAL 100 57 43
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Outcome measures

The sample size was smaller than planned and 
it was evident from the pilot findings that the 
study was not powered sufficiently to detect 
changes in secondary outcome measures and self-
reported information on smoking, medication ad-
herence and physical activity levels from baseline 
to six months. These measures are therefore not 
reported. Primary outcome measures are reported 
as part of assessing the feasibility of utilising 
these measures in a substantive trial.

Partners in Health (PIH)

In Australian studies18 where sample size has 
been small (n=31), PIH scores have been amalga-
mated to allow reporting in six domains: knowl-
edge of condition; treatment adherence; sharing 
care; measuring symptom progress; impact of ill-
ness and progress with adopting healthy lifestyle 
habits. Utilising this approach a paired samples 
t-test demonstrated no statistically significant 
difference between baseline and 26 weeks in the 
intervention group (Table 3). With this scale a 
lower score at 26 weeks indicates improvement.

Table 2. Participant demographics

Intervention (n=27) Control (n=30)

Age range 25–90 yrs 25–90 yrs

Average age 61 yrs 55 yrs

Median age 62 yrs 55 yrs

Gender

Male 16 14

Female 11 16

Ethnicity

nZ/Euro 11 17

Maori 8 6

Pacific 8 6

Indian 0 1

Disease

CVD/stroke/PVD/HT 13 15

Asthma/COPD 10 16

Diabetes 16 10

Arthritis/gout 14 15

Other 16 16

With comorbidities 22 23

Table 3. Paired sample t-test for Partners in Health amalgamated scores

 N
Baseline

Mean (SD)
26 weeks
Mean (SD) P-value

Intervention

Knowledge 24 3.33 (3.06) 2.79 (3.23) 0.345

sharing 24 0.75 (1.22) 0.38 (0.82) 0.214

Measure symptom 24 6 (4.53) 6.26 (4.26) 0.743

Treatment 22 2.5 (3.98) 1.73 (3.60) 0.392

Impact 24 3.92 (3.79) 3.71 (4.16) 0.805

Lifestyle 23 1.35 (1.74) 1.17 (1.96) 0.701

PIH TOTAL sCORE 21 19.76 (13.50) 16.1 (12.84) 0.126

Control

Knowledge 30 3 (3.21) 3.03 (3.05) 0.951

sharing 30 0.96 (1.71) 0.7 (1.8) 0.485

Measure symptom 30 5.93 (4.07) 5.56 (3.09) 0.645

*Treatment 26 3.34 (4.48) 2.19 (4.08) 0.044

*Impact 30 4.26 (4.40) 2.7 (3.29) 0.034

Lifestyle 30 1.6 (2.14) 1.26 (2.09) 0.482

*PIH TOTAL sCORE 26 18.23 (10.88) 14.88 (9.99) 0.048

Paired sample t-test where * denotes significant difference between baseline and six months at p<0.05 
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Patient Assessment of chronic 
Illness care (PAcIc)

The PACIC scale includes 20 items and assesses 
on a five-point scale (1=none of the time, 2=a 
little of the time, 3=some of the time, 4=most of 
the time, 5=all of the time) the extent to which 
patients report receiving care that accords with a 
chronic care model of care, including care that is 
patient-centred, proactive, planned and includes 
collaborative goal setting, problem solving and 
follow-up support.2 A higher score at follow-up 
indicates perceived improvement. The 20 items 
combine to five sub-scales which relate to dif-
ferent aspects of providing care congruent with 
chronic care management: patient activation or 
actions that solicit patient input and involvement 
in decision-making; delivery system design or 
actions that organise care and provide informa-
tion to patients to enhance their understanding 
of care; goal setting or the patient acquiring 
information for and setting of specific collabora-
tive goals; and follow-up or coordination of care 
where clinic treatment is extended and reinforced 
and proactive contact with patients to assess 
progress and coordinate care.12 There was a statis-
tically significant improvement (paired samples 
t-test) at six months from baseline in goal setting 
(p=0.000), problem solving (p=0.009) and follow-
up (p=0.001) for the intervention group (Table 4).

Self- efficacy

The self-efficacy scale enables individuals to rate 
their confidence on a 10-point scale (not at all 
confident through to totally confident) on keep-
ing their physical discomfort or pain, symptoms 
and emotional distress from interfering with 
things they want to do; different tasks and activi-
ties managed in order to reduce the need to see 
a doctor; and confidence in doing things other 
than just taking medication to reduce the effect 
of illness on their everyday life. A higher score at 
follow-up indicates improved confidence. For the 
intervention group there was deterioration in the 
level of self-reported confidence on all scales, al-
though these scores were not significant (Table 5). 
For the control group there was improvement on 
several of the scales from baseline to six months, 
with improved confidence with managing emo-
tional discomfort and other symptoms statisti-
cally significant (p=0.01 and p=0.042) (Table 5).

Figure 1. PACIC sub-scales12—goal setting; problem solving; follow-up

The goal setting sub-scale includes the items: 

‘Over the past six months when i received care for my chronic condition i was:

Asked to talk about my goals in caring for my condition •	

Helped to set specific goals to improve my eating and exercise•	

Given a copy of my treatment plan•	

Encouraged to go to a specific group or class to help me cope with my chronic illness•	

Asked questions either directly or on a survey about my health habits.’•	

The problem solving sub-scale includes the items : 

‘Over the past six months when i received care for my chronic condition i was:

sure that the doctor or nurse thought about my values, beliefs •	

and traditions when they recommended treatments to me

Helped to make a treatment plan that i could carry out in my daily life•	

Helped to plan ahead so i could take care of my illness even in hard times•	

Asked how my chronic illness affects my life.’•	

The follow-up sub-scale includes the items : 

‘Over the past six months when i received care for my chronic condition i was:

Contacted after a visit to see how things were going•	

Encouraged to attend programmes in the community that could help me•	

Referred to a dietitian, health educator or counsellor•	

Told how my visits with other types of doctors like an eye doctor or surgeon  •	

helped my treatment

Asked how my visits with other types of doctors were going.’•	

Discussion

Primary outcome measures

This study was designed to test the feasibility of 
undertaking a substantive trial and to deter-
mine useful outcome measures for such a trial. 
Despite the small sample size, some findings are 
of interest and value in determining direction 
for future studies.

The Partners in Health (PIH) self-ratings by 
both groups showed positive ratings of self-man-
agement skill and capacity on all domains (with 
one exception, measuring symptom progress). 
Questions are raised about the care taken by par-
ticipants in noticing that the PIH scale operates 
in the opposite direction from other scales used 
in this study, i.e. from positive responses (a lot, 
always or very well) scoring low scores to nega-
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Table 5. Paired sample t-test for self-efficacy

 
 
N

Baseline
Mean (SD)

Control
Mean (SD)

 
P-value

Intervention

Fatigue confidence 24 7.83 (2.61) 7.37 (2.71) 0.319

Physical discomfort confidence 24 8.33 (2.27) 7.79 (2.78) 0.241

Emotional distress confidence 24 8.91 (1.63) 8.04 (2.85) 0.164

Other symptoms interference confidence 23 8.73 (1.76) 7.86 (2.54) 0.132

Different tasks/activities confidence 23 8.13 (2.59) 7.69 (3.02) 0.466

Taking medication confidence 24 7.87 (2.43) 7.79 (3.18) 0.831

Control

Fatigue confidence 30 7.23 (2.69) 7.7 (2.58) 0.291

Physical discomfort confidence 30 7.43 (2.89) 8.2 (2.20) 0.086

*Emotional distress confidence 30 6.76 (3.22) 8.3 (1.87) 0.01

*Other symptoms interference confidence 30 7.46 (2.41) 8.16 (2.18) 0.042

Different tasks/activities confidence 29 8.10 (2.28) 7.89 (2.46) 0.743

Taking medication confidence 30 7.46 (2.92) 7.93 (2.72) 0.504

Paired sample t-test where * denotes significant difference between baseline and six months at p<0.05.

Table 4. Paired sample t-test—Patient Assessment of Chronic Illness Care (PACIC) at baseline and six months

 
 
N

Baseline
Mean (SD)

26 weeks
Mean (SD) P-value

Intervention

Patient activation 23 2.04 (1.54) 2.63 (1.46) 0.085

*Delivery system 23 2.34 (0.91) 2.92 (1.02) 0.012

*Goal setting 22 1.30 (1.34) 2.40 (1.27) <0.001

*Problem solving 21 2.16 (1.25) 3.13 (1.32) 0.009

*Follow-up 19 0.93 (1.18) 2.29 (1.36) 0.001

*PACIC summary score 16 1.73 (1.17) 2.65 (0.95) <0.001

Control 

Patient activation 26 1.65 (1.37) 1.89 (1.39) 0.314

Delivery system 29 2.35 (0.99) 2.52 (1.13) 0.494

Goal setting 29 1.33 (1.14) 1.53 (1.19) 0.383

*Problem solving 27 2.07 (1.11) 2.62 (1.19) 0.043

Follow-up 26 0.99 (1.09) 1.18 (1.21) 0.328

PACIC summary score 22 1.56 (0.83) 1.88 (0.96) 0.068

Paired sample t-test where * denotes significant difference between baseline and six months at p<0.05.
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tive (very little, never, not very well) scoring at 
the high end. While there was no evidence that 
confusion occurred in this study, discussion with 
participants suggests that individuals prefer rat-
ing from negative (low) to positive (high scores). 

The PACIC scale is useful in assessing the 
perceived quality of care provided. PACIC has 
been developed from ACIC (Assessment of 
Chronic Illness Care), an instrument used to 
enable clinicians and health care teams to assess 
the extent to which the care they provide aligns 
with ‘best practice’ chronic care management.12 
By using similar domains, the PACIC enables an 
assessment of the quality of care being delivered 
from the patient’s perspective. This study did 
demonstrate that the Flinders ProgramTM showed 
a perceived improvement in the overall quality of 
care and, in particular, evidence-based elements 
of chronic care management (CCM) such as goal 
setting, problem solving and follow-up. 

The self-efficacy scale provided a useful measure 
of self-reported confidence in managing chronic 
disease. The small sample size can account for the 
finding that the intervention group showed dete-
rioration on their overall self-reported confidence 
(self-efficacy). A further explanation may be that 
with the improved opportunity to understand 
their condition and treatment through participa-
tion in the Flinders ProgramTM there is a dimin-
ished confidence seen at six months. Improving 
patient confidence requires ongoing support over 
a time frame longer than six months and a longer 
study would be needed to determine this. 

A failure to demonstrate difference within and 
between the ‘control’ and ‘intervention’ groups 
can partially be attributed to the extensive base-
line and follow-up data collection process which 
in itself proved to be an intervention. Completion 
of the data collection form required approximate-
ly one hour and, for both groups of patients, this 
provided an opportunity to reflect on their illness 
and the effect this may have on their lives. 

Secondary outcome measures

The secondary outcome measures collected, but 
not reported in this paper, meant that data col-
lection was onerous for patients. These measures 

added no value. Clinical outcome measures would 
only be of value in a study of adequate length.

General practice recruitment

The short time frame for completion and the 
complexity of the general practice environment 
highlights the difficulties with undertaking 
studies in primary care with patients who have 
long-term conditions. Difficulties with practice 
workloads, staff changes and competing nurse 
demands resulted in only seven intervention 
practices completing study requirements within 
the nine-month time frame of the study. Control 
practices were also difficult to recruit, as many 
practices were reluctant to participate in a study 
where the perceived patient care of the chroni-

completion of the data collection form 

required approximately one hour and, for 

both groups of patients, this provided an 

opportunity to reflect on their illness and 

the effect this may have on their lives

cally ill may be shown to be of ‘lesser’ quality 
than in the intervention practices. This resulted 
in the control general practices who ‘volunteered’ 
to participate in the study being those practices 
where chronic care programmes were established. 
Patients in the control practices, while not 
completing a Flinders assessment, may have been 
linked into goal setting and care planning as sup-
port for management of their condition. 

Patient recruitment

High-needs patients with long-term conditions 
are frequently a mobile population, and inac-
curate addresses and phone numbers combined 
with difficulties with the accuracy of disease 
coding in practice management systems resulted 
in over 300 patients being contacted to recruit a 
sample of 100. Likewise, follow-up at six months 
was challenging with many unknown addresses. 
Data completion required participants to complete 
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self-reported outcome measures. This resulted 
in missing values where participants failed to 
answer some questions.

Intervention

While the nurses in the intervention practices 
had completed training in the Flinders ProgramTM, 
none were using the approach in their usual work 
or were able to use the tools initially with confi-
dence. Additionally, the nurses were not accus-
tomed to the length of structured appointment 
time required for a patient consultation (up to one 
hour) using the Flinders ProgramTM, and practice 
workloads made this difficult. The nurses did 
not routinely have booked patient case loads and 
were working to maximal capacity. The need for 
nurses to be confident and competent with the 
intervention prior to study commencement is an 
important part of future studies.

In order to reduce complexity, a narrower disease 
range may also have facilitated study processes. A 
United Kingdom study19 found that nurses were 
more confident in working with patients in the 
earlier, less complex, stages of their illness. These 
issues, alongside a lack of practice organisational 
capacity and resources for the introduction of the 
intervention, all contribute to the difficulties of 
undertaking a substantive trial.

conclusion

Self-management programmes in primary care 
will continue to have focus and increasingly this 
will be a nurse role. However, the overall find-
ings from this study do not support a substantive 
research trial of the Flinders ProgramTM in prima-
ry care at this stage. Further work is first needed 
to determine how ‘new’ complex interventions 
can best be introduced into primary care. This 
includes considering the report of Finlayson et 
al.20 on primary care nursing which identifies 
barriers to nurses expanding their practice. These 
include heavy nurse workloads, lack of physical 
resources, lack of support and motivation from 
general practitioners (GPs), GP attitudes, lack of 
leadership and poor nurse remuneration. Some 
nurses in the Finlayson study also reported a lack 
of self-confidence and a lack of a willingness to 
embrace change.

ACKnOWLEDGEMEnTs
Professor Malcolm 
Battersby is acknowledged 
for advice on 
research design. 

FUnDInG
The study received 
funding support from the 
sTAR Research Fund.

COMPETInG InTEREsTs
dr Janine Bycroft is a 
Flinders accredited trainer.

References

1. Bycroft J, Tracey J. self-management support: A win-win solu-
tion for the 21 st century. nZ Fam Phys. 2006;33(4):243–248.

2. national Health Committee. Meeting the needs of people 
with chronic conditions. Wellington: national Health Commit-
tee; 2007.

3. Ministry of Health. The 2006/2007 new Zealand Health 
survey. Wellington: Ministry of Health; 2008.

4. Ajwani s, Blakely T, Robson B, Tobias M, Bonne M. dec-
ades of disparity: ethnic mortality trends in new Zealand 
1980–1999. Wellington: Ministry of Health and University of 
Otago; 2003.

5. Battersby M. Health reform through coordinated care: sA 
Health Plus. BMJ. 2005;330:662–665.

6. FHBHRU 2009 [cited The ‘Flinders Model’ of chronic condi-
tion self-management. Available from: http://som.flinders.
edu.au/FUsCA/CCTU/self_management.htm

7. Bodenheimer T, Lorig K, Holman H, Grumbach K. Patient 
self-management of chronic disease in primary care. JAMA. 
2002;288(19):2469–75.

8. Glasgow nJ, Jeon Y-H, Kraus sG, Pearce-Brown CL. Chronic 
disease self-management support: the way forward for Aus-
tralia. MJA. 2008;189(10):s14–s16.

9. Jordan JE, Briggs AM, Brand CA, Osborne RH. Enhancing pa-
tient engagement in chronic disease self-management support 
initiatives in Australia: the need for an intergrated approach. 
Med J Aust. 2008;189(10):9–13.

10. Horsburgh M, Goodyear-smith F, Bycroft J, Mahony F, Roy 
d, Miller d, et al. Lessons learned from attempting to assess 
the evidence base for a complex intervention introduced into 
new Zealand general practice. qual saf Health Care. 2010; 
published online April 8, 2010; qshc.bmj.com doi: 10.1136/
qshc.2009.034439

11. Battersby M, Ask A, Reece M, Markwick M, Collins J. The 
Partners in Health scale: the development and pyschometric 
properties of a generic assessment scale for chronic condition 
self-management. Aust J Prim Care. 2003;9(2&3):41–52.

12. Glasgow R, Wagner EH, schaefer J, Mahoney L, Reid 
R, Greene s. development and validation of the Patient 
Assessment of Chronic illness Care (PACiC). Med Care. 
2005;43(5):436–444.

13. Glasgow nJ, Whitesides H, nelson C, King d. Use of the Pa-
tient Assessment of Chronic illness Care (PACiC) with diabetic 
patients: relationship to patient charactersitics, receipt of care 
and self-management. diabetes Care. 2005;28(11):2655–61.

14. Lorig K, sobel d, Ritter P, Layrent d, Hobbs M. Effect of a self-
management program for patients with chronic disease. Eff 
Clin Pract. 2001;4:256–262.

15. The EqOL Group. Euroqol: a new facility for the measurement 
of health related quality of life. Health Policy. 1990;16:199–208.

16. stewart A, Hays R, Ware J. The MOs short-form general 
health survey: reliability and validity in a patient population. 
Med Care. 2005;1988(26):724–735.

17. Kroenke K, spitzer R, Williams J. The PHq-9: Validity 
of a brief depression severity measure. J Gen int Med. 
2001;16(9):606–13.

18. Lawn s. PiH Comparisons on noarlunga Mental Health Project. 
in. Personal communication ed. Adelaide; 12 nov 2009.

19. Macdonald W, Rogers A, Blakeman T, Bower P. Practice 
nurses and the facilitation of self-management in primary care. 
J Adv nurs. 2008;62(2):191–199.

20. Finlayson M, sheridan n, Cumming J. nursing developments 
in primary care 2001–2007. Wellington: Victoria University of 
Wellington; 2009.

qUAnTiTATiVE REsEARCH

ORIGInAL sCIEnTIFIC PAPERs




