
NORTHERN NSW

 WINTER
STRATEGY

INTERIM  
EVALUATION  
REPORT

North Coast
Primary Health  
Network



Contributors

Anna Campain  Biostatistician, Statistics Division, The George Institute,  

Conjoint Lecturer, Faculty of Medicine, UNSW Sydney 

Bernadette Carter  Program Manager After Hours, NCPHN  

Dan Ewald  Lead Clinical Adviser, NCPHN 

Vicki Rose   Director of Integrated Care and Allied Health Services. 

NNSWLHD 

Monika Wheeler  A/Director, System & Service Integration NNSW, NCPHN 

Sharyn White  Director, System & Service Integration NNSW, NCPHN

Catriona Wilson  Manager Integrated Care, NNSWLHD 

Acknowledgement

Many thanks to all the contributors and participants in the Winter Strategy 2018 program. 

This includes the many GPs, Practice Nurses, and Practice Managers, and Chronic Disease 

Management Nurses and more than 800 patients who agreed to participate and provide 

their insights. 

Thank you to the executives, managers and clinical leaders in the Northern NSW Local 

Health District and the North Coast Primary Health Network who supported this program. 



Winter Strategy 2018 Interim Evaluation Report

Foreword
The Northern NSW Winter Strategy is a key integration initiative, jointly implemented 

by North Coast Primary Health Network and Northern NSW Local Health District. Unlike 

traditional winter strategies implemented by hospitals as a means of managing demand 

during peak winter periods, the Northern NSW Winter Strategy focusses its attention 

upstream, working with general practices to proactively identify and manage patients at 

heightened risk of hospitalisation. 

This approach addresses shared priorities for both Commonwealth and State levels of 

government as articulated in the 2018 Bilateral Agreement, ‘Coordinated Care Reforms 

to improve patient health outcomes and reduce avoidable demand for health services’.i 

The agreed core activities under the agreement include data collection and analysis, care 

coordination services and system integration, each of which is evident in this program.

2019 will mark the third year of the Northern NSW Winter Strategy. To date, 40 general 

practices have participated in the program, which is 41% of all the practices in the region. 

More than 90 individual general practitioners have enrolled patients in the program and  

49 practice nurses have been involved in managing the planned proactive care at a practice 

level. In 2019, 100% of the Aboriginal Medical Services have enrolled to participate. 

The design of the program was clinician-led and consumer informed, and has been a major 

catalyst for accelerating the momentum of systemic change in the region. It is evident that 

the relationships between health care providers in parts of the state health funded services 

and the general practices in their neighbourhoods are shifting. Despite the active period 

of the strategy being limited to the winter months, greater year-round collaboration is 

occurring. The program has also been instrumental in identifying the system enablers that 

add the greatest value and this, in turn, informs decisions about investment priorities. 

At a general practice level, the program has offered a rare opportunity for deeper 

engagement and has provided evidence of system barriers, service gaps, and capability 

development needs. This deeper understanding of primary care needs has informed both 

education and quality improvement approaches with the primary care sector. At a system 

level, access to data to inform proactive decision making is an ongoing challenge, however, 

steps are being taken to build capability in this region. 

This report provides an initial evaluation of the program in the winter of 2018.  

The evaluation approach has been to consider the quadruple aim of integration:  

patient experience, clinician experience, health outcomes, and value. It describes  

the approach and processes used for the benefit of others in the system who are 

considering implementing a similar program and it highlights positive outcomes in  

terms of both patient and clinician experience. 

Further work is ongoing to provide definitive evidence of patient health outcomes and 

address the question of value. This is being supported by the NSW Agency for Clinical 

Innovation and the George Institute for Global Health and will be published when complete.
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PATIENT EXPERIENCE

* Not patient’s real name: de-identified Winter Strategy participant from 2017/2018.

* 
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1.  a public state health service
2.  a regional primary care improvement organisation but not a direct provider of clinical services

Introduction

The Winter Strategy 2018 (WS18) is the second iteration of a joint project between the 

Northern New South Wales Local Health District (NNSWLHD)1, North Coast Primary 

Health Network (NCPHN)2 and 24 general practices. The role of this program is to 

increase the capacity and capability of general practice and local health district based 

services to respond proactively to at-risk patients and improve the integration of care  

in order to better respond to healthcare demands over the winter influenza season.  

Aims and strategies of the WS18 were developed through evaluating the impact of the 

Winter Strategy 2017 (WS17), which was co-designed by managers, clinicians, and patients. 

Program development and evaluation of WS18 sought to blend the quadruple aims  

of integrating health care: improved patient experience, improved clinician experience, 

improved health outcomes and improved value with focussed activities to increase 

patient self-management and improve access, timeliness, coordination, and 

comprehensiveness of care. These areas of focus are recognisable as the key domains  

of the Patient Centred Medical Homeii. 

The Winter Strategy is a manifestation of ongoing work between the Northern NSW 

Local Health District, North Coast Primary Health Network and general practice  

to shift the culture of patient care to an integrated approachiii. Specifically, this included 

work on safe and supported transitions in and out of hospital care and private-public 

primary care collaboration. 

Goal and aims 

The goal of WS18 was to support up to 1000 people with long term conditions  

to stay as well as possible, manage their conditions better and stay safely at home 

through winter 2018.

Aim 1:   To support general practices to keep their most vulnerable patients 
well and reduce their likelihood of being hospitalised in winter. 

Strategies:

1.1 Improve the patient experience through improved access, timeliness, care 

coordination and comprehensiveness of care for winter strategy patients.

1.2 Improve clinician experience of delivering heightened care for a high-risk group.

1.3 Increased patient self-management confidence and capability through  

Sick Day Action Planning and other health coaching.

Executive Summary
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  3. The George Institute for Global Health is a health and medical research institute 
whose mission is to improve the health of millions of people worldwide.

Aim 2:   To reduce the length of stay in hospital and re-admission rate through 
improved integration and collaboration of care between hospital, 
community and primary care during winter. 

Strategies:

2.1 Integrated and collaborative strategies with Local Health District Chronic Disease 

Management teams and hospital services, including:

2.1.1 Emergency presentation and hospital admission notifications to Chronic Disease 

Management (CDM) for WS18 registered patients and 48-hour post discharge 

follow up and subsequent contact with relevant general practice by CDM.

2.1.2 Electronic Hospital Admission and Discharge Notification (ADN) of WS18 

registered patients sent to treating General Practitioners (GPs).

2.1.3 Trial the employment of Care Facilitators at The Tweed Hospital and Lismore 

Base Hospital.

2.1.4 GP appointments post hospital discharge for patients over 70 years.

This report also describes the key elements of the WS18 program aimed at improved 

integration of patient care.

Methods for implementation and evaluation

This project included a co-design approach, designed to engage stakeholder driven effort  

to improve integrated care systems between general practices and the NNSWLHD.   

General practices participated voluntarily and then recruited patients for the strategy.  

Mixed methods were used to evaluate the patient and clinician experience of the project. 

WS18 was implemented in three phases and evaluated by NCPHN and the George Institute 

for Global Health3.  

A program logic supporting the implementation and data gathering was developed 

reflecting the quadruple aims of integration: patient experience, clinician experience,  

health outcomes and value for moneyiv (Appendix 1).  

Results

24 general practices registered 808 patients in WS18 and 786 patients completed  

the program. See Appendix 2 for a list of participating practices. The average age of 

participants was 74 years and 56% were female. 80% of patients were aged 65 years and 

older and 40% of the cohort were aged 80 years and older. No practices withdrew from  

the program and only one patient withdrew once registrations had closed.
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Patient and Clinician Experience pre and post-surveys were returned by over 75% of 

participating patients and clinicians. Paired results were available for 75% of patients and 

49% of clinicians. 

Pre-surveys were received from 740 (91.5%) and post-surveys were received from 

690 (85% enrolled patients or 88% of those 786 patients remaining at the end of the 

program). Both pre and post-surveys were available for 608 (75%) participants. 

There is a clear pattern of improved patient outcomes in all the domains addressed by 

the Patient Experience pre and post-surveys. The indicators of patient access, self-care 

confidence, comprehensiveness of care and patient self-management all improved. 

These changes are both clinically and statistically significant. These improvements were 

demonstrated despite the high pre-scores for the Patient Experience survey questions.

The Clinician Experience survey data is dominated by GP responses, compared to 

the practice interview data which is predominantly from Practice Nurses and Practice 

Managers. Paired Clinician Experience pre and post-survey questions, covering general 

practice and hospital communication and collaboration, all showed improvement. This is 

supported by 79% of clinicians reporting they think that Sick Day Action Plans are safe 

and effective, and 75% reporting that the WS18 program triggered more thorough and 

systematic care planning than they were usually able to provide.

The consistency of results from patient surveys, clinician surveys and the interviews 

all supporting a likely improvement in the quality of care is very encouraging. This is 

consistent across several aspects of quality including access, comprehensiveness, and 

self-management. 

The increased or improved culture of collaboration/integration, information sharing 

(within teams and between sectors) and improved clinician experience is consistent 

within the qualitative and anecdotal experience. There is strong consistency between the 

qualitative and quantitative results favouring a positive impact on many of the elements 

of the local health system where the program sought to make a change.

The lack of a control group makes it impossible to measure an impact on hospitalisations. 

However, work is progressing to test a propensity score matched control group from the 

wider North Coast community.

Executive Summary
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Discussion

Through a focus on quality and integration of care for a high-risk cohort, there is 

reasonable confidence that the WS18 program delivered improved patient experiences 

and improved clinician experiences. 

Though unable to be explicitly measured it is believed this type of program can, and 

has, significantly contributed to improved health outcomes and an improved culture of 

health system integration in the area. This should enable subsequent local health system 

reforms for integration to be more ambitious and of extended impact. 

The strengths include:

• Strong stakeholder engagement from general practices and the NNSWLHD.

• Positive impact on the local culture of integrated care with practical successes 

helping to stimulate further systemic change.

• Positive reported patient experience and indications of improvements  

to the quality of care.

• Increased Sick Day Action Planning (SDAP).

Success in the program was driven by the quality of enduring relationships between 

sectors, improved program implementation, and strong survey completion rates to give 

a strong quantitative result.

Further work using propensity score matching will give a stronger indication of the 

impact on health outcomes. Future iterations should consider the scale and direction  

in terms of the program length and scope and integrated care at the systemic level.

 

continued
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Australian healthcare providers both in hospitals and communities are reporting high 

levels of demand over the winter period, with infants and the elderly particularly at 

risk.v,vi Traditionally, hospitals plan for a surge in hospital demand by reducing elective 

admissions and other internal arrangements.vii, viii The need for an integrated care 

approach was recognised in previous work such as the North Coast Medicare Local 

Integrated Care Collaborative 2015.ix  

The implementation of the WS18 program was strongly influenced by key lessons  

from the WS17,x including:

• The need for a more measured and structured roll out with adequate  

preparation time.

• Time efficient reporting and payment regimens.

• A more consumer friendly approach to gathering patient experience measure.

• Education and training in health coaching and other self-management for  
practice teams.

• Opportunities for cross practice learning. 

While the implementation of WS17 was hurried, there was a high degree of acceptance 

and achievement. WS17 demonstrated favourable results and feasibility for it to be 

undertaken again in 2018. 

WS18 occurred in an environment where enablers of integrated care had gone before  

it or been concurrently implemented, for example, the Integrated Care Collaborative  

and the Patient Centred Medical Home program, both of which had a strong focus  

on quality improvement.

It is important to recognise the enablers of integrated care that are being implemented 

state-wide such as HealtheNet, which facilitates shared communications including 

electronic discharge summaries, pathology results and medical imaging. This effort to 

improve public hospital sector communication with primary care had been augmented 

locally through the creation of admission discharge notifications (ADNs). ADNs are 

automated electronic messages notifying GPs when any of their enrolled patients 

are admitted to or discharged from a hospital ward which prompts opportunities for 

collaboration and admission, discharge and follow up planning.

The WS18 also draws on previous work undertaken with the NNSWLHD, NCPHN and 

local Aboriginal Medical Services (AMSs) to implement integrated care initiatives.  

In 2015, the Integrated Care Collaborative matched the Chronic Disease Management 

(CDM) clinicians with general practices and developed agreed ways of communicating 

and connecting care in a person-centred approach. NNSWLHD CDM teams assist people 

with chronic disease to manage their health care needs. 

Background and rationale
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  The George Institute for Global Health is a health and medical research institute 
whose mission is to improve the health of millions of people worldwide.

The CDM team provides care coordination, care navigation, and health coaching; and 

works with GPs and Practice Nurses (PNs) to develop a health plan that meets patient 

needs. The collaborative spanned nine months and during that time capability and 

attitudes to cross sector collaboration is thought to have improved. 

Northern NSW health services have a shared vision for integrated care.xi There are 

existing governance structures and processes for integrated care initiatives and these 

have provided oversight for the development of the WS18. This included the redesign of 

the CDM workforce, a number of information technology enablers and a strong focus on 

continuous quality improvement.

CDM and Chronic Care for Aboriginal People (CCAP) teams have redesigned their 

services aiming to provide person-centred integrated care. Clinicians in these areas have 

been working more collaboratively across the system and the approaches have been 

furthered through involvement in the WS17 and WS18. Nurse Network meetings  

(public/private mix) are held on a regular basis to increase opportunities for 

collaboration and shared learning on current shared initiatives. 

Education sessions regarding good chronic disease management cover topics such  

as common chronic disease conditions, health literacy, and health coaching during the 

winter period.
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A consultation/co-design approach was used to understand and clearly define the issues; 

develop potential solutions and test ideas.xii

Community consumer panel 

NCPHN did not have direct contact with or access to patients specifically in the Winter 

Strategy cohort. As a proxy for patient input to WS18, NCPHN conducted a social media 

campaign to recruit a panel of seven community members experiencing or caring for 

someone with long term health conditions. The panel was instrumental in the re-design 

of the patient information sheet and edit of the Patient Experience survey questions. 

They also attended and contributed to the co-design workshop.

Co-design workshop

A co-design workshop was held in conjunction with the expert evaluation reference 

panel (12 February 2018) and was attended by 45 participants drawn from general 

practice, NNSWLHD and the Community Consumer Panel. The workshop focussed  

on specific areas of implementation and resulted in the following proposals for inclusion 

in the WS18 design:

• More support and guidance for practices.

• Remuneration to practices needed to more closely reflect real time costs. 

• Patient information in plain English.

• Clinician driven patient selection.

•  Quantifying ‘Practice Nurse hours’ in terms of both payments and protected time  
in promotional material.

• Providing the opportunity for cross practice and cross sector learning and discussion.

•  Education on how to use allied health in the WS program and promoting allied health 
services to general practice.

•  NNSW CDM team to receive ED and admission alerts and provide 48-hour post 
discharge follow up.

•  Care Co-ordinator position within the hospital to assist communication and 
coordination around WS18 patients.

• Explore options other than admitting patients to the ward unnecessarily.

•  Measuring performance through case file review (hospital admission preventability) 
and deep dive case study in selected practices.

•  Asking patients what is new about how they are managing their condition;  
if they have a Sick Day Action Plan and if they thought this helped them avoid 

hospital admission.

Many of these recommendations were able to be included. 

Implementation methods
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Governance

WS18 continued with the governance structures set up in WS17. Project staff and 

senior managers of both NCPHN and NNSWLHD met weekly to lead and progress the 

implementation. A smaller evaluation committee which included the George Institute for 

Global Health as evaluation consultants, met throughout the year to oversee evaluation 

activities in 2018 and develop an additional evaluation approach for hospital utilisation 

and cost analysis using a propensity score matched control group. Use of a patient code, 

only able to be decoded by general practice and the NNSWLHD, ensured NCPHN did not 

receive identifiable patient information. 

Promotion of Winter Strategy 2018 (WS18)  
to general practice 

WS18 was promoted to general practice in February 2018. 

The invitation to enrol was broadly disseminated through the Clinician Newsletter, the 

WS17 mailing list and through contact via NCPHN Quality Improvement Support Officers. 

WS18 was promoted as a structured project with payment tied to three phases. 

Phase 1: Practice preparation, enrolment and patient selection (4 weeks).   

Phase 2: Patient registration and care planning (8 weeks).

Phase 3: Service Delivery (16 weeks).

Phase 1: Practice preparation, enrolment and patient selection 

In response to feedback from WS17, the preparation lead time was significantly 

increased, and the following structure and guidance were given to the general practices: 

• The WS18 workshop website was launched on 5 March 2018. It included a project 

overview and a project calendar detailing the tasks to be completed in each phase. 

• General practice preparation sessions were held to clearly explain project 

expectations.

• Completion of the Practice Preparation Guide was a pre-requisite to complete 

enrolment. The guide asked how key internal practice arrangements would be made 

to initiate and sustain WS18.
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Phase 2: Patient registration and care planning

Patient Selection

Eligible patients were adult patients (18 years or over) who have chronic and complex 

health problems and are thought likely to benefit from a focus on proactive care and 

monitoring including:

• Optimised self-management.

• Improved access to necessary support services.

• Improved collaboration with NNSWLHD community and hospital services.

Patients who were under 18 years or who had existing enhanced care coordination and 

management, for example, those enrolled in the Coordinated Veteran’s Care program 

and those in Palliative care programs, were ineligible. Similarly, practices were asked to 

exclude patients not at high risk of admission to hospital as they would have little to gain 

from enhanced care.

General practices were asked to focus their selection on those patients they thought 

would most benefit from the WS18 program. Patient selection indicators were also 

offered on the WS18 website including a current GP Management Plan or Team Care 

Arrangement, high-risk conditions, medications and lifestyle factors. The HARP risk 

calculatorxiii was also made available on the website.

A patient information sheet was developed and distributed to practices as an aid to 

invite patients to participate. Verbal patient consent was recorded on their medical 

record. A unique patient identifier was allocated to each patient by the practice and 

this was used to register patients through a secure website developed by NNSWLHD. 

The patient’s demographic information was captured along with information about the 

presence of key chronic conditions, co-morbidities, the status of their care planning and 

social impact factors (Table 1).

Implementation methods
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Table 1:  Existing chronic conditions, co-morbidities, care planning,  

and social impact factors.

Existing Chronic 

Conditions
Existing co-morbidities Social impact factors

Congestive Heart Failure 

(CCF)
Anxiety/Depression Health care card holder

Chronic Obstructive 

Pulmonary Disease (COPD)

Other Mental Health 

Conditions
DVA card holder

Ischemic Health Disease 

(IHD)

Active Drug and Alcohol 

issues
Disability or Aged

Diabetes Current smoker Care Planning

Chronic Kidney Disease More than five medications
Care plan created or reviewed 

in the last 6 months

Asthma Other Current Sick Day Action Plan

Stroke CVA/TIA

Other

General practices were instructed to commence care planning. 

This was to include that they: 

1. Ensured health assessments, medication and immunisation records were up to date. 

2. Provided each registered patient with a contact person in the practice to engage 

with directly if they have concerns.

3. Designed a process of regular check-ins to monitor patient health. This could be a 

blend of face to face appointments, phone calls and/or SMS messages. 

4. Developed processes with the patient to ensure regular assessment of key 

symptoms, for example, sleep, shortness of breath, weight change, cough, chest pain, 

fatigue, and mental health scores. 

5. Developed clear in-house guidelines for what to do when monitoring activity that 

revealed deteriorating health.

6. Provided self-management education to patients and carers based on their 

condition/s including the development of a Sick Day Action Plan where relevant. 

continued
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Clinicians were provided with access to standard action plan templates for common 

conditions. These were made available in PDF on the WS18 website and downloadable 

templates for use in clinical software from Health Pathways.xiv

Connection, including face to face meetings between the practices and their local 

NNSWLHD CDM team, was actively encouraged by NCPHN and NNSWLHD staff and 

managers during Phase 2 of the project. 

Phase 3: Service delivery

In Phase 3 the practices were tasked with delivering the planned proactive care in a way 

that was person-centered, comprehensive and coordinated and which ensured priority 

access for patients. Phase 3 also included or coincided with introducing the following 

health system initiatives.

Patient access to allied health and Practice Nurse home visits

On a case-by-case basis, general practices could request funding from NCPHN for allied 

health services where there were no other funding options for the WS18 patient to access 

care. To access allied health funding, the practices submitted an online request form to 

NCPHN (using a patient code) and upon approval, NCPHN paid the provider directly.

Practices could also be remunerated for home visits by the Practice Nurse (PN)  

to WS18 patients, using a model developed in a Practice Nurse Home Visit trial in 2014xv. 

There were limits on the number of visits available per practice. 

Access to Chronic Disease Management (CDM) team services and automated 
Admission/Discharge Notification (ADN)

The NNSWLHD admission and discharge notification (ADN) service was developed in 

2015 and extended to WS17 patients and was again made available to WS18 patients. 

When an ADN was created the GP received secure messaging when their patient was 

admitted to and discharged from the hospital.

For the WS18 period, the CDM team also received an alert for every winter patient 

emergency department presentation and hospital admission. General practices were 

alerted by the ADN and the CDM team about the admission. A second contact to the 

practice was made after a follow-up patient review by the CDM team after discharge 

from the hospital. This was to advise what care arrangements were in place and invite 

further discussion about how best to continue follow up and support for the patient,  

if necessary.

Implementation methods
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GP appointments post hospital discharge for patients over 70

Prior to Winter 2018, northern NSW hospitals implemented processes for making follow 

up GP appointments for patients over 70, prior to discharge. 

Employment of Care Facilitators 

NNSWLHD advertised two temporary Care Facilitator positions (12 weeks) during the 

winter 2018 period for Lismore Base Hospital (LBH) and The Tweed Hospital (TTH). 

The purpose of the position was to facilitate care through better coordination and 

communication between teams, aiming to prevent avoidable admissions and facilitate early 

discharge where possible, drawing on existing resources. The positions were envisaged as 

primarily facilitating a response at the operational system level rather than at the individual 

level. It was their role to pull hospital services together, where needed, to get the right 

team around the patient at the right time. Only one position was appointed and located  

at TTH. 

Health coaching training

Health coaching training was delivered in three locations in Northern NSW in May 2018. 

The training was open to all general practices and was designed to coincide with the WS18 

Phase 2 period. A specialised trainer was engaged by NCPHN to perform the training and 

provide follow up mentoring to WS18 practices throughout the Phase 3 period. 

Financial remuneration to general practices

On the completion of all the enrolment tasks, the practice received a one-off payment 

of $370. This was remuneration for the time taken to obtain practice agreement to 

participate, update GP details and identifiers with the NNSWLHD, submit the preparation 

guide and select the patient cohort.

In Phase 2 the practices received $64.75 for each patient registered to remunerate 

1.75 hours of the PN time to discuss with and recruit the patient, register them on the 

NNSWLHD website and complete the preparatory assessment, and planning and to 

administer and submit pre-service delivery patient and clinician surveys. The payment was 

made to the practice in one lump sum when all of their patients were registered, and their 

patient and clinician survey data was finalised.

During Phase 3 the practice received $12.40 per patient per week. This remuneration was 

to provide proactive care, nominally calculated at 20 minutes per week per patient by 

the PN. Practices were able to organise the care in collaboration with patient needs and 

preferences. The payments were made at eight weeks and after the completion of the 

project when all the post-program patient and clinician surveys were finalised.

continued

Winter Strategy 2018 Interim Evaluation Report 18



A patient who stayed in the project for the full 16 weeks attracted the remuneration of 

$263.15.

As requested in the WS18 co-design process, the payment schedule was promoted to 

general practices as both financial remuneration and protection of PN time (Table 2). 

Table 2: Explanatory payment and protected time schedule.

PHASE
PAYMENT  

@ $37 per hour
PROTECTED TIME Income per patient

PHASE ONE

Practice Preparation 

and Enrolment 

(4 weeks)

Practice payment 

$370 (one off)
10 hours

64.75 (Registration)

 +

198.40 (16 Weeks)

= 263.15 (Total)

For each patient  

in the project for  

16 weeks

PHASE TWO

Patient Registration 

and Care Planning  

(8 weeks)

$64.75 per patient 

(one off)

1.75 hours  

per patient

PHASE THREE

Service Delivery 

(16 weeks)

$12.40 per week per 

patient per week

20 minutes per 

week per patient* 

* Example - For 10 

patients put aside 

3 hours. 20 mins of 

PN time per week 

(approx. half a day 

per week)

Flu prevention campaign 

Flu prevention posters were developed and disseminated through the NCPHN website 

and by the NCPHN Quality Improvement and Practice Support teams to general 

practices. A locally targeted social media campaign was run through the winter season 

promoting vaccination and respiratory hygiene. The flu prevention campaign was not 

evaluated.

Online forum for cross practice and cross sector learning and discussion

In response to feedback from WS17 and the co-design workshop in 2018, an online forum 

was developed for the WS18 website. The forum was administered by NCPHN and open 

to general practices and NNSWLHD CDM teams.

Implementation methods
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Nurse Network meetings

Quarterly Nurse Network meetings were held throughout 2018 with a focus on topics 

that may assist in preparation for and/or service delivery during winter 2018. The aim of 

the Nurse Network meetings was to facilitate collaboration between public and private 

sector primary health care providers. The evening meetings were well attended by 

Practices Nurses in an unpaid capacity with dinner provided. Nurse Network meetings 

attendance in 2018 shown in Table 3. 

Table 3: Attendance of Nurse Network meetings in 2018.

Health Literacy 

and Teach-

Back (March)

Wound Care 

(May)

Health 

Assessment 

and My Aged 

Care (August)

Trauma 

Informed Care 

(November)

Tweed Valley 25 63 44 26

Northern Rivers 

and Clarence 

Valley

48 53 45 35

 

continued
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Expert evaluation reference panel and evaluation plan

An expert evaluation reference panel was convened in February 2018 to determine 

outcome measures for WS18. Without a control group, it was not possible to measure 

the impact on hospital utilisation for the WS18 cohort. Consequently, the evaluation for 

WS18 focussed on two of the four aims of integration; patient experience and clinician 

experience (with limited capacity to measure) (Table 4). 

The evaluation included:

• Patient reported measures through a pre and post-survey.

• Clinician experience measures through a pre and post-survey.

• Patient registration data.

• Hospital utilisation data. 

• Qualitative information gathered systematically through practice interviews and 
feedback from NNSWLHD CDM staff.

• Analysis of links between changes in patient survey results, patient registration data 
and hospital utilisation (to be reported later in association with the George Institute  
of Global Health). 

• Analysis of the use of additional allied health services.

• Collection of lessons for WS19.

NNSWLHD and NCPHN sought assistance with the formal evaluation from the NSW 

Agency for Clinical Innovation, who in turn funded The George Institute for Global Health 

to measure outcomes in WS18. All four parties (NNSWLHD, NCPHN, Agency for Clinical 

Innovation and The George Institute for Global Health) have developed a memorandum 

of understanding detailing their responsibilities for evaluation in WS18.  

Table 4: Evaluation plan overview.

Evaluation Aim Evaluation Method / Data capture points

Impact/patient experience •  Patient Experience pre and post-surveys (PREM) for 

WS18 patients. 

Service provider experience •  Clinician Experience pre and post-surveys.

•  Qualitative interviews with general practices pre and 
post Phase 3.

•  Qualitative feedback from the CDM pre and post 
Phase 3.

Cohort description and 

Hospital utilisation

•  Registration data and hospital utilisation data of 
registered WS18 patients.

•  Linking WS18 Patient Experience survey results  
with patient registration and hospitalisation data.  
(to follow in a subsequent report).

Evaluation methods
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Patient Experience surveys 

General practices were asked to gather information about the recent experiences of care 

received by their patients by requesting them to complete one survey during Phase 2 

and another at the end of Phase 3.

As no validated tools were acceptable for use in this context, Patient Experience 

surveys were designed in-house to cover the domains in which there was hope to 

see improvement (access, timeliness, care coordination, comprehensive care, self-

management confidence and patient activation). This was an adaptation of the survey 

used in WS17. Due to the experience in WS17, where there was a bias towards high pre-

survey scores, the range of Likert scale response options was expanded from 5 to 7 

categories to decrease the likelihood of a ceiling effect that could reduce the ability to 

demonstrate improvement. 

Surveys were provided in hard copy with an envelope for the patient to seal their 

response. The envelopes were collected by NCPHN staff and the response data were 

entered into a central database. The surveys were identified by the unique WS18 patient/

practice code. The link between a patient code and a patient name was known to the 

practice and NNSWLHD but not to NCPHN who had oversight of the survey data entry. 

Responses of six or seven on the scale were grouped as highly/strongly agree for 

basic group analyses, but not for paired data analyses. Each question also had a ‘don’t 

know/not applicable’ response option which was removed from the analysis. See 

survey examples at Appendix 3-6. The wording and acceptability were tested with the 

Consumer Reference Group. 

As can be seen in Appendix 7, Table 5, the pre-survey responses were high for many 

questions creating a likely ceiling effect. Questions that were unlikely to be useful due 

to very high pre-survey scores or problems with interpretation were dropped, there 

being sufficient remaining questions to show a gain or decline in each domain if that 

should occur. (e.g. removal of I am confident that I can tell my GP, nurse or other health 

care provider concerns I have even when he/she does not ask with pre-survey 85% 

responding highly/strongly agree). Also, to improve the capacity to show a change over 

time, some high scoring pre-survey questions were augmented with a Yes/No question 

in the post-survey asking if that aspect had improved over the course of the program 

(even if scored high at the start).

The pre-survey included 13 questions. The post-survey contained 15 questions, with eight 

being common to the pre-survey which were used for the paired data analysis using the 

Wilcoxon Signed-Rank test. 
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Clinician Experience surveys 

The clinician experience is a key outcome in health system reform as it relates to the 

potential for implementation and sustainability for changes. It was sought to measure 

before/after changes in a range of domains of clinician experience in which they hoped 

to see a change. 

These included; 

• Professional satisfaction in caring for chronic/complex patients.

• Collaboration across public and private provider groups.

• GP involvement in admission/in-patient progress and hospital discharge processes.

• Being able to arrange appropriate services for patients.

• Feeling confident their patients receive good care. 

These items are reflected in the Clinician Experience pre-survey questions in Appendix 3. 

Surveys for clinicians were administered during Phase 2 and at the end of Phase 3.  

As with the Patient Experience survey, in order to improve the capacity to detect a 

change in the clinician experience, questions with a high rate of maximum baseline 

scores were deleted and other retrospective questions were added to the post-survey 

to capture reflections on the perceived value of the program and views of alternative 

patient selection strategies (Appendix 8, Table 6).

Clinicians completed the surveys online or in hard copy and had the option of including 

their name, which was then used to pair before-after data for analysis. Some chose not to 

include their name. 

Hospital presentations and admissions 

Data for hospital admissions and Emergency Department (ED) presentations from 24 

May to 14 September 2018 (16 weeks) were extracted after the program was completed. 

This allowed a description of the main causes of in-patient admission, the volume of ED 

presentations and a comparison of the spread of admissions across different general 

practices. Future analysis aims are to compare hospital utilisation of the enrolled group 

with a propensity-matched control group and an exploratory analysis of the interaction 

of specific patient factors and patient experience measures with hospitalisation. This will 

be reported elsewhere in the future. 

Evaluation methods continued
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Phase 1: Practice preparation, enrolment and patient selection 

A total of 24 practices enrolled in WS18. 11 practices completed their enrolments within 

the set time frame, by 30 March 2018. A further 10 completed three weeks later, by  

20 April 2018 and the last three were very late enrolments, by May 2018. 

Nine of the WS18 practices were WS17 participants. Another two WS18 practices were 

enrolled in 2017 but did not complete the WS17 project. The other 13 general practices 

were new to the WS18 program. With two exceptions, general practices who were new 

or who had been unable to complete in WS17 chose a small cohort of 20 patients or less 

(Graph 1).

Graph 1: Number of patients vs previous WS17 or new WS18 participant.

Phase 2: Patient registration and care planning

Patient registration opened on 6 April 2018 and planned to close on 25 May 2018.  

Despite the long lead time to register patients compared to WS17, there was still a 

concerted effort at the end of the registration period to register patients before the cut-

off. Therefore, registration was extended by two weeks until 8 June 2018. A total of 808 

patients were registered when patient registration closed on 8 June 2018.

The average age of participants was 74 and 56% were female. 40% of patients were 

aged between 65 and 79 years and a further 40% of the cohort were aged 80 years  

or older. Other descriptive cohort data is shown below (Table 7) as collected at the point 

of patient registration. 

Results and outcomes
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 Table 7:  Percentage of total WS18 registered patients with health and social and care 

planning impacts. 

CURRENT ACTIVE CHRONIC CONDITIONS
% Total Registered 

Patients*

Chronic Obstructive Pulmonary Disease (COPD) 30%

Ischemic Heart Disease (IHD) 17%

Diabetes 26%

Chronic Kidney Disease 11%

Asthma 22%

CVA/TIA 5%

Other Chronic Condition 57%

CURRENT ACTIVE COMORBIDITIES
% Total Registered 

Patients*

Anxiety/Depression 23%

Other Mental Health Condition 5%

Active Drug & Alcohol Issues 2%

Current Smoker 5%

Currently prescribed more than 5 medications 76%

Other 22%

SOCIAL IMPACTS
% Total Registered 

Patients*

Health Care Card 18%

Disability or Aged Pension 78%

None of the above 9%

CARE PLANNING
% Total Registered 

Patients*

Care Plan created or reviewed within the last 6 months 80%

Has a current Sick Day Action Plan 28%

Results and outcomes
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Patient withdrawals 

Practices were asked to submit an online form using the Winter Patient ID when patients 

withdrew or died.  From the week ending 8 June 2018 when registrations closed, until the 

end of the program in September, twenty-two online submissions were received  

as follows: 

• Five people deceased.

• Seven geographically relocated away from the registering general practice.

• Eight were considered no longer appropriate and all of these were due to nursing 
home placement except one, where the person entered the palliative care program 
making them ineligible.

• One was admitted to rehabilitation for a broken femur.

• One person withdrew their consent as they no longer wished to participate  

(5 July 2018).

786 patients remained in the WS18 program at the completion of phase 3. 

It was intended to provide each practice with a list of patients with high hospital 

utilisation or otherwise noted to be high-risk from the hospital perspective, however, 

these data sets were not available to practice in time to influence patient selection.

Phase 3: Service delivery

Patient access to allied health and Practice Nurse 
(PN) home visits

While still not widely used, the allied health funding was 

used more frequently in WS18 than in WS17. Six practices 

requested funding for a total of 13 patients. Of the 57 

sessions of allied health provided, the majority were for 

physiotherapy. In keeping with the age of the cohort, allied 

health sessions were primarily used for issues to do with 

pain and mobility.

One practice used the fund innovatively to run a 

cardiopulmonary group employing an exercise physiologist, 

diabetes educator, dietician, and social worker to run group 

sessions. One patient was referred to a group exercise 

physiology program for patients with heart disease.

Only two practices requested reimbursement for  

(three) Practice Nurse home visits but results were 

anecdotally positive. 
Collaboration 

Comprehensiveness

“  Our Practice Nurse 

had spoken with 

CDM regarding social 

support needed for the 

patient and did a home 

visit with the CDM  

to gauge supports  

in place and supports 

needed. Very useful 

resource being able  

to visit and co-ordinate 

in conjunction with  

the CDM.”
Practice Manager

continued
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Health coaching training

28 nurses from 11 WS18 practices attended health coaching training. It was very well 

received and positively reviewed. 

Nurses from a third of practices said that attending health coaching training had made a 

difference in their practice. Others said they struggled to implement the frameworks and 

most had difficulty finding the time to attend the follow up mentoring sessions or listen 

to the recordings that were provided.

GP appointments post hospital discharge for patients over 70

Local processes were developed at NNSWLHD so that GP appointments after discharge 

were made for patients over the age of 70 years. The appointment processes were not 

recorded in the electronic medical record and results were reliant on local data gathering. 

The Tweed Hospital, however, kept a weekly database of appointments (see table below).  

Table:  The Tweed Hospital GP appointments made post hospital discharge for patients 

over 70. June -September 2018.

JUNE JULY AUGUST SEPTEMBER
GRAND 

TOTAL

Patients 258 461 568 378 1665

GP Appointments 

made for over 70s
114 201 237 161 713

In addition, the local data for The Tweed Hospital indicated that of 21 patients where GP 

appointments were not made, the majority of these resulted in an appointment with a 

Specialist or referral to another hospital service. Only one person said they did not want 

an appointment and two said they would make the appointment themselves.

There were also anecdotal reports from practices that some appointments had been 

made by the hospital on discharge.

Results and outcomes
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Employment of Care Facilitators 

The Tweed Hospital (TTH) Care Facilitator position was located in the Emergency 

Department (ED) and focussed on system issues relevant to the WS18 cohort that 

presented to the ED. 

An ED staff questionnaire was undertaken on commencement of the role which found:

• 61% of ED clinical staff had not heard of the WS18.

• 65% were unaware of the CDM team.

• 75% did not know how to refer to the CDM team.

In response to this internal survey, information and education sessions were organised by 

the Care Facilitator and internal referral processes were streamlined by ED staff. 

NNSWLHD operational challenges and systemic opportunities

There were NNSWLHD staff vacancies in key areas over the WS18 period. These included 

Aboriginal Health Liaison Officer (AHLO) and Aged Services Emergency Team (ASET).  

This affected the ability to provide necessary assessments and planning to discharge 

safely in a timely manner.  

Additional barriers and opportunities for improvement identified through provider 

interviews included:

• Internal hospital avoidance projects such as ASET unable to access relevant  

patient information data via the national AUSKey to support timely discharge  

and avoid admission.

• CDM staff not located on the hospital campus, reducing the ability to screen  

and identify patients needing care coordination.

•  Frequent users of NSW Ambulance and NNSWLHD were identified but not  

addressed collaboratively. 

Despite the operational challenges, Senior Managers within the LHD report a positive 

impact on the impetus for change across the system. While not captured in any formal 

way, there appeared to be greater normative integration or a common frame of 

reference for organisational and clinical approaches to patient care.xvi Through practical 

success in the WS18 program, there is also an increasing sense that systemic change  

is possible, viable and worthwhile.    

continued
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Financial remuneration to general practices

The average payment was $287 per patient. This includes a total of $5411 for 57 sessions 

of allied health and $135 for three Practice Nurse home visits. 

Other program costs were not quantified but include items such as governance, 

NNSWLHD and NCPHN staff support, and training costs.

Online forum for cross practice and cross sector learning and discussion

The forum was launched on 22 May 2018 and login instructions were sent to key staff 

in the general practices. There was no response to the initial posts on the forum and 

NCPHN lacked the resources necessary to further socialise the forum for engaged 

discussion with participants. 

Nurse Network meetings

Nurse Network meetings were held in both Lismore and Tweed Heads and included 

topics such as health literacy, wound management, use of Sick Day Action Plans for 

chronic conditions, Older Persons’ Health Assessments and how to access My Aged Care. 

Presentations were provided by NNSWLHD and NCPHN staff with specialised knowledge 

in their fields. The evening meetings provided opportunities to make connections, 

develop collaborative working arrangements across the system and discuss ways of 

putting the knowledge and integration into practice. 

Patient Experience survey results

Pre-surveys were received from 740 of the 808 enrolled patients (91.6%) and post-

surveys were received from 690 of the 786 who remained in the program at the end of 

phase3 (87.7%). Both pre and post-surveys were available for 608 (77.3% participants at 

completion). Patient Experience pre and post-survey results can be found in Tables 5 and 

8 respectively in Appendix 7.

The pre-survey scores tended to be high across all 13 questions. Paired analysis of eight 

common questions indicated that there were significant improvements for all questions 

except ‘I understood how each person in my healthcare team could help me’ (Table 9). 

However, 73% felt this area had improved. 

These questions cover each of the domains of the impact that was sought to influence: 

access, comprehensiveness, and confidence in self-management. 

There is a clear pattern of improved patient outcomes in all the domains addressed by 

the Patient Experience surveys. The indicators of patient access, self-care confidence, 

comprehensiveness of care and patient self-management all improved. These changes 

Results and outcomes
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are both clinically and statistically significant. These improvements were demonstrated 

despite the high pre-scores for Patient Experience survey questions which would tend  

to regress to lower scores.

A consistent pattern of results is seen in the supplementary questions in the post-survey 

asking if patients thought key aspects had improved (Appendix 7, Table 8). 

This includes:

68.7% reporting that appointment access to their GP team had improved,  
69.8% felt more comfortable to seek advice from their general practice team.

90.6% had a sick day action plan, and 61.4 % had used it.

71.3% reported improvement in their health care team trying to help with all aspects 
of their health needs, 73% felt their understanding of how each person in their health 
care team could help them had improved. 

Sex differences were analysed, however, there was no difference between sexes for 

those responding highly/strongly agree to any of the questions in either the pre-

surveys or post-surveys (results not shown). 

continued
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Table 9: Paired data analysis for Patient Experience pre and post-survey

Survey Questions  
(N=570 matched responders)

Pre-Survey - 
Highly/Strongly 

Agree

Post-Survey - 
Highly/Strongly 

Agree

Test for increase 
(Wilcoxon signed 

rank test)  
*P Value

Over the past three months, 
it has been easy for me to get 
appointments to see my GP or 
nurse when I needed to

421/560 (75.2%) 460/555 (82.9%) <.0001

If I am sick, I feel comfortable to 
contact my GP or nurse to get 
advice on what to do

420/548 (76.6%) 467/540 (86.5%) <.0001

Over the past three months, my 
health professionals have tried to 
help with all aspects of my health if 
needed (for example, help with my 
diet, exercise, home, social needs) 
not just some aspects

401/520 (77.1%) 421/509 (82.7%) 0.0236

Over the past three months, I felt I 
understood how each person in my 
healthcare team could help me

414/539 (76.8%) 417/521 (80.0%) 0.0512

Over the past three months, when 
I have started to feel sick, I have 
known what I can do to help 
prevent myself from becoming 
worse

353/531 (66.5%) 411/517 (79.5%) <.0001

I am confident I know how to help 
prevent further problems with my 
health condition

340/539 (63.1%) 375/535 (70.1%) 0.0020

I feel I have a good understanding 
of what each of my prescribed 
medications are for

389/547 (71.1%) 472/555 (85.0%) <.0001

Being active in my own care is the 
most important thing for my health

426/546 (78.0%) 468/549 (85.2%) 0.0003

# ‘don’t know’ and ‘not applicable’ responses removed from analysis 
*Denominator indicative of response rate per question 
**Wilcoxon signed rank test performed on matched available per question
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Clinician Experience survey results

An exact number of participating clinicians is not known as not every staff member in 

the general practice participated and there may have been ad hoc changes to staffing 

arrangements throughout the service delivery period. It is estimated that the general 

practice teams included 93 GPs, 47 Practice Nurses and 19 Practice Managers  

(estimated total 159). 

Clinician Experience pre and post-surveys were to be completed by each participating 

clinician (Table 10) in the general practice teams before the start of Phase 3 and at  

its conclusion. 

The pre-survey was completed by 131 (82%), (Appendix 8, Table 11) and 123 (77%) 

completed the post-survey with 78 (49%) being able to be identified as completing both 

(Appendix 8, Table 12).

Table 10: Clinician Experience survey responses by clinician type.

Clinician Experience survey responders  

by clinician type
Pre-survey Post- survey

GP 86 (65%) 75 (61%)

Nurse 41 (31%) 43 (35%)

Other/Unknown clinician type 5 (4%) 5 (4%)

There were some retrospective questions only included in the post-survey  

(Appendix 8, Table 6).

The Clinician Experience survey data is dominated by GP responses, compared to 

the practice interview data which is predominantly from Practice Nurses and Practice 

Managers. Paired Clinician Experience survey data analysis (Table 13) shows there was 

an improvement in all paired pre-post questions covering general practice and hospital 

communication and collaboration. 

This is supported by 79% of clinicians reporting they think Sick Day Action Plans are safe 

and effective, and 75% reporting that the WS18 program triggered more thorough and 

systematic care planning than they were usually able to provide to their patients.

 

continued
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Table 13: Clinician Experience survey paired response analysis.

Survey Questions (N=570 matched 
responders)

Pre-Survey 
- Highly/

Strongly Agree

Post-Survey - 
Highly/Strongly 

Agree

Test for increase 
(Wilcoxon signed 

rank test)  
*P Value

Over the last three months, I was 
notified, as much as I wanted to be 
when my high-risk chronic disease 
patients were admitted to hospital?

34/70 (48.6%) 53/68 (77.9%) <.0001

Over the last three months, I was 
involved, as much as I wanted to be, in 
decisions about the care and treatment 
of my high-risk chronic disease patients 
when they were admitted to hospital?

19/65 (29.2%) 32/63 (50.8%) <.0001

Over the last three months, I was 
involved, as much as I wanted to be, 
in planning for the discharge of my 
high-risk chronic disease patients from 
hospital?

14/66 (21.2%) 20/61 (32.8%) 0.0029

Over the last three months, I felt 
confident that my high-risk chronic 
disease patients were regularly checked 
on or appropriately monitored to 
reduce risk of hospital admission

51/76 (67.1%) 71/75 (94.7%) <.0001

Over the last three months, I felt my 
patients experienced well-connected 
health services across the region 

39/74 (52.7%) 56/74 (75.7%) <.0001

Over the last three months, 
collaboration between NNSWLHD 
Chronic Disease Nurses and general 
practice has been working well

34/72 (47.2%) 49/73 (67.1%) <.0001

*Responses of ‘don’t know’ or ‘not applicable’ were not included in paired data analysis

Hospital presentations and admissions 

Among the 786 enrolled patients who completed the 16 week WS18 program period, there 

were 264 admissions, 78 planned and 186 unplanned. 15.8% of patients had unplanned 

admissions to hospital. (Table 14).
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Table 14:  Planned and unplanned hospital admissions during 24 May to 14 September 2018. 

Planned Admissions Unplanned Admissions

Patients 64 124

Admissions 78 186

Unplanned admissions had an average length of stay of 5.6 days. This amounted to 1048 

unplanned admission bed days.

The 10 most frequent reasons for unplanned admission are shown in Table 15, which 

account for 58 (31%) of the 186 admissions. Respiratory infections and exacerbations 

(respiratory disorders excluding bronchoscopy and pulmonary embolus) accounted for 

41 (22%) of 186 reasons for unplanned admission. Chest pain, ischaemic heart disease, 

heart failure, arrhythmia and circulatory disorders accounted for 26 (14%) unplanned 

admissions. 

A number of patients had more than one admission, however, this included admissions 

that were transferred between facilities for the same episode of care (Table 16). 

There was no apparent relationship between the size of the practice cohort and the 

proportion of each practice’s patients that were admitted to hospital. 

154 patients made 249 emergency presentations to ED departments in NNSWLHD.  60% 

of presentations led to admission, 29% were treated and went home, 5% were transferred 

to another hospital, and an additional 4% were admitted to a critical care ward. 

Table 15: Top 10 reasons for unplanned admission for WS2018 patients. 

Diagnostic Related Groupings (DRGs) for unplanned admissions  

for all patients 
Admissions

E65B Chronic Obstructive Airways Disease, Minor Complexity 15

E62A Respiratory Infections and Inflammations, Major Complexity 8

F74B Chest Pain, Minor Complexity 6

E65A Chronic Obstructive Airways Disease, Major Complexity 6

X60B Injuries, Minor Complexity 5

F76B Arrhythmia, Cardiac Arrest and Conduction Disorders, Minor Complexity 5

L63A Kidney and Urinary Tract Infections, Major Complexity 4

I69B Bone Diseases and Arthropathies, Minor Complexity 3

D61B Dysequilibrium, Minor Complexity 3

L63B Kidney and Urinary Tract Infections, Minor Complexity 3

continued
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Table 16: Spread of frequency of unplanned admission within the WS program period.  

(includes admissions that were transferred between facilities for the same episode of care)

Spread of unplanned admissions Admissions 

1 Patient 7

1 Patient 5

3 Patients 4

9 Patients 3

25 Patients 2

85 Patients 1

Qualitative clinician feedback

Each practice was interviewed by the NCPHN Project Manager in June or early July 2018 

and again from mid to late September 2018 about their experience of implementing 

the WS18 (Graph 2). The results of the first interview informed the development of the 

questions to be asked in the post interview.  

Graph 2: Number of interviews and clinician type.
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Patient selection

At the first interview, a number of practices commented on the challenges with the 

patient selection:

“  It’s hard to think of who would benefit most on the spot. Need to start 

thinking about it in January and keep a list.” GP

“  Patient selection is hard. Doctors want to know who, what age, what 

condition, they don’t have time to look at the website. Would be better to talk 

about as a group.”   Practice Nurse

At the second interview, two-thirds of practices questioned their selection. Most practices 

reflected that there may have been a small number of patients in the selection who were 

already so advanced in self-management or had sufficient day to day monitoring, support 

and service coordination from close relatives, that they did not really ‘need’ WS18.

Improving access in general practice

All the practices had a way of prioritising access to doctors, half of this involved PN triage 

of incoming calls and most had a list of winter patients in reception or flagged them in the 

system (or both). 

The priority access component of WS18 was often mentioned by practices as a good 

example of increased teamwork. 

“  Lots of cooperation to get patients seen quickly.”   Practice Nurse 
“  Lots more triage by PN and communication with reception. Other GPs got involved 

when participating GP was not here and patient needed to be seen.”   Practice Manager

Two practices mentioned priority access as a ‘selling point’ when recruiting patients but 

another practice commented that the priority access system was not really needed as 

patients can get in to see their GP whenever they want to without participating in WS18. 

Quality of care

Although the financial payments helped motivate the practices, the interviews with Practice 

Nurses (PNs) showed proactive care, such as regular phone call check-ins by PNs to 

WS18 patients, was widely reported as a positive result for patient care and professional 

satisfaction. Many examples were given of situations where a phone call made by the  

PN revealed the patient in deteriorating health and was instrumental in ensuring medical 

review sooner than would ordinarily be the case, thereby avoiding further deterioration  

and hospitalisation. 

continued
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Patient self-management

Patient reluctance to ‘bother the doctor’ was  

often stated as the cause of patient inaction or 

the patient not realising how far their health had 

deteriorated. While the WS18 project demonstrates 

the case for proactive care, it also highlights the 

need for constant high-quality health coaching  

for patients, enabling them to notice symptoms  

and signs of deterioration and act to prevent  

further deterioration.

87% of practices were using the standardised Sick 

Day Action Planning templates. Of the non-adopters, 

two said they used the generic plan and gave their 

own instructions. The move to Sick Day Action 

Planning for the other practices preceded WS18. 

The move to active patient self-management and 

coaching was not a priority for a small number of 

practices. This needs to be understood and worked 

with early on in future iterations to increase the 

capacity of practices to work towards greater self-

management by patients with chronic disease.

Health coaching practice

‘If asked, many doctors, nurses and other healthcare workers describe themselves as 

very competent at implementing behaviour change and giving health coaching to their 

patients.’ This was noted by an NCPHN Clinical Advisor of Nursing who supported the 

training and mentoring sessions and provided feedback on the barriers to effective 

health coaching adoption in general practice. 

The quote is substantiated in the clinician experience measures where they rated their 

knowledge and skill in health coaching very highly. The Clinical Advisor of Nursing 

reflected, however, that clinicians may lack sufficient understanding of current health 

Coaching

Self-management

Confidence in 
Self-management

“  Patient rang too anxious 
to follow plan. I talked him 
through plan on the phone 
and it prevented hospital 
presentation”

“  Patient needed assistance  
to weigh himself so I got 
this put into the daily 
carer project, so he could 
implement his SDAP.”

Patient rang:

“  Ok I have been 
following the plan, 
I have taken the 
prednisone and 
now I am up to the 
step where I ring 
you…”

For those who did adopt  
Sick Day Action Plans there 
were multiple reports  
of good outcomes:

Results and outcomes
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coaching techniques and that in a sense, they may not know what they don’t know.  

She concluded that attendance at the training and mentoring might assist clinicians 

to adopt a more evidence-based and effective approach to health coaching and 

recommended the following for future iterations:

• Embedded training and mentoring into the WS schedule and funding plan. 

• Required attendance as part of the obligations for payment. 

• Target doctors, allied health practitioners, and nurses.

Improved collaboration between  
CDM and general practice 

The increased communication and collaboration 

between the CDM team and general practice, 

triggered by admission or discharge notification  

and 48-hour follow up, was very well received by 

both parties. From a practice point of view, the 

access to information and joint patient management 

were an advantage to patient care. 

Similarly, the impact of increased engagement and 

collaboration with general practice on patient care 

was viewed very positively by CDM teams. 

Creating connections between the CDM team and  

practices helped improve collaboration, though 

this did not include routine use of formal case 

conferencing (except in one practice where WS18 

directly caused an increase in case conferences), 

there was an increase in one to one collaboration. 

Collaboration

Collaboration

Culture

“  Collaboration has massively 
increased - very helpful in 
terms of knowing what is 
happening as soon as the 
patient is admitted.”

Practice Nurse

“  We are more comfortable 
with each other now - we 
are now sharing one very 
complex tricky patient who 
is resistant to help and we 
are managing to coordinate 
this with the CDM because 
we can share information and 
ideas more openly.”

Practice Nurse

“  Practice contacted CDM to 
follow up with client who has 
previously refused all social 
referrals or supports. Client 
already registered (with 
CDM) and CDM following 
up with social support and 
community transport. Good 
2-way communication.”

CDM Nurse

continued
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Comprehensive care

There was some evidence that the WS18 had supported 

and stimulated comprehensiveness in care planning  

and delivery.

The barriers most frequently mentioned by practices 

to being able to provide Comprehensive Care were not 

knowing what resources are available or how to access 

them within the time limitations in general practice. Other 

barriers identified in the interviews included general practice 

teams not being able to follow up and discuss progress with 

health agencies because they were not family and a lack of 

clarity about how to prioritise and navigate My Aged Care.

Care planning 

In the interviews, most general practices commented that WS18 caused positive changes 

to care planning by stimulating more systematic and clinically thorough planning. This 

was supported in the clinician surveys were 75% of clinicians indicated this was the case. 

When interviewed a number of practices indicated that WS18 prompted them to add 

self-management tools such as Sick Day Action Plans and Advanced Care Directives to 

the care planning routines and templates. 

This response came from both mature and less experienced practices, highlighting the 

need for future iterations to support and stimulate good practice in the fundamental 

building blocks of care such as care planning. 

General practice organisational capability 

At the first interview (June), all but one practice felt that their implementation was going 

well, and all described having a strong or good enough understanding of the project’s 

expectations. This was a substantial improvement from WS17 results where six out of 

30 practices enrolled and then withdrew, being unable to meet the expectations of the 

project. 

Working systematically

Quality chronic disease management requires methods for implementing, tracking and 

following up on priority actions/activities. At the first qualitative interview with practices, 

setting up a system for dealing with the cohort or getting to know the program and 

its requirements was the most reported challenge.  This includes having a system for 

detailing what needs to be done with each individual in the cohort and then efficiently 

tracking priority activities and actions across the group. 

Comprehensiveness

“  Taking a more 
comprehensive approach  
has resulted in getting aged 
care packages for three of 
our patients.” Practice Nurse

“  We have been able to 
coordinate all aspects of 
referral, transport and faxing 
information rather than giving 
it to patient. There is not 
enough time to do this for 
non-winter patients.”

Practice Manager

Results and outcomes
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Working as a team

The ability to work as a team is also a pre-requisite for good quality chronic disease 

management. Over the course of the winter strategy the number of practices who said 

the WS18 increased their capacity for teamwork doubled to half of all practices enrolled. 

In addition, a number of practices reported that they already had a team model in place. 

For a third of practices, however, there was no reported impact on teamwork. 

This dynamic merits further investigation to determine what factors enable and support 

teamwork in general practice, in particular factors that might safeguard teamwork 

in the face of other frequently mentioned implementation challenges, for example, 

unanticipated changes to practice priorities and/or staff leave and vacancies.

continued
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WS18 was the second iteration of the Winter Strategy program. The program is grounded 

in the shared aim of NNSWLHD, NCPHN and local general practice teams to keep high-risk 

patients well and reduce preventable hospital admissions. Through a focus on quality and 

integration of care for a high-risk cohort, there is a high degree of confidence that WS18 

delivered improved patient experience and improved clinician experience. Though unable 

to be explicitly measured,4 there are strong indicators that this type of program can, and 

has, significantly contributed to improved health outcomes and an improved culture of 

health system integration in the area. This should enable subsequent local health system 

reforms for integration to be more ambitious and of extended impact.  

This discussion will look at the program’s strengths, reasons for success, its limitations 

and the implications for the future. 

Strengths

There is strong consistency between the qualitative and quantitative results favouring  

a positive impact on many of the elements of the local health system where the program 

sought to make a change.

Stakeholder engagement

WS18 was well received. No practices withdrew and only one patient withdrew consent. 

The high completion rate and the expressed views from practitioners and primary health 

care workers indicate that they appreciated the support from NCPHN. GPs advised they 

would participate in another iteration of the program, with most clinicians preferring  

it to be all year. 

The iterative WS17-W18 process has also recruited support from more NNSWLHD 

leaders and continues to build leadership engagement with all partners. 

Culture of integrated care 

The increased or improved culture of collaboration/integration, information sharing 

(within teams and between sectors) and improved clinician experience is consistent 

within the qualitative and anecdotal experience. These changes were also both clinically 

and statistically significant in the paired data analysis. Overall the clinicians think it is 

worthwhile and valued for themselves and for improved patient care. 

The structure provided by the WS18 program has allowed trust to build through an 

iterative process. Both practice and hospital teams worked to more clearly define their 

roles and collaborative working arrangements with a shared framework (as defined by 

the project goals and resources).  This success appears to have positively impacted the 

impetus for change at a systemic level with NNSWLHD.

Discussion

4.  A second report by the George Institute for Global Health analysing health outcomes using  
propensity score matching will be available 2019
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Positive patient reported experience

Patients reported positive improvements in their access to care, the opportunity to 

self-manage through sick day action plans and the comprehensiveness of the care they 

received.

Quality of care

The consistency of results from patient surveys, clinician surveys and the interviews 

all supporting a likely improvement in the quality of care is very encouraging. This is 

consistent across a number of aspects of quality including access, comprehensiveness, 

and patient’s self-management. The majority of clinicians also agreed that WS18 had 

triggered more thorough and systematic care planning for their high-risk patients. 

Sick Day Action Plans (SDAPs)

The use of SDAPs is readily recognisable by clinicians as an extension of asthma 

action plans that would have been familiar to most clinicians. WS18 helped drive more 

systematic and expanded use of these tools. A high proportion of patients reported 

using their SDAPs, and there were anecdotal reports of avoided hospital presentations. 

It is believed that the promotion of SDAPs was a valuable pathway for both clinician and 

patient engagement and enablement. 

Reasons for success

Enduring relationships

The involvement of the NNSWLHD, NCPHN and Northern NSW general practices at 

every phase was crucial to ensuring success. Many elements endure beyond the WS18 

implementation dates. These include the clinician and patient relationships, patient 

activation, systems of access, improved hospital communication systems and flagging 

the high-risk cohort for ongoing admission and discharge notifications.

Improved program implementation 

Program improvements based on feedback from WS17 made for better implementation 

experience. The opportunity to learn from previous iterations in a repeat program was 

evident. Dedicated support was a critical ingredient in improved implementation.

Strong survey completion rates

The survey completion rate was hard to achieve but made for strong results in the 

evaluation.
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Limitations and Challenges

Lack of control group

The lack of a control group makes it impossible to measure an impact on hospitalisations. 

However, work is being done to test a propensity score matched control group. This 

could be done based on hospital utilisation data set, general practice data sets or a 

combination, depending on access to general practice data. This may help refine a 

patient selection process. 

General practice organisational capacity and capability

Methods to assist practices to develop a systematic capacity for chronic disease 

management such as optimal use of the PenCAT tools, and ongoing quality improvement 

and change management support should be considered part of the implementation 

offerings in WS19.

The variation in teamwork between practices warrants further investigation to determine 

what factors enable and support teamwork in practices. 

Patient selection 

The high pre-scores possibly reflect the practice teams enrolling patients that were 

already well engaged with that service. The high admission rates among the enrolled 

cohort suggest that they were a very high-risk cohort, despite possibly being well 

engaged with the general practices. At this stage, it is unable to determine what the 

optimal group of patients to enrol would be. Patients from practices that do not choose 

to participate in this type of program and patients not well engaged with a general 

practice may not respond in the same way. Future iterations of this type of program 

could aim to include a less well engaged cohort.  

A clear majority of clinicians supported the inclusion of guidance on the patient selection 

from the hospital or general practice database analysis. This is a change from the views 

expressed in the initial Winter Strategy co-design workshops where clinician selection 

of patients was thought to be an important factor to ensure clinician engagement 

and participation. A hybrid patient selection process is recommended for subsequent 

iterations of a program like the Winter Strategy. It was also assumed that clinicians 

‘knew’ which patients were most likely to benefit, and this needs further exploration.  

 

Discussion
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Implications for the future

Scale and direction

Questions over the scale and direction of the program are to be resolved. 

Options include:

• A non-seasonal focus on optimum chronic disease management and hospital 

avoidance in an integrated care context. The Clinician Experience surveys provide 

some indication that there is receptiveness to a longer program. However, shorter 

programs may represent less risk for practices who wish to ‘trial’ the change and 

cause less of a negative impact when short term incentives cease. There is the 

opportunity to further explore long and short term incentives to continue driving 

change.

• Increasing engagement with practices who have not participated in a previous 

Winter Strategy program. The decisive factors in practice participation are not deeply 

understood and raise questions about why practices do or do not participate. In a 

future design, consideration could be given to how to extend or prioritise the reach of 

the program to non-participating practices.

• Encouraging the adoption of key successful tools, for example, Sick Day Action 

Plans, monitoring phone calls to patients and the use of databases to identify at-risk 

patients, such that these become business as usual in general practice.

• Continue to develop data sharing capacity in order to support patient selection and 

enable outcomes to be measured and monitored. 

Refining performance measures 

While aiming to measure the quadruple aim in this iteration only two aims, patient and 

clinician experience were measured. Further work is needed to particularly refine the 

measurement of the quadruple aim of integration, in particular, measurement of health 

outcome and value in future iterations. This work will be informed by the propensity 

score matching exercise underway on the WS18 program.

Approaches to education in primary care

WS18 highlights questions for NCPHN about the value of a broad, general education 

program (usually attracting CPD points) versus the impact of ‘just in time’ education such 

as coaching and mentoring provided in context, for example, care of high-risk patients 

over winter.  

continued
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Through a focus on quality and integration of care for a high-risk cohort, there is a high 

degree of confidence that the WS18 program delivered an improved patient and clinician 

experience. Though unable to be explicitly measured, there are strong indicators that 

this type of program can and has significantly contributed to improved health outcomes 

and an improved culture of health system integration in the area. This should enable 

subsequent local health system reforms for integration to be more ambitious and of 

extended impact.  

Conclusion
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Appendix 1 WS18 Program logic
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Appendix 2 WS18 General practices

List of WS18 participating general practices

1. Alstonville Clinic

2. Bangalow Medical Centre

3. Bulgarr Ngaru Medical Aboriginal Corporation Casino

4. Cape Byron Medical Centre

5. Casino Medical Centre

6. Central Pottsville Medical Centre

7. Evans Head Medical Centre

8. Goonellabah Medical Centre

9. Grant Street Clinic Ballina

10. Keen Street Clinic Lismore

11. Kennedy Drive Medical Centre Tweed Heads

12. Kingscliff Health

13. Lennox Head Medical Centre

14. Maria Clinic Casino

15. McKid Medical Kyogle

16. Mullumbimby Medical Centre

17. Ocean Shores Medical Centre

18. Riverside Family Practice Casino

19. Riverside General Practice Tweed Heads

20. Southern Cross University Health Clinic

21. The Bright Side Clinic Byron Bay

22. Tweed Coast Medical Bogangar

23. Tweed Health for Everyone Superclinic

24. Union Street Family Medical Practice Maclean
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Appendix 3
WS18 Clinician experience pre-survey

WS18 Clinician experience pre-survey
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Appendix 3 WS18 Clinician experience pre-survey
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Appendix 3 WS18 Clinician experience pre-survey
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Appendix 4
WS18 Clinician experience post-survey

WS18 Clinician experience post-survey
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Appendix 4 WS18 Clinician experience post-survey
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Appendix 4 WS18 Clinician experience post-survey
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Appendix 4 continued
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Appendix 5
WS18 Patient experience pre-survey June 2018

WS18 Patient experience pre-survey June 2018
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Appendix 5 WS18 Patient experience pre-survey June 2018
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Appendix 5 continued
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Appendix 6
WS18 Patient experience post-survey August - September 2018

WS18 Patient experience post-survey  
August - September 2018
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Appendix 6 WS18 Patient experience post-survey  
August - September 2018
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Appendix 6 continued
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Appendix 7 Patient Experience pre and post-survey results
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Appendix 7 continued
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Appendix 8 Clinician Experience  
pre and post-survey results 
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Appendix 8 Clinician Experience  
pre and post-survey results
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