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ABSTRACT
Objectives Initiation of advance care planning (ACP)
and palliative care (PC) assessments in general practice
is key to quality end-of-life care. The Advance Project
promotes a team-based approach to initiating ACP and PC
needs assessment in general practices through training,
resources and practical support for implementation from
local primary health networks (PHNs). This paper aims to
understand: (1) general practice participants’ experiences
of undertaking Advance Project training and implementing
the Advance Project resources in their practices; (2)
barriers and facilitators to implementation of Advance
Project resources; and (3) PHN staff experiences of
supporting general practices through training and practical
support for implementation of the Advance Project
resources.
Design Qualitative study using semistructured interviews
and thematic analysis.
Setting Twenty-one general practices and four PHNs from
three Australian states were recruited between June 2019
and May 2020.
Participants General practitioners (GPs), general practice
nurses, practice managers (PMs) and PHN staff.
Results 45 participants comprising 13 GPs, 13 general
practice nurses, 9 PMs, 3 allied health staff and 7 PHN
staff were interviewed. The general practice participants
generally agreed that the Advance Project training/
resources led to changes in their own behaviour and
increased their awareness of the importance of ACP/
PC discussion with their patients. Participants reported
the following benefits for patients: increased awareness
of ACP; engagement with families/carers and peace of
mind. Key facilitators for successful implementation
were a team-based approach, the role of the PHN, the
role of practice champions, training facilitators’ ability
to influence peers and facilitate change, and mentoring
support. Barriers to implementation included issues related
to workplace culture, cost, time/workload, patients and
health system.
Conclusion Findings suggest that the Advance Project
approach facilitated successful implementation of ACP
and PC needs assessment into usual care in general
practices that encouraged teamwork among GPs and
general practice nurses. The ability of the practice to make
the best use of practical support and guidance available
to them through their local PHN both before and during

Strengths and limitations of this study
► This study explored the experiences of gener-

al practitioners, general practice nurses, practice
managers and primary health network staff of implementing a national training programme and suite
of resources (the Advance Project), which promotes
a team-based and systematic approach for initiating
advance care planning and palliative care needs assessments in general practices.
► There was diversity among interview participants,
including multistate representation, varying levels of
experience working in general practice sector and
employment type.
► While the study reports on experiences of implementing the Advance Project resources across 18
general practices within 3 Australian states, it has
limited rural representation in the participants sampled, which limits transferability of findings to such
settings.
► Follow-up interviews regarding practice change post
implementation were limited due to project timelines and impact of COVID-19 pandemic, and hence
we cannot confirm that changes were sustained.
implementation was a key factor in integration of Advance
Project resources into routine practice.

INTRODUCTION
Australia’s ageing population and the growing
prevalence of chronic and complex health
conditions makes primary care settings an
ideal setting to initiate early advance care
planning (ACP) and palliative care (PC)
discussions.1 2 The important role of ACP in
facilitating quality end-of-life care has been
well established3 4 and emphasised through
health policy at various levels.5 6 However,
barriers including time, cost and system
issues continue to inhibit initiation of ACP/
PC within primary care.3 7–9 Numerous strategies have been proposed to address these
barriers; however, the impact of these remains
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Box 1

Definitions of key terms used in the study

Advance care planning is a ‘process of reflection, discussion and communication that enables a person to plan (in advance) for their future
medical treatment and other care, for a time when they are not competent to make, or communicate, decisions for themselves’16
Palliative care can be defined ‘as an approach that improves the quality
of life of patients and their families facing the problems associated with
life-threatening illness, through the prevention and relief of suffering by
means of early identification and impeccable assessment and treatment
of pain and other problems—physical, psychosocial and spiritual’17
Supportive care is care that eases the symptoms of a disease or the
side effects of treatment for a disease. Supportive care does not cure
the disease. It is aimed at improving quality of life and it addresses the
psychological, social and spiritual needs of patients and their carers18

to be seen. For example, while recent studies suggest that
general practice nurses (GPNs) are well placed to initiate
ACP and palliative and supportive care needs assessment,
further research is needed to evaluate this in routine
practice.10–15 Definitions of key terms16–18 used in this
paper are provided in box 1.
The Advance Project (www.theadvanceproject.com.
au) sought to enable earlier attention to ACP and palliative/supportive care, and more efficient management of
patients’ and caregivers’ needs and concerns in general
practice. The training also aimed to enable practice
staff to implement the ACP/PC assessments into routine
practice.
In phase 1, a suite of resources and multicomponent
training (online modules and face-to-face workshops) was
developed to enable GPNs to initiate ACP during routine
health assessments with older people and those with
chronic conditions, and to assess patients’ and carers’
palliative/supportive care needs.
In phase 2, a systematic and team-based approach to
initiating ACP and assessing PC needs in general practice was implemented to address barriers from phase
1. Resources were developed for general practitioners
(GPs), GPNs, practice managers (PMs), patients and
carers; and an adaptable model for resource implementation in usual care was produced (see online supplemental
appendix 1). Resources included a toolkit (see online
supplemental appendix 2), online training modules and
training videos, which provided an explanation of the
Advance Project team-based approach to initiating ACP
and PC needs assessment in general practice and demonstrated how to use the assessment tools in consultations
with patients and carers. This phase extended the education to include GPs and PMs. Additionally, four champion primary health networks (PHNs) and their staff led
programme implementation in their region, including
local trainer development, workshop delivery and practice support. Mentoring from the Advance Project team
supported PHNs and individual GPs/GPNs/PMs.
This paper reports on the findings of one component
of the phase 2 evaluation, focusing on exploring participant’s experiences of the Advance Project. This paper
2

aims to understand: (1) general practice participants
experiences of undertaking Advance Project training
and implementing the Advance Project resources in their
practices; (2) barriers and facilitators to implementation
of Advance Project resources; and (3) PHN staff experiences of supporting general practices through training
and practical support for implementation of the Advance
Project resources.

METHODS
This qualitative study was part of a larger mixed methods
study evaluating the Advance Project. Study reporting is
based on the Consolidated Criteria for Reporting Qualitative Health Research.19
Participant selection and setting
PHNs were recruited to the Project in response to a call
for expressions of interest from all Australian PHNs.20
Included PHNs then sought local practices to participate. GPs, GPNs and PMs from the 21 participating
general practices and staff from the 4 champion PHNs in
3 states of Australia were recruited to participate in this
study. Three allied health (AH) participants who were in
a similar role to GPNs conducting annual health checks
at two general practices were also recruited. An email
invited potential participants to take part in an interview.
Interested participants contacted the evaluation officer
(SVN; with no direct working relationship with the participants) and a mutually convenient time was chosen for
the interview.
Data collection
Semistructured individual or small group interviews were
used to collect data. A literature review and input from
the project’s expert advisory group were used to develop
the interview guide (see online supplemental appendix
3). A total of 25 interviews (12 individual and 13 group)
were conducted face-to-face or via telephone, given the
geographic distribution of participants and COVID-
19
pandemic, by a single interviewer (SVN). All interviews
were audio recorded and transcribed verbatim using a
transcription service. Field notes were made by the interviewer to capture their perceptions during data collection.
Data analysis
This study used a qualitative descriptive approach.21 22
Qualitative descriptive studies are useful in situations where
information is sought directly from participants who
experienced a phenomenon or an event under investigation, and researchers seek to capture various elements
of an event. Seeking an insight into the life world of the
participants is seen as a key benefit and can be part of
a mixed-
methods approach to understand a phenomenon more deeply. The goal is not theory generation, but
development of comprehensive summary of participant
experiences by staying close to the data and using quotes
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to illustrate meanings participants attribute to events or
facts.21 22
Generic principles of thematic analysis23 such as familiarisation with data, coding to describe content, looking
for themes or patterns across codes from different interviews were employed. Each interview was read and re-read
and coded to identify key concepts by an experienced
qualitative researcher with non-
clinical background
(SVN). Higher-
level themes were then generated by
combining codes and consolidating all data relevant to
each potential theme. Then a selection of transcripts was
reviewed collaboratively by other researchers (with expertise in general practice (JR), primary care (EJH, VL) and
PC (JMC)) and themes were discussed. Data saturation
was discussed as no new themes emerged after the last
interview. Themes were then organised into categories
that addressed key implementation related topics. No
member checking was conducted with interview participants due to tight project timelines.
Patient and public involvement
There was no patient or public involvement.

RESULTS
Participant characteristics
Of the 45 people who participated in the interviews, 13
(28.9%) were GPs, 13 GPNs (28.9%), 9 PMs (20.0%),
3 AH staff (6.7%) and 7 staff from the PHNs (15.5%)
(table 1). This included 12 individual and 13 group interviews (with most groups having 2–3 participants). Three
of the twenty-one general practices did not participate in
the evaluation interviews, citing lack of time and staff turnover issues. Most participants (n=35; 77.8%) were female.
Of the 10 male participants, 9 were GPs and 1 was an AH
professional. Over a third of general practice participants
(n=15; 39.5%) had been employed in general practice for
less than 5 years, while just under a third (n=12; 31.6%)
had worked in general practice for over 20 years. Most
participants (n=36; 94.7%) were employed in a metropolitan area and just under half were from the state of New
South Wales (n=19; 42.2%). Interviews ranged from 25
to 60 min.
Data analysis revealed six categories: (a) training/
resources; (b) impact of training; (c) perceived benefits for patients, carers and practice; (d) facilitators to
implementation; (e) barriers to implementation; and (f)
strategies to facilitate implementation. Each category is
described below with exemplar/example quotes from
participants identified by role.
Training/resources
Overall, the training was highly rated by participants.
Several participants described the usefulness/relevance
of the training and resources, the simple and easy to
understand language used in the patient/carer booklets
and use of practical demonstration videos during training.

Table 1 Interview participant characteristics
Characteristics

Participants (n)(%)

Sex
 Male

10 (22.2%)

 Female

35 (77.8%)

Role
 GP

13 (28.9%)

 GPN

13 (28.9%)

 PM

9 (20%)

 AH

3 (6.7%)

 PHN

7 (15.5%)

Experience working in general practice
 ≤5 years

15 (39.5%)

 6–10 years

6 (15.8%)

 11–15 years

4 (10.5%)

 16–19 years

0 (0)

 ≥20 years

12 (31.6%)

 Unknown

1 (2.6%)

Employment
 Full time

25 (65.8%)

 Part-time

13 (34.2%)

Location
 Metro

36 (94.7%)

 Rural/regional

2 (5.3%)

State
 New South Wales

19 (42.2%)

 Queensland

17 (37.8%)

 Western Australia

9 (20%)

Advance Project training completion
 Workshop and online training

32 (84.2%)

 Online training only

1 (2.6%)

 Workshop only

2 (5.3%)

 Brief training session

2 (5.3%)

 Brief training and online

1 (2.6%)

AH, allied health; GP, general practitioner; GPN, general practice
nurse; PHN, primary health network; PM, practice manager.

I found the modules very helpful because I don’t
come from a background that I had any understanding of advance care planning. So being able to explain to the patients from a reception point of view
and having resources that can back up what I'm trying to say, I found very helpful. Just like the modules
to explain exactly what advance care planning was,
was very helpful for me. (PM)
I think the resources themselves were user friendly.
…. I found that the language was very specific and
very easy for patients to identify with, which is good.
I'm glad that it’s not something that’s above them. It’s
at a level that they can understand. (PHN)
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GP/GPN participants found that the resources assisted
with overcoming discomfort of raising the topic and the
training increased their confidence to have discussions
with patients.
I think it [training] gives us better understanding,
better understanding of what exactly it is, and how
we can provide the information and all the useful resources to our patients. Give us more confidence in
having the discussions with them as well. (GP)
I've got a better understanding and knowledge
around why it’s important and how to talk about
it and how to answer questions that patients might
have, and what questions to expect and those kinds
of things. I think it’s really - it really helps me. (GPN)
Most GP/GPN participants found face-
to-
face workshops helpful for providing opportunities to network
with peers, discuss peer feedback and perspectives, clarify
questions, and brainstorm challenges and strategies to
overcome barriers.
I really liked the primary health network workshop
where we talked about - we had a little discussion.
There were a lot of practice nurses as well as GPs
there. We had a little discussion about wording, about
what you actually say to people. Everyone had slightly
different ideas about how to broach the topic, and
that is quite a big barrier for me. I've always been a
bit cautious about that, so it was really interesting to
hear other people’s experience about it. So, I really
enjoyed that. (GP)
Some GP/GPN participants stated that online training
was not as useful if they had prior experience in ACP/PC
or already initiated ACP/PC. Such participants preferred
their own approach to such discussions but used selected
resources to give to patients/carers to complement
discussion.
All PHN staff and one GP asserted that brief training
sessions, from 30 to 45 min, were more suitable than
longer workshops for general practice staff. Such shorter
sessions could be delivered at the practice and the volume
of information was not overwhelming.
…practices are time poor and they're coming to a
three-hour workshop after being at work for eight
hours is really asking a lot of them. I feel like having
those lunch-and-learn sessions are just a much better
way of getting that short, sharp delivery of good information that is practical for them to actually use.
(PHN)
In addition, some PHN staff felt this may be a more
sustainable way for PHNs to deliver training in the future.
However, other PHN staff noted that such onsite training
sessions limited opportunities for participants to ask questions and did not offer peer networking with participants
from other practices that occurred in workshops.
4

Some refinements to the training and resources were
suggested.
I really enjoyed the online [training] and when we
went to the workshop. That was great. I was just thinking, maybe, we could do some role play. I know that
we watched the role play in the video. But I thought
that in the workshop it would’ve been good if we
could do some role play. Because I was saying I felt
a little bit nervous approaching patients and maybe
a bit of practice at it, before would’ve been good.
(GPN)
I felt that they (the patient/carer booklets) were
quite lengthy. Could they have been any shorter? I’m
not sure if they could’ve been. (PM)
Impact of training and resources on participant behaviour and
awareness of the ACP/PC topics
Most participants stated that the training led to changes
in their behaviour or at practice-level and increased their
awareness of the importance of ACP/PC. For those GPs
and GPNs who had already been initiating ACP and
PC conversations, the training provided reassurance
regarding their approaches and provided additional
resources for patients/carers rather than prompting
practice change.
The first thing it has done is to encourage us to systematically hand out advance care planning information
when the nurse does the 75 plus health assessment,
not necessarily (the Advance Project) information
but certainly advance care planning information.
The second thing it has done is alert the nurses and
the GPs to the need for this so that they're open to it
when patients ask them. The third thing it has done
is, I think for me anyway, made me more aware of the
full range of advance care planning components that
there are. (GP)
Other GPs/GPNs/PMs reported that they have made
substantial changes to their practice in ACP and/
or their assessment of patients’ PC needs as a result of
participating in the project. Examples included: more
frequent initiation of ACP discussions, routine use of
resources during annual health assessments or chronic
disease management consultations, more discussions with
patients and carers documented in records and promotion of the resources to other GPs and patients.
Having the forms [patient/carer booklets] here that
we could give to the patients, so that they had an avenue that they could take into the doctor and say, I've
been sitting in the waiting room. I've been reading
this. Can you tell me, what do I do next?… I made
sure that there were always copies of those at reception so patients would be able to take them themselves if they wanted to just have a look and see. (PM)
It’s changed from basically saying this patient
requires some supportive or palliative care and doing
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a referral to actually identifying issues that they may
have, or at least opening up the discussion…So it’s
actually allowed us to make an earlier referral, so
that they're able to be assessed at a stage where we
can work towards the future rather than waiting for
a crisis to occur and then requesting for an urgent
assessment and management. (GP)
Palliative care…in this practice …we haven't done
in a methodical way before taking up this Advance
Project…. Now we are implementing these materials and resources on daily basis. So the answer is
previously we weren't doing this much amount of
resources and care to the patients focused on palliative care, but now we are doing more. (GP)
Perceived benefits
Those GPs and GPNs who had initiated conversations
about ACP using the Advance Project resources reported
that patients generally responded positively, and that most
patients appreciated an introduction to the ACP booklet.
I find the biggest benefit is for the patients. I think it
explains it for the patients a lot more in a lot of simpler layman terms, I guess. Patients feel like, I think
they feel a lot more comfortable using the booklet
because it’s not such an official thing, I guess you
could say. As compared to the actual advance health
[directive] …, you know they actually feel a little bit
more comfortable sitting down by themselves, going
through that booklet, writing their wishes before approaching their family and things like that. (GPN)
While most patients were reported by GPs/GPN to
have appreciated receiving the patient resources, some
participants reported that some patients were reluctant
or showed limited interest. In addition, not all patients
made a follow-up appointment to discuss the booklet.
It’s a topic, sensitive topic that people try to avoid, or
they never talk about it, and we just have to be very
technical in dealing with it. It’s just hard to initiate a
conversation even. Or some people they are avoiding
it too, they don't want to know about it. (GP)
Several examples of positive outcomes for patients,
carers and general practices were described by participants. GP/GPN participants perceived the following
benefits for their patients: (a) increased awareness of ACP;
(b) an ACP discussion resulting in advance care directives
(ACDs) or review/revisions to existing ACDs; (c) engagement with families and carers regarding the patients’
healthcare wishes, patient satisfaction (peace of mind);
(d) feelings of being in control, not burdening families;
(e) referrals to specialist services; and (f) follow-up visits
with GPs after completing booklets with their thoughts/
responses. Perceived benefits for carers included feelings of being supported, reassurance/knowledge
regarding loved ones’ wishes and managing expectations
when dealing with multiple carers. Practice outcomes
described included consideration of a systematic way for

implementing the resources, supporting holistic patient
care beyond just clinical care, and helping the practice
to be aware of a patient’s wishes and relevant information
uploaded to practice records.
I suppose there are various outcomes. There’s an outcome for the practice in terms of getting us to think
about it and systematically handing it out with the
75-plus health assessment, handing out some information about advance care planning. So, that’s an
outcome. There was an outcome for my patient who
wanted an operation and had already written the document. That was helpful because she felt that she had
written everything in there about what she wanted
done and how she didn’t want to be resuscitated and
so on. That was helpful for her. Other people have
found it helpful to have it for similar reasons, particularly people who really didn’t want to be resuscitated.
They really wanted us to record that. (GP)
Well, probably the most important outcome is that
it has allowed the carers to make contact with supportive and palliative care. That’s the main one. It
has triggered in some of them the ability to look for
what sort of home care support they can obtain, with
regard - because sometimes the younger families are
workers, so they're not constantly available (GP)
Facilitators to implementation
Five main facilitators for successful implementation were
reported namely: a team-based approach, the role of the
PHN, the role of practice champions within the practice,
facilitators’ ability to influence peers and facilitate change
and mentoring support.
Team approach
The team-based approach was described as a catalyst for
practice staff to collaboratively plan and implement a
systematic and structured approach to using the resources
in their routine practice. Adopting a team-based approach
to implementation of resources meant not relying on one
staff member to initiate ACP/PC conversations.
So one [way to initiate the conversation] would be
that I would do a referral to the care plan nurse and
giving them the preparing for discussion pamphlet,
and say, have a look at this pamphlet, and when you
see the care plan nurse, hand it to her. Sometimes, if
I haven't thought of it at the time, then the care plan
nurse may very well say, look, we're doing the health
assessment, and as part of the health assessments, I'm
going to give you this document, so that when you do
go back to the doctor, can you go through it? So it’s
a bit of back and forth that can occur, but so long as
either of us is triggering that discussion. (GP)
Well, when I undertake a health assessment I've got to
follow up with a GP anyway, so we write notes and the
GP can see them…It’s documented in the patient file
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that we've had that conversation. If there’s anything
that gets flagged in here that I feel like that should be
followed up with a GP, then I'll have a verbal discussion with them as well…These are my concerns,
should we get like an OT [Occupational Therapy]
assessment or should we have a referral to ACAT
[Aged care assessment team], or whatever…I would
knock on the door and say, can I have a chat. (GPN)
Role of PHN
The PHN’s established relationships and experience
working with general practices was another key facilitator. PHN staff’s ability and willingness to provide on the
ground practical support to practices were critical factors
that facilitated successful implementation.
Whenever we are in doubt [PHN staff name] was
there to help us out at every single step. In fact she
recently came across both locations… We have two
branches so she kept some displays on the patient
board, information board (GP)
[PHN staff name] was amazing. She was fabulous. She
was always just sending through emails and updates,
checking in with how we were going, offering her
support. A couple of weeks ago, before all of this
Coronavirus took off, she actually came down to the
practice again and sat with the rest of our nurses and
spoke to them about the Advance Project and what it
was and how we could really implement it and, … she
was really supportive and really great (PM)
It was nice to have someone that understands as a
Practice Manager you are busy, and you are juggling
a lot of things and a lot of projects, and she [PHN
staff] was really understanding of that. It was great for
someone to be able to come into the practice and talk
to the nurses and GPs. Because sometimes I think in
my role, our staff can just – if I’m telling them we’re
involved in this really great project, sometimes they
can just think of it as, oh, it’s another project and just
me nattering at them. Whereas it’s good to have, I
guess, like an external person come in and speak to
them. I feel like they tend to take that on board a
bit more. So, that aspect of the overall training and
support was really great (PM)
Practice champion
In practices where a champion GP/GPN or PM had a
passion for the topic, motivation and was influential in
making necessary practice-level changes, implementation
seemed more successful.
[Facilitator name] and I presented at a whole practice, when I say the whole practice they had the nurses
and the GPs all there. So there were about 15 people
there and that came about because two of the GPs
had actually come to the workshop that we had here.
They took it back and were talking to the GPs and
they wanted to know more. So we were able then to
come in and actually do the big after hours workshop
6

in the practice, a smaller version of what we would
have presented. Now from there, I think it was really
successful because a couple of days later the practice
manager and the head GP actually did a presentation
at [XXXX]. They actually used some of the [Advance
Project] resources down there and they did their own
little PowerPoint on what we had actually presented
and showed them at the [XXXX]. There was like 80
people, so that was something I would say was actually
quite successful. To see it going on further, they were
so passionate about what they were doing and they’re
continuing even now. (PHN)
Workshop facilitators’ ability to influence peers and facilitate
change
Many participants also reported that knowledgeable
workshop facilitators who provided local examples and
explained how the resources could be used in their
region assisted with building confidence to implement
the resources at their practice.
I think what supposedly helped us is we had two or
three really good presenters that were passionate. We
had [Facilitator name], who was like the ACP whiz
here on the <region>,[Facilitator name] ’s taught me
so much. We had [Facilitator name], who is …the specialist palliative care and then we had Dr [Facilitator
name]. Now [Facilitator name] is a GP but she’s also
a visiting medical officer at <name> Hospice. So very
passionate about palliative care, very passionate about
advance care planning. I think their passion made it
easy then to be able to do the workshops. (PHN)
Mentoring support
Mentoring support from the Project clinician mentor
or PHN staff was also facilitators for successful
implementation.
I did benefit from the online learning but I benefitted better from the face-to-face learning, and [PHN
staff name] coming in and re-educating when she
came in and going through it again and again. I've
benefitted a lot more from that encounter than I did
from the online learning, but that’s me personally. I
can't speak for other people. (GPN)
Perceived barriers to implementation
Several barriers to implementing the Advance Project
assessments were described by participants, including
workforce issues, cost, time/workload, patients and
health system issues.
Workplace issues
Staff turnover, staff shortages, lack of supportive GPs
willing to work collaboratively with GPNs were reported
by participants. In some practices, although the GPN
and/or practice manager were interested in initiation
of the ACP discussions, the GPNs did not feel supported
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and were unsure about the next steps once the patients
received the ACP booklet. Lack of privacy, inadequate
private space in the practice for GPNs to have discussions
with patients and constant interruptions from others were
also noted as workplace contextual barriers.
Sometimes our staff has the attitude of, oh, another
project that we’re involved in. So, when I got to them
and have a discussion about the resources and what
we’re doing with these, sometimes there’s a bit of resistance because they, yeah, just perceive it as, oh, another thing that we have to do. I guess, yeah, in terms
of that attitude, would be a bit of a barrier. (PM)
PHN participants reported specific barriers related to
GP attitudes regarding topics related to death, some GP
attitudes towards patient care (financial/business focus
vs patient care), and overseas-trained GPs’ lack of knowledge about local systems and referral process. The transient nature of the workforce in some areas and practices
was also perceived to be a barrier.
In one practice that ended up dropping out of being
one of our champion practices, there was a turnover
of staff. So …that absolutely turned a very, very good
practice on its head. Sometimes, because in some of
these areas people do move around. (PHN)
We tried to get some feedback around what are the
barriers for you as a practice in addressing advance
care planning. The majority of the comments that
were coming out of it was … the financial implications, because practices now run as a business. It’s not
like your traditional historic GP service. The other
one is the message they gave to us, well we are here
as a profession to keep people alive, so we don't like
saying to them we can't do anything more for you,
you need to think about death, so to speak. (PHN)
Cost-related barriers
Cost-related barriers were raised by both practice and
PHN staff. All participants reported printing costs associated with providing booklets to patients and carers.
General practice participants also described how the lack
of ACP/PC focused medicare benefit schedule (MBS)
item numbers challenged implementation.

I think basically it comes down to the fact of change
management. Realistically the Advance Project for
us has only been over nine months, change management can take up to 18 months to two years. What really concerns me is now that we're coming to the end,
if the money is not there to be able to support general
practice in this, then it might just get dropped. So I
think the financial gains and as you said, we're looking at MBS item numbers and things like that, I think
that will certainly help. But from a PHN perspective,
we need people on the ground that can actually be
talking advance care planning with the practice.
(PHN)
Time and workload
All participant groups reported time barriers. GP/
GPN participants described being time poor and that
other patient priorities at times took precedence over
implementation.
I was doing the 75-plus health checks, but the problem with that…there was so much other stuff to
be done that advance care planning was just a five-
minute conversation in that one hour of assessing
and identifying. (Allied Health professional)
The minute another patient comes into the room, it
means the conversation is ended. We’re just so busy
in our day already that we don’t have the necessary
time to discuss it. (PM/GPN)
On the other hand, other practices found it feasible to
use the existing annual health check appointments for
ACP assessments.
I would say it was quite easy to implement into our
practice, because like I said, advance care planning
was something that we had already talked about with
our patients about the health assessment. It’s something that we've always talked to them about. It’s one
of the things that we tick off as having done a health
assessment. So it was quite easy to bring these booklets in and say to the patients, well you don't have to
make a decision now, you can take this booklet, have
a read through it. See what you decide. Come back
in about two weeks, have a chat to us, see where you
stand. (GPN)

Well, if it had its own MBS billing code there would
be a bit more of an incentive. I think you’d probably
get more GPs on board with it then, even if it’s nurse
led. (GPN)
I just think that it’s pretty poor if there’s a patient that
has a chronic illness, you get the $12 when our conversations could be half an hour or 45 minutes I had
with some; an hour conversation with some of these
patients. (GPN)

Some GP/GPN participants indicated that they believed
that the Project resources created unnecessary additional
workload. Some stated that other approaches they used
previously worked better for them and their patients.
Nevertheless, others explained that the increased workload was unavoidable as there was a need to plan for having
these important patient conversations and a behaviour/
practice change was necessary both at an individual and
practice level for routinely conducting these discussions.

Additionally, PHN participants reported that lack
of funding for designated support roles to embed the
change in practice poses a risk for sustainability.

From the GP, from my point of view, it increases it
[workload]. Obviously because you are entering, you
are dealing with - I mean it’s a formalised process and
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you’ve got to think about it and put the time aside
and dedicate that time to go through it. So it is an
additional impost, but I mean it’s an important one. I
mean, so that boils down to an individual doctor’s decision whether they want to go down that path. (GP)
Patient barriers
General practice participants reported barriers including
patients not making follow-
up appointments, lack of
health literacy, challenges associated with multiple GPs,
patients’ reluctance to discuss ACP, and challenges
raising the topic with new patients before rapport was
established.
Sometimes [patient] level of literacy and understanding was a bit of a challenge as well. So, even though
they might not be opposed to it, some of them are
just really, quite simple folk. Quite hard to just engage, I guess. They’d come back with a document
and you sort of know that they struggled to even read
and fill it in. (GP)
Health system barriers
Some general practices also reported lack of clarity
regarding sharing the information after their ACP discussions. Other general practice participants reported
barriers to accessing services to meet the patients’ identified support needs. For example, one rural practice
reported that lack of access to PC services was a major
barrier to making referrals, even if they identified patients
who might benefit.
We don’t have any palliative care or oncology down
here. Our patients travel a long distance to receive
that. A lot of them will move out of the region when
they become palliative. (GPN)
There is - there does seem to be - my - the impression that I had, rightly or wrongly, in terms of palliative care services in the community, was that it - yes,
people got advice and they got consultancy services,
but in terms of the actual services available for people
who were dying - the actual, hands-on, nitty-gritty of
looking after someone who was dying in their own
home, there’s not a huge amount available…ACAT
would try and get them packages that would enable
people to have services, but that didn't always happen,
and in reality, yes, a level four package would give you
- what is it - 12, 15 hours per week, of care, but when
someone’s dying, that’s not enough. (AH)
Strategies to facilitate implementation
Participants described strategies to facilitate implementation of the project (boxes 2 and 3). General practice
participants advocated strategies such as increasing
patient and carer awareness about the programme
through advertising/forums, enabling greater collaboration between GPs and GPNs, campaigning for adequate
funding, and ensuring staff at the practice accessed the
8

Box 2 Strategies used or proposed by general practices
to facilitate implementation
Strategies
► Increasing patient and carer awareness about advance care plan-

►
►

►
►

►
►
►

ning (ACP) and project resources through advertisements on practice notice boards, making booklets available near waiting rooms
and education evenings (general practice nurses (GPNs), practice
managers (PMs))
Providing GPN-led assistance for patients to complete assessments
(GPN, PM)
Ensuring general practitioners (GPs) acknowledge and support GPN-
initiated assessments with a follow-up GP appointment (GPs, GPN,
PMs)
Having information ready regarding local palliative care services
and resources (GPN)
Providing additional information to the patients using patient forums
or dedicated telephone numbers for additional support post ACP discussion with a GPN (GPNs)
Ensuring GPs/GPNs are trained in using Advance Project resources
(PMs)
Advocating for funding to support GPs/GPNs to engage in ACP (PM)
Using primary health networks for training and support focused on
the local context when needed (GP, GPN, PM)

training and support for conducting Advance Project
assessments. PHN participants advocated strategies
such as influencing GP attitudes using champion GPs,
enabling sustainability through ongoing train-the-trainer
support for education, and practical support for general
practices to embed Advance Project resources into their
existing workflow.
We had to put in basically a few statistics around the
<Region>. We had to bring in things that would be of
interest to the GP and it could be what’s in it for you,
that kind of approach, because honestly that’s what
they wanted. (PHN)
That if we invest in a potential train-the-trainer model
within a larger practice model, like the one across the
road here that we had to say no to, they're a company of
Box 3 Strategies used or proposed by primary health
networks (PHNs) to facilitate implementation
Strategies proposed/used by PHN staff participants
► Influencing general practitioner (GP) attitudes using champion GPs

as examples to showcase successful implementation
► Educating GPs on the local context such as local statistics to engage

practice staff and increase their awareness
► Keeping focus on ‘initiating’ and not getting distracted by legal or

local issues during training sessions
► PHN support for practices to identify and use appropriate medicare

benefit schedule item numbers to bill for consultations
► Incorporating resources as part of practice-based quality improve-

ment projects
► Training practice support staff to promote sustainability
► Use of train-
the-trainer approaches to meet future demand for

training
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GPs and have multiple practice surgeries across not only
the <region> but <city> and wherever, that it becomes a
bit of a train-the-trainer. So we're not having to go in and
train everyone within the practice, or we might train up
one person who’s [a] champion. (PHN)
DISCUSSION
This paper reports on general practice and PHN staff
perspectives of implementing a novel team-based approach
to initiating ACP and PC in general practice. Overall, the
training and resources were well received by participants with
some areas of improvement identified for the future. A team-
based approach to initiating ACP/PC, presence of champion
staff who are experienced, reputable and able to influence
peers and facilitate practice-level change, practical support
from PHN staff for implementation and mentoring were
identified as important facilitators for successful implementation. Barriers to implementation included issues related
to workplace culture, cost, time or workload, patients and
health system. Many of these barriers are common to implementation of new projects or practice change in general
practices.7 24
In our study, the champion was not necessarily a GP
but often a GPN or a PM with leadership skills and
good rapport/trusting relationship with staff members.
Research has demonstrated the importance of practice
champions in high functioning general practices,25 and
affirms our strategy of identifying and supporting practice champions. The important role played by PHNs and
practice facilitators in quality improvement of general
practices is well recognised in the literature.26 27 In our
study, the PHNs helped to influence staff attitudes to initiating ACP/PC and provided practical assistance to practices. Unfortunately, this was sometimes not enough, as
some practices struggled with lack of commitment due
to issues with inadequate funding or negative attitudes by
key staff members in initiating topics related to death.
Our findings confirmed the importance of practice
investment in upskilling staff in ACP and PC assessments.
The knowledge and confidence gaps in primary care
health professionals in ACP and PC are well known.3 28
The current findings suggest that the Advance Project
training and resources are effective in addressing those
gaps. But what has not been previously explored is our
finding that the small number of practices who engaged
in nurse mentoring appeared to be more successful in
creating substantive change. Nurse mentoring has been
shown to improve the confidence, sense of autonomy
and motivation of nurses,29 30 but little is known about the
benefits of mentorship around specific clinical issues such
as ACP and PC assessments. Further research is required
to explore how nurse mentoring around specific clinical
issues can bring about practice change.
Participants perceived that the Advance Project had a
mostly positive impact on patient and carer outcomes, as
well as on the practice. However, there were many challenges as well, including the transient nature of staff in

some practices and lack of GPs having an established
relationship with patients. This is unfortunate, as continuity of care and established relationships with patients
are an important reason for why ACP is well suited to
general practice.3 31–34 Continuity of care also facilitates
the involvement of GPs in PC, as they are more likely
to provide this type of care to patients with whom they
already have an established relationship.35
Lack of adequate funding was identified as a significant
barrier by many participants, despite information being
provided on Medicare funding options to undertake
these activities. Issues with funding have previously been
identified as a challenge to the implementation of general
practice interventions.27 28 This finding highlights a need
for continued advocacy for flexible funding models that
allow health professionals to deliver evidence-
based
general practice care as required by patients.
Future work should focus on understanding the implementation of Advance Project training and resources in
regional and/or rural general practices, as the current
study included practices predominantly from metropolitan areas. Our study focused mainly on Advance Project
training programme evaluation aspects and participant
perspectives on selected domains of interest were gathered. Detailed in-
depth interviews with general practice participants to further explore their experiences of
implementation was not feasible due to limited project
time and resource constraints. Patient and carers’ experiences of using the project resources were not explored
through interviews. This would enhance our holistic
understanding of how ACP and PC assessments could
be better integrated into primary care. Follow-up with
general practice participants is also necessary to ascertain
whether the practice-level or individual-level behavioural
changes were sustained post project funding period.
CONCLUSION
The Advance Project approach of initiating ACP and PC
seemed to work well in general practices that demonstrated teamwork among GPs, GPNs and PMs, encouraged
GPN-led initiation of Advance Project assessments and
which effectively used support available through the local
PHN to plan and facilitate integration of Advance Project
resources into their routine practice. Successful strategies to implementation included proactively overcoming
any challenges by either coming up with their own strategies or taking up support from the local PHN or project
team nurse mentor for practice-level or individual-level
GP/GPN behaviour change. The findings highlighted
that the implementation of new routines/change take
time and ongoing practical support for general practices
is essential for sustainability in the short-term and long
term. Findings from this qualitative evaluation will inform
future refinements to the Advance Project training
programme and help prepare future PHNs interested in
supporting general practices with successful implementation of the Advance Project training programme.
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