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Abstract: 

The purpose of this investigate the current and future responsibilities of practice nurses in rural New South 

Wales with regard to the care of patients suffering from chronic heart failure in primary care settings. 

Patients' and caregivers' quality of life is being negatively impacted, health budgets are being 

overburdened, and the rate of new cases of chronic heart failure is surpassing the supply of healthcare 

services. The growing number of people living with chronic heart failure in the Shoalhaven region is 

putting a strain on existing healthcare systems. Researching different models of care is essential for 

making good use of healthcare resources and the expertise of clinical nurse consultants. One alternative 

model of care that could be considered for this group of patients is general practice, which focuses on 

patients with chronic diseases and is managed by an integrated, multidisciplinary team headed by the 

general practitioner. This team collaborates through the implementation of care plans and the work of 

practice nurses. The researchers set out to determine the standard operating procedure (SOP) that general 

practitioners and practice nurses use when caring for this particular group of patients. The current and 

future responsibilities of practicing nurses, as well as their potential for growth in the management of 

chronic heart failure, were the focus of the established objectives. Appreciative Inquiry was the main 

methodology used in a mixed methods study. To gather mostly quantitative data, 75 PNs and 105 GPs in 

the Shoalhaven area were sent questionnaires. To generate qualitative data by delving further into the 

concerns, we then conducted semi-structured interviews with 6 general practitioners, 6 practice nurses, 

and 2 key informants. Twenty percent of practice nurses and fifteen percent of general practitioners filled 

out the surveys. Patient empowerment drives practice, according to the surveys, and practice nurses can 

take it a step further by recognizing, managing, and referring patients with chronic heart failure. Reports 

indicate that practicing nurses in general practice have little educational and training options, which 

hinders their capacity to do their jobs well and creates room for growth. There was talk of a reasonable 

team approach, but GPs weren't really enthusiastic about taking on more responsibility or providing 

practice nurses with guidelines to help them treat patients with chronic heart failure. During one-on-one 

interviews with the principal investigator, recurring themes emerged regarding the dual nature of the PN 

role. On one hand, there is the prescriptive nature of the role, which includes tasks like care planning 

implementation. On the other hand, there is the opportunistic nature of the role, which is the foundation 

of the practice and includes things like an open door policy, being available to chat with patients, and 

handling situations where patients are very sick and require immediate attention. Practice nurses are eager 

to increase their current position, and this patient group is being managed according to best practice in 

general practice, according to this study.  

 



 

 

 

Introduction : 

A significant burden on the community, chronic heart failure is linked to high rates of service utilization 

in a variety of healthcare settings to address related complicated and chronic demands. The incidence of 

CHF is rising faster than the availability of health services, which is negatively impacting patient and 

caregiver quality of life as well as health financial implications. Even with management advances, CHF 

remains a source of concern for both the community and the government. It is thought to impact about 

300,000 Australians at any given time, affecting 2% of the population overall, and its prevalence rises 

with age. The large concentration of ageing and retirees in the Shoalhaven, along with the prevalence of 

socio-demographic risk factors, add to the burden in this area. It is still difficult to determine how to have 

a beneficial impact on these numbers because of problems with service delivery, rising referrals, 

population ageing structurally, rising rates of chronic illness, and financial constraints (Asarrodi,2011). 

 

The burden of chronic heart failure is a global concern, accounting for the majority of hospital admissions 

and general practitioner consultations among Australians aged 70 and above. Each year, thirty thousand 

people receive a diagnosis of this life-altering illness, which has a $1 billion7 management cost. Selected 

chronic illnesses, such as CHF, account for half of all potentially avoidable hospital admissions. The 

underlying cause of Chronic Heart Failure, a complicated clinical illness indicating reduced heart pump 

efficiency, is primarily Ischaemic Heart Disease (IHD). However, structural or functional abnormalities 

of the heart can also induce Chronic Heart Failure. The symptoms of this CHF syndrome include 

exhaustion and dyspnea, as well as indicators like fluid retention. There is a significant prevalence of heart 

illness and related risk factors in the Shoalhaven community. The prevalence of CHD (coronary heart 

disease) is twice as high in the Indigenous community as in the non-Indigenous population, with a three-

fold increase in CHF mortality and two to three-fold higher hospitalization rates for heart failure. Increased 

disability in CHF patients is a result of structural aging, co-morbid diseases, and socioeconomic hardship. 

Six people in the Shoalhaven region contribute to this burden (Han,2007). 

 

This study aims to discover the innovative and beneficial approaches that practice nurses (PNs) in general 

practice in rural NSW use to manage patients with congestive heart failure (CHF). It is also expected that 

the study will be able to evaluate the possibility of this position being expanded. Additionally, 

collaborating with PNs and GPs throughout the study is expected to improve the cooperative approach to 

managing CHF patients in primary care, which will benefit all parties involved in providing care to this 

population group and improve health outcomes while making the best use of available resources. The 

results of this study are expected to be repeatable in rural communities that provide care for patients with 



 

 

complicated and long-term needs, since general practice chronic illness management planning recognizes 

and treats a variety of chronic diseases, of which CHF is just one. 

Method Search strategy 

A review of Australian and international literature was the search approach employed to investigate the 

function of the practice nurse in general practice. Older papers were checked if they were pertinent to this 

study, however the searches were restricted to English language sources and publication dates between 

1996 and the present. Utilizing the key word descriptors created for each element and content area, a 

preliminary literature assessment was conducted using the Clinical Information Access Portal (CIAP) on 

Medline and Embase. Ovid books; Ovid and Ovid MEDLINE; PubMed; ProQuest; Nursing Research 

Center; database of The Cochrane Library. The citations were sourced from policy publications from 

NSW Health and Australian General Practice Nurse, theses/dissertations, research projects, and 

systematic reviews. Updated readings from the PHC RIS e-bulletin were utilized along with reference 

lists from other studies and systematic reviews. 

Literature Review: 

With 85% of visiting general practitioners annually, the shift to a primary health care strategy for 

managing chronic diseases offers "greater efficiency, flexibility and focused, opportunistic care." 

"General practices are well-positioned to undertake comprehensive screening, disease prevention, and 

chronic disease management programs, including risk factor stratification as part of a preventative health 

initiative, given the high rate of service utilization." It would seem that this places this care approach in 

the forefront for continuing to manage this population group (Silvaggi et al.,2019). 

With 85% of Australians visiting general practitioners annually, the shift to a primary health care strategy 

for managing chronic diseases offers "greater efficiency, flexibility and focused, opportunistic care." 

"General practices are well-positioned to undertake comprehensive screening, disease prevention, and 

chronic disease management programs, including risk factor stratification as part of a preventative health 

initiative, given the high rate of service utilization." Since this is the setting in which "chronic conditions 

such as congestive heart failure can be managed to prevent or reduce the severity of acute flare-ups to 

avoid hospitalization," it would seem that this puts this model of care at the forefront for the ongoing 

management of this population group. This perspective is further supported by the observation that "most 

chronic disease burden of care lies with the GP."In the healthcare system, practice nurses are viewed as 

an important but underutilized resource. According to the majority of nurses working in general practices, 

the job of a practice nurse should be broadened to encompass independent functioning. This study's goal 

is to investigate this viewpoint. There is a substantial body of information about the function of practice 

nurses today, but it is unclear how this information is applied in clinical settings. The field of role 



 

 

augmentation is developing, and a significant number of practice nurses are eager to have their roles 

expanded both now and in the future. PNs are "seeming to be the main recipient of workload shift for 

GPs" as a result of patients who trust their general practitioner feeling more secure about their treatment 

(Glasgow et al.,2008). 

There is a greater chance of improved continuity of care and service in rural general practice because 

retention of PNs does not seem to be an issue. These elements would strengthen the case for this primary 

care paradigm.  

According to the research, there is positive evidence in the literature about how fitness training benefits 

heart failure patients. According to published trials, short-term physical exercise training improves 

quality of life and provides physiological advantages for certain subgroups of heart failure patients, at 

least initially. Positive completion and compliance rates were also mentioned. However, based on our 

review of the literature, it appears that the majority of published research: • uses subgroups of heart 

failure patients, who do not reflect the general population of patients with heart failure, being primarily 

younger males without common co-existing morbidities; • is dominated by small-scale studies where the 

research subjects are often convenience samples rather than randomly selected; • has focused upon the 

immediate physical effect of exercise programs (Kim et al.,2016). 

There are certain restrictions with this systematic review. The search was conducted only in English-

language literature, and study authors and "experts" in the topic were not consulted. As a result, it's 

possible that some published trials were missed. The outcomes of the evaluation are unlikely to be 

significantly changed, though, unless any studies that were missed were long-term, had a sizable sample 

size, and had a suitable study design.  

The main measures of the effectiveness of treatments for patients with heart failure are a decrease in 

hospital readmission rates, an improvement in morbidity, and a decrease in mortality. As a result, these 

are crucial outcome indicators for the healthcare professional to consider when evaluating how exercise 

training affects heart failure patients. These outcome measures were the subject of only one study 

(Nazarov et al.,2019). 

A number of research evaluated the well-being and quality of life of the patients; nevertheless, there have 

occasionally been doubts about the appropriateness of the quality-of-life metrics employed. For instance, 

it is not advised to evaluate therapies for chronic conditions—heart failure in particular—using the 

Standard Gamble Test. Studies have revealed that this assessment lacks construct validity and may lead 

to erroneous inferences regarding the impact of interventions on health status. As a result, some of the 

results could be deceptive. To obtain an accurate picture of gains in quality of life, more thought must be 

paid to both the choice of an acceptable quality of life measure and the time of its administration 

(Varekamp,2011). 

 



 

 

 

As of right now, there is insufficient data to draw firm conclusions on whether exercise training is 

appropriate for the majority of heart failure patients. The concern that was previously mentioned—

namely, the necessity for more trials involving typical patients—is brought back to light by this work. 

Larger, longer-term trials that are representative of all patient groups with heart failure in terms of age, 

sex, common co-morbidities, and location (hospital versus community-based) are needed to determine 

whether exercise has the desired benefits on physical health and quality of life and, therefore, should be 

encouraged widely. Furthermore, research must be done on patients' acceptance of and willingness to stick 

with long-term exercise regimens. Quality of life, cost-effectiveness, mortality, and health care utilization 

should all be included as outcome measures in extensive long-term research (Beers et al.,2020). 

Discussion:   

The study discovered that by working together, GPs and PNs form a multidisciplinary team that efficiently 

manages CHF patients in general practice. General practice is the sensible way to increase the devolution 

of care for patients with CHF since it is an approachable, funded, consumer-preferred type of care that is 

PN upgraded. The results regarding the efficiency of general practice team management align with earlier 

research. The biggest priority determined by survey and interview data is the PNs' educational and training 

needs, which should be taken into consideration while making recommendations for improving their roles. 

Practitioners and general practitioners (GPs) concur that this is the most important project to upskill PNs, 

guarantee that they have the knowledge and resources to support their practice in managing patients in 

this population group, and ease the transition to an extended role. Making sure evidence-based 

recommendations are available to guide PNs' practice in managing this patient cohort is part of this. 

Although there have been some noticeable advancements since it was put on the PN's agenda some time 

ago, isolative problems continue to be a problem in this area. To address this crucial issue, more dialogue 

about suitable education and the necessity for forward preparation in order to attract PNs is required. 

Consistent with comparable findings, practice nurses indicated that their inability to educate patients with 

CHF, especially on their medications, stemmed from a lack of confidence. Practice nurses also state that 

having resource personnel who act as champions in the surgery they work in boosts their confidence and 

provides them with education and support, which enhances the care they provide to patients. Compared 

to prior research where only 13% of patients were seen by a PN first, practice nurses in this study valued 

the opportunity to visit patients first as part of the care plan process and indicated this occurred in most 

instances (McGonagle, et al.,2014). 

The care management strategy that is driven by incentives is this prescription technique. PNs can 

encourage patients to take an active role in their care by using this instrument to assess their current 

situation and develop skills in self-management and self-efficacy. By using risk factor classification, this 



 

 

PHC alternative model may allow for early disease management of this patient group, mitigating disease 

impact and minimizing the need for hospitalization for exacerbations. Active follow-up with individuals 

found to have risk factors or early illness indicators is crucial to this. Prescribers of pain medication 

often use patient appointments as a chance to promote health.  

It appears that larger treatment rooms in general practice are a recent development in this rural location, 

specifically designed to manage patients with chronic diseases whose conditions are worsening. This 

development gives PNs hope that their talents will be put to better use. Patients, doctors, and the local 

health district would all stand to gain from a decrease in hospital visits if this hospital avoidance strategy 

materializes. Potentially expanding the function of the PN in the primary healthcare system to manage 

patients with congestive heart failure (CHF) and other chronic illnesses seems to be directly related to 

this strategy (Munir et al.,2009). 

Interviewees made a valid point when they suggested that the SHFS establish a support group where 

PNs can go for guidance as they take on more responsibility for this group of patients. We still haven't 

solved the problem of how to make this operational within the limitations imposed by the SHFS and 

CNC by their lack of resources. In order for the Shoalhaven Heart Failure Service to better collaborate 

with general practice in managing patients with CHF, it is recommended that their existing funding 

model be reviewed. "Aligning practice with evidence at the point of care" requires resolving these 

concerns so that research can stay relevant to practice (Lasloom et al.,2023). 

 

Conclusion: 

Health research recommendations seldom translate to clinical change; consequently, "the implementation 

of the results of research into some form of pragmatic outcome is a growing source of angst in both the 

research and clinical communities." I would play a key role in disseminating these study's findings and 

recommendations to the critical reference group. Given the premise that "simply generating and 

disseminating new research evidence is rarely sufficient to successfully change practice," the next step is 

to actually implement this change. Collaboration with the Medicare Local will be initiated following initial 

discussion to advance the creation of district-wide standard guidelines for the management of this 

population group. 

In order to improve the management of chronic heart failure patients, their caregivers, and the community 

at large, this study suggests that PNs should have a larger role to play. However, this expanded role should 

be supported by more education and funding. If the research findings are accepted and put into practice, 

the Clinical Nurse Consultant's function could be seen as a liaison position that helps to encourage change. 

The general practitioners and primary care providers who participated in the interviews all agreed that the 

Shoalhaven Heart Failure Service should either start a reference group or operate as a resource for PNs 



 

 

seeking guidance as they take on more responsibility for the care of this particular group of patients.  

 

It is the responsibility of practices and the organizations that support them to evaluate the structure and 

quality of teamwork in order to maximize the quality of patient care. It is recommended that data be 

collected to assess the effectiveness of PN interventions. This will help decide the most efficient process 

to direct future practice.  
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