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Preface 
Over the past six years I have worked as a Community Nurse and a Practice Nurse (PN). 

Both roles involved providing care to people living with dementia (PLWD) and their 

support persons (SP) living in the community setting. In 2013, I developed and 

implemented a new Dementia Support Nurse role within the District Nursing Service at 

Djerrriwarrh Health Services (DJHS).  The purpose of the Dementia Support Nurse role 

was to provide specialised community nursing care for people living with a cognitive 

impairment. The Dementia Support Nurse also provided the PLWD and the SP, if 

available, with care coordination, education and support to assist the PLWD to remain 

living in their home as long as possible. A person-centred care model and strength-based 

care planning underpinned the Dementia Support Nurse Service which is still in 

operation at DJHS, and the Stawell Regional Health and West Wimmera Health Care 

groups where it has also been successfully adopted.  

During my time working as the Dementia Support Nurse at DJHS it became apparent 

that PLWD and their SP did not feel they received the care they wanted from their 

primary health care provider, in particular their General Practitioner. The SP often 

reported that they felt their concerns were not heard or acted on and the PLWD 

reported being overlooked in any health care discussions.   

In 2015, I commenced work as a Practice Nurse (PN) in the General Practice Clinics at 

Ballarat Community Health (BCH). Due to my prior experience in the Dementia Support 

Nurse role I decided to undertake a literature review about dementia care in general 

practice to better understand the experiences of PLWD and their SP in the primary 

health care setting. The Australian and international literature (1-3)  revealed: that there 

is a significant service gap in dementia care provided in primary practice; symptoms of 

dementia are noticed by families on average two years prior to them reporting concern 

to the GP and approximately three years before a firm diagnosis is made(4); an 

estimated fifty percent of dementia cases in the community remain undiagnosed (5); 

chronic disease burden is higher in PLWD and their health self-management is poorer 

than those living without dementia (6). The literature search also revealed that barriers 

to GPs discussing dementia with patients included perceptions that nothing can be done 

and that support options are lacking (7). 

Informed by the results of the literature review I saw a potential role for the PN. Given 

that co-morbidity in people living with dementia is high the PN is likely to have 

established a therapeutic relationship with these patients through the development of 

the Medicare funded General Practitioner Management Plan and Team Care 

Arrangement (TCA).  This provides an opportunity to integrate the discussion of 

cognitive impairment, impact, enablement and collaborative care planning within an 

already established, funded and accepted practice.  However no defined PN dementia or 

cognitive care model of care delivery could be identified.  
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In 2015, due to my knowledge about the gaps in the provision of dementia care and my 

interest in addressing these I was awarded the BCH Board Staff Innovation Award to 

fund PN dementia care training and the provision of a range of dementia care resources 

for use by the PN at BCH.  In 2016, BCH General Practice Clinics received a grant from 

the Commonwealth Department of Health, Nursing in Primary Health Care Program 

(2015-2018)1.  BCH was one of 11 funded Enhanced-Nurse Clinics projects which were to 

demonstrate and provide replicable models of best practice in primary health care 

nursing. This funding provided me with the opportunity to further develop the role of 

the PN in the provision of dementia care in general practice and become involved in the 

evolution of the Memory Health Support Service (MHSS) together with Associate 

Professor Mark Yates.   

The MHSS has been well received at conferences and meetings, as described on page 23 

of this report.  

My work improving dementia care in general practice and the role of the PN has also 

been formally recognised by receipt of the Western Victoria Primary Health Networks 

inaugural Western Victoria Primary Health Nurse Excellence Award, 2016-2017.  Further 

recognition of the value of the aforementioned work is also evident by being nominated 

as an APNA Nurse of the Year 2018 finalist for advocating the importance of the PN in 

primary health care service development and delivery, and my role in improving 

dementia care in General Practice. 

As a result of my continuing interest in developing an optimal model of care for people 

living with dementia and their care partners in the primary are setting I have embarked 

on a PhD to conduct research about the Practice Nurse and the provision of cognitively 

aware chronic disease management in general practice.  In 2017, I was fortunate enough 

to receive an NHMRC funded Australian Community of Practice in Research in Dementia 

(ACcORD) scholarship at the University of Newcastle, Faculty of Health and Medicine, 

School of Medicine and Public Health to support this PhD research. 

This report provides a detailed outline of the steps and processes involved in the 

development of the MHSS and the accompanying PN dementia care model. 

Caroline Gibson  

                                                           
1 This grant was administered by the Australian Primary Health Care Nurse Association (APNA). 
Information on the Nursing in Primary Health Care Program (2015-2018) - Enhanced-Nurse Clinic project 
can be found at https://www.apna.asn.au/nursing-tools/nurse-clinics/enhancednurseclinics. 

https://www.apna.asn.au/nursing-tools/nurse-clinics/enhancednurseclinics
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Background 
The Memory Health Support Service (MHSS) was conceptualised as a nurse-enhanced 

dementia care clinic operated by a Practice Nurse (PN) with advanced dementia care 

experience and who would work with people with cognitive impairment and their carer 

using a specifically designed cognitive care pathway and assessment and care planning 

templates. During the development stage of the nurse-enhanced dementia care clinic 

however, it was realised that the proposed model, a discrete service with separate care 

planning tools for people identified with cognitive impairment, was flawed.  For a 

discrete dementia care service to subsist it would require people living with a cognitive 

impairment or a carer to be identified by the General Practitioner (GP) or PN and 

referred into the service. As one of the reasons for poor dementia care outcomes in 

primary care is that people with cognitive impairment are often not identified this was 

problematic.  

The project team also believed that managing cognitive impairment and dementia is 

inclusive of supporting health and well-being and to treat this group separately was to 

add to the stigma and marginalisation experienced by people living with dementia. 

Conversations about cognition need to be normalised within a chronic disease 

management framework so people feel able to speak up about any concerns and feel 

confident that their primary health care team can support them.  Cognitive impairment 

or dementia does not exist in isolation of other chronic disease and appropriate and 

effective chronic disease management must be considered in context of a cognitive 

impairment.   

As a consequence of this reframing of the delivery of dementia care in primary practice, 

the MHSS was developed and implemented as an integrated service. The recognition of 

the existence and impact of cognitive impairment and dementia was incorporated into 

all chronic disease management assessment and care planning. All PNs received 

dementia care training and a PN with advanced knowledge was available as a resource 

and for referral of more complex care planning needs. 

The MHSS describes how the PN can work within primary care with GPs to provide best-

practice care for patients with existing or emerging cognitive impairment or dementia.  

It also provides a framework and resources to guide psycho-social-medical care planning 

for people presenting with cognitive decline and their support persons. Importantly, the 

MHSS also promotes reducing the risk for developing dementia in the general 

population through health assessments, chronic disease management discussions and 

care planning. However, it’s aim is not to be a dementia screening or diagnostic service 

but a holistic health management and support service based on person – centred, 

strength-based care planning. It may also assist in the identification and diagnosis of the 

cause of cognitive impairment.  
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Project Site 
The MHSS was developed and tested at Ballarat Community Health (BCH), a multi-

disciplinary community health service with four General Practice clinics.  Ballarat is 

located in the Central Highlands of Victoria approximately 100 km from Melbourne with 

a population of approximately 100, 000 people.  The four General Practice Clinics are 

located at Lucas, Smythesdale, Wendouree and Sebastopol. The equivalent of six full-

time GPs and four full-time PNs work across the four GP Clinics. At the time of this study 

the four General Practice Clinics had a total of 6100 active patients of which 15% were 

over 65 years of age.   

Project aims 
1. To gain a practical understanding of the current status of dementia care in 

primary practice 

2. To explore the potential role of the practice nurse in improving dementia care in 

primary practice 

3. To test an evidence based model of nurse-enhanced best practice dementia care 

in one general practice setting 

Success criteria 
1. The MHSS being acceptable to the BCH General Practice clinical staff 

 
2. The GPs and PNs choosing to utilise the model of care 

 
3. The model of care being financially sustainable eg. all nurse activities being 

covered by current MBS Item Numbers 
 

4. Improvement in the quality of life for the person with dementia and their carer  
 

Methodology  
The MHSS model of care describes how the PN can work within primary care and with 

GPs to provide best-practice care with patients with existing or emerging cognitive 

impairment or dementia.  The assumption is that nurses working in general practice 

have the potential to implement a cognitive health care model which will increase the 

capacity and quality of dementia care, and increase support for people living with 

dementia, their families and support persons. 

A Plan-Do-Study-Act (PDSA) methodology was used to develop, implement and measure 

the outcomes of the MHSS. As described in Perry (2014) PDSA is a tool for “developing, 

testing and implementing changes leading to improvement” which has four stages (8). A 

plan is developed to test the change (Plan) and the test is carried out (Do). The data 
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from the test is examined and reflected on (Study). Changes are planned or 

implemented for the next cycle of change (Act). This methodology suited the evolving 

experiential nature of the projects’ Monthly PDSA reports submitted to APNA detailing 

project progress; a requirement of the Commonwealth Department of Health, Nursing in 

Primary Health Care Program (2015-2018) grant. The six PDSA cycles undertaken were 

PDSA Cycle 1 – Information gathering 

PDSA Cycle 2 – MHSS model of care development 

PDSA Cycle 3 – BCH GP and PN up-skilling 

PDSA Cycle 4 – MHSS Implementation 

PDSA Cycle 5 – Measuring outcomes 

PDSA Cycle 6 – Reflections and further work 

Results 

Information gathering – PDSA Cycle 1 

A scoping study of the literature and best-practice guidelines was completed. This study 
reviewed current dementia care practice in primary care, described the gap between 
evidence-based and actual practice and identified the potential role of the PN.  This 
information has been summarised in the Background to this project. 

Current general practice funding models were investigated, in particular the Medicare 
Benefits Schedule, to identify what activities can be funded in General Practice. 

Key stakeholders were identified and engaged. The primary stakeholder groups were 
BCH management and GP Clinic staff, Dementia Australia, local community service 
providers, local Dementia Support groups and people living with dementia and support 
persons.  Health practitioner focus groups and surveys further informed the 
development of the PN role in dementia care provision. 

MHSS Development – PDSA Cycle 2 

The Commonwealth Department of Health, Nursing in Primary Health Care Program 

(2015-2018), administered by APNA, included an extensive evaluation of the funded 11 

nurse clinics. One project outcome was the identification of a set of ‘building blocks’ 

describing the process of establishing a nurse clinic. The MHSS at BCH is described in 

Case Study 4 which can be found at https://www.apna.asn.au/nursing-tools/nurse-

clinics/case-studies/case-study-4.   

The ‘building blocks’ or steps taken in developing and implementing the MHSS is 

presented in Figure 1. Patient criteria, activities and MBS billings associated with the 

MHSS is described in Figure 2.  These diagrams use project information provided by the 

authors of this report (Ms Caroline Gibson and Associate Professor Mark Yates) and 

https://www.apna.asn.au/nursing-tools/nurse-clinics/case-studies/case-study-4
https://www.apna.asn.au/nursing-tools/nurse-clinics/case-studies/case-study-4
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present a concise description of the development of, and patient flow through, the 

MHSS. 

Figure 1 Clinic Process Flow - The Memory Health Support Service 

Source. Australian Primary Health Care nurse association.  
Available at https://www.apna.asn.au/files/DAM/8.%20Nursing%20Tools/Ballarat%20process%20flow.pdf 
 

 

https://www.apna.asn.au/files/DAM/8.%20Nursing%20Tools/Ballarat%20process%20flow.pdf
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Figure 2 Patient Flow and MBS items - the Memory Health Support Service 

Source: Australian Primary Health Care Nurse Association.  
Available at https://www.apna.asn.au/files/DAM/8.%20Nursing%20Tools/Ballarat%20Patient%20flow.pdf 
 

 

 

https://www.apna.asn.au/files/DAM/8.%20Nursing%20Tools/Ballarat%20Patient%20flow.pdf
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Continued 
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BCH GP Clinic clinical staff up-skilling – PDSA Cycle 3 

The GP training comprised the ThinkGP Timely diagnosis of dementia modules 

(https://thinkgp.com.au/sites/default/files/tincan_files/31892/story_content/external_f

iles/dementia_notes.html). This training is free of charge and on-line. Completion of this 

training has RACGP 40 CPD points. The GPs were paid for the 6 hours required to 

complete this training. 

An eight hour training program for PNs was developed, using best-practice resources 

and an identification of the BCH PN needs, and implemented by the Project Lead Nurse 

in four blocks of two hours over several months. The PN training included a 4 hour free 

online learning package: The Four Steps to Building Dementia Practice in Primary Care – 

Promoting an evidence-based approach to dementia detection, diagnosis and support in 

a primary care setting (https://www.apna.asn.au/education/timelydiagnosis). This on-

line training was supplemented by two videos: The Long Goodbye (9) and Alive Inside 

(10) and a cognitive assessment and care planning discussion led by the Project Lead 

Nurse. 

MHSS implementation – PDSA Cycle 4 

The implementation of the MHSS required a change in the provision of chronic disease 

management support by GP Clinical staff.  Certain elements were identified as essential 

to supporting the effective delivery of the MHSS. As described in Figure 3, these 

elements include organisational factors, central relationships in care, the added value of 

the PN to impact on care, service delivery resources, and sustainability and best-practice 

context.  

These key elements are described in Figure 3.   

 

  

https://thinkgp.com.au/sites/default/files/tincan_files/31892/story_content/external_files/dementia_notes.html
https://thinkgp.com.au/sites/default/files/tincan_files/31892/story_content/external_files/dementia_notes.html
https://www.apna.asn.au/education/timelydiagnosis
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Figure 3 Factors supporting the development of the Memory Health Support Service. 

Source: Gibson, C. Yates, M. (2018). 
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MHSS: Approach to care 

Patient assessment and care planning in the MHSS encompasses a person-centred 

approach as the person is seen in their entirety rather than separate biological systems. 

In a holistic model of health, assessment factors are expanded beyond medical or 

pathological health status to include psycho-social factors of health. These factors may 

include culture and values, family and social roles, self-care behaviours and personal and 

environmental stressors (11). 

Evidence shows people living with dementia have in excess of four co-morbidities and 

poorer health outcomes than people with similar co-morbidities living without dementia 

(6, 12). Cognitive impairment significantly impacts on the ability to manage one’s own 

health.  Consequently it is essential that cognitive impairment is identified and taken 

into consideration when developing appropriate care plans and establishing person-

centred goals and realistic action plans to enhance health and well-being. The other 

critical element is that health assessment and care planning in the context of dementia 

has to be a dyadic approach. The person living with dementia and the person supporting 

them cannot be separated when considering health and wellbeing of either person. 

Future planning is highlighted as it must be discussed with the PLWD and support person 

to provide the PLWD maximum opportunity to participate in making decisions about 

future health care and lifestyle choices. 

Figure 4 describes the domains to consider when the PN is conducting cognitively aware 

chronic disease management care planning. This diagram is a refined version of the 

original model of care developed by Ms Caroline Gibson for the Dementia Support Nurse 

Service at DJHS (refer Appendix 1) with input from Dr Dan Borg (Australian Primary Care 

Nurses Association). 
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Figure 4 Domains of cognitively aware chronic disease management care planning   

Source: Gibson, C. and Yates, M. (2018) 
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MHSS: On-line PN resource guide 

An on-line resource to support the PN in the recognition of cognitive impairment and 

the delivery of chronic disease management support in the context of cognitive 

impairment has been developed by the authors of this report (Ms Caroline Gibson and 

Associate Professor Mark Yates) and integrated into the Dementia Pathways Tool (DPT) 

(www.dementiapathways.com.au).  The DPT was launched in 2013 by the Victorian 

Government Department of Health, Grampians Region, to assist GPs with diagnosis and 

timely referral to specialist services. It is a web-based repository of information, 

guidance, tools, service directories and resources aimed at enhancing current 

assessment and referral practices and ensuring a responsive and structured approach to 

initial concerns of cognitive decline.  The DPT included PN some activities to support 

dementia care but did not provide support for the role of the PN in cognitively aware 

chronic disease management or the provision of dementia care. The DPT was selected as 

the appropriate site for a comprehensive PN resource as it reiterates the essential 

collaborative relationship of the GP and the PN in delivering good dementia care in 

primary practice.  

Figure 5 Screenshot of draft PN resource: Dementia Pathways Tool 

 

Source: Dementia Pathways Tool available at: www.dementiapathways.com.au 

 

  

http://www.dementiapathways.com.au/
http://www.dementiapathways.com.au/
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MHSS: Chronic Disease Management Pathway 

The MHSS care pathway is a practical chronic disease management pathway that 
integrates the consideration of cognitive status. The model describes the tasks that can 
be carried out by the PN in collaboration with the GP. The pathway uses the General 
Practitioner Management Plan and Team Care Arrangement which are currently funded 
through the Australian Medicare Benefit Scheme (MBS) for providing a structured care 
approach for patients with chronic disease with complex care needs. 
 
The MHSS chronic disease management pathway highlights how the GP and PN can 
collaborate in achieving positive health outcomes for the person with dementia and/ or 
their carer. It includes the option to refer to a Dementia Care Nurse, a PN with advanced 
skills in dementia care, for support with more complex cognition assessments and care 
planning. 
 
The consultations described in the MHSS fit into the existing Australian MBS ensuring 
MHSS financial sustainability.   
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Figure 6 Memory Health Support Service: Chronic Disease Management Pathway using the Medicare Benefits Schedule 

Source: Gibson, C. and Yates, M. (2018) 
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The MHSS: Assessing outcomes – PDSA Cycle 5 

During the 8 month trial period the Project Lead Nurse saw all patients identified, by the 
BCH General Practice clinical staff, with a cognitive impairment. 

At the outset the criteria to measure the success of the project were defined as: 

1. The MHSS being acceptable to the BCH General Practice clinical staff 
 

2. The GPs and PNs choosing to utilise the model of care 
 

3. The model of care being financially sustainable in that all nurse activities 
could be covered by current MBS Item Numbers 

 

4. That the quality of life for the person with dementia and carer was improved. 
 

Outcomes for each of the four measurement criteria are detailed below:   

Success criteria 1: The MHSS was acceptable to the BCH General Practice clinical staff 

The majority of GPs and PNs were either very satisfied or extremely satisfied that the 

model supports GPs to help people with a cognitive impairment. 

Everyone with a clinical role agreed that the Memory Health Support Service gives them 

an option to support patients that may have a cognitive impairment and are likely to 

refer patients to the service; and to recommend the service to patients and colleagues. 

Several GPs reported that they were more likely to talk about memory with a patient if 

there was PN follow-up in seeing the patient for a care plan and following up cognition 

concerns.  

PNs reported increased confidence and likelihood of discussing cognitive impairment 

following dementia care training and having the model of care and resources accessible. 

In the second focus group one PN described how we work at the forefront, so we 

probably spend most the time with patients and family…can see little gaps appearing, so 

having the knowledge we can trigger a response and another PN reported I have dealt 

with her before, I could tell there was cognitive decline. Having this knowledge made 

things make sense, why things were happening. It was so briefly, but knowing…but 

identifying it then I could put a plan in place.  

Success criteria 2: The GPs and PNs choose to utilise the model of care 

During the 8 month trial period the Project Lead Nurse conducted the care planning and 

health assessments for the person living with cognitive impairment and the person 

supporting them. The GPs and PNs did refer to the service.  Forty-five clients were seen 

over the 8 month evaluation period with 97 consults in total. This equated to an average 

of 3 consults per week.  Seventy percent (n= 45) of people seen were experiencing 
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cognitive impairment with the support person comprising the remaining 30%.  The 

majority of clients (n=45) were over 70 years of age, and there was an equal gender 

representation. 

Success criteria 3: The model of care is financially sustainable in that all nurse activities 

could be covered by current MBS Item Numbers 

All consults in the MHSS utilised current MBS item numbers. 

At BCH usual practice was to complete a yearly new General Practice Management Plan 

(MBS Item 721) with a 6 monthly review (Item 732).  Supporting people living with 

cognitive impairment and the carer often necessitated more frequent reviews.  The MBS 

Item no: 732 can be used as many times as required if justified by a person’s health 

needs. 

Success criteria 4: The quality of life for person with dementia and carer is improved. 

At the commencement of the project an important measure of success was defined as 

improving the quality of life of the person living with dementia and the person 

supporting them.  The quality of life surveys, the DemQol (13) and Zarit Care Burden 

(ZCB) (14) were administrated in an early visit. These tools were to be readministered 

eight months later to compare results.  

A quick review of the literature showed that measurement of quality of life in dementia 

is complex. Banerjee et al (2006) report that the DemQol has acceptable psychometric 

properties for people with mild to moderate dementia and a person’s own perspective is 

fundamental to quality of assessment (15). The BCH MHSS project experience was that 

people living with dementia rated their quality of life as high. This is consistent with the 

literature for people living with dementia with an MMSE score of ≥ 10 (16). 

 

The ZCB measures carer burden. It collects data on negative experience, or burden, of 

the carer experience. In this project, some support persons of people living with 

dementia did not want to complete the ZCB as they felt it was only stating negative 

issues and did not provide for a balanced view. Chappell and Reed (2002) discuss how 

carer well-being is related to more than burden (17). The BCH project team felt that the 

distress of completing the ZCB and its emphasis on negative experience outweighed the 

potential value of data that could be collected. It is worth noting that the MHSS 

promoted reflection of the positive experience of caring. The use of the ZCB was in 

conflict with this aim. 

It was therefore decided not to administer the follow-up quality of life questionnaires as 

the trial period was too short to provide meaningful results and completing this task for 

no useful purpose was seen as onerous and unnecessary for the client group.  
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One evaluation measure of the APNA Enhanced-Nurse Clinic project was completion of 

the Patient Enablement and Satisfaction Survey (PESS) (18). The PESS has not been 

validated for a person living with dementia so was not used in the MHSS project 

measurement of outcomes. 

Anecdotal stories collected from support persons of people living with cognitive 

impairment during individual consultations with the author, Ms Caroline Gibson, 

indicated a positive experience with the MHSS. Support persons reported that they felt 

relieved to talk to some-one who understood and how much easier life was now they 

knew not to argue with their husband who lived with Alzheimer’s disease.  

MHSS development and implementation learnings – PDSA Cycle 6 

A number of factors were found to be essential to the development and implementation 

of a change in practice, such as the MHSS. These included: 

1. Administrative support  
 

Effective implementation of the MHSS requires medical software capable of recording a 

range of cognitive impairment diagnoses.  The BCH General Practice uses Zedmed which 

was limited in this capacity. This resulted in difficulties in generating reports for recall 

purposes and measuring any changes in recording a cognitive concern in patient records. 

2. Leadership 
 

An important driver to engage people in a new practice is effective leadership (19). The 

MHSS development and implementation occurred at a time of considerable change in 

management structures at BCH.  Despite executive support for the project, this did 

create some challenges in the delivery of project outcomes.  

3. The role of the PN 
 

The Project Lead was a Practice Nurse. It can be difficult for a nurse to take on an 

effective leadership role changing practice. Roberts (2000) discusses the power 

differential that exists between nurses and doctors particularly in general practice where 

the GP is also often the nurses employer and the nurses role is defined as working under 

the supervision or direction of the doctor (20).  Nurses can act as clinical practice leaders 

in general practice, however this role may also be restricted due to the demands of 

clinical tasks and the current funding model of general practice.  
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MHSS Dissemination of learnings 
The MHSS has been presented, and received positive feedback, at a number of 
conferences and workshops (see detail below). 
 
Posters 
 
ANZSGM Conference May 2017, Rotorua, New Zealand 
Title - The Memory Health Support Service – Piloting Practice Nurse enhanced dementia 
care support in Primary Care 
Ms Caroline Gibson, A/Prof Mark Yates 
 
Western Alliance Symposium, September 2017, Geelong, Australia 
Title - Improving dementia care in primary practice – a nurse-enhanced model of care  
Ms Caroline Gibson, A/ Prof Mark Yates  
 
NHMRC National Institute for Dementia Research - Dementia Forum, October 2017, 
Melbourne 
Title - Improving identification and primary health care management for people living 
with dementia and the people supporting them: Better utilising the Practice Nurse (PN). 
Ms Caroline Gibson, A/ Prof Mark Yates 
 
Oral presentations  
 
Primary Health Care Research Conference, August 2017, Brisbane, Australia 
Title - Nurse-Enhanced Dementia Care in General Practice – The Memory Health Support 
Service 
Ms Caroline Gibson, A/ Prof Mark Yates 
 
Australian Primary Health Nurse Association, May 2018, Brisbane, Australia 
Title - Making connections – the evolution of a nurse enhanced dementia care service in 
General Practice. 
Ms Caroline Gibson, A/ Prof Mark Yates 
 
Primary Health Care Research Conference, August 2018, Melbourne, Australia 
Title: The Memory Health Support Service: remodelling chronic disease management in 
general practice. 
Ms Caroline Gibson, A/ Prof Mark Yates 
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Project limitations 
The MHSS started as a quality improvement activity which evolved into a more complex 

study of what the role of the PN in delivering dementia care in primary practice could 

look like. Although designed as a quality improvement activity and not an academic 

research study all efforts have been made to maintain integrity in all aspects of this 

project. Changes in quality of life for the PLWD and support person were not measured 

as the trial period was too short to provide meaningful results and completing this task 

for no useful purpose was seen as onerous and unnecessary for the client group.  

Conclusions 
PNs are employed in two thirds of Australian general practice (21) and are an under-

utilised workforce that is well-placed to provide information and psychosocial supports 

to people recently diagnosed with dementia, their families and support persons.  

The MHSS was developed in response to the identified need to improve dementia care 

in primary practice.  The MHSS model of care describes how the PN can work within 

primary care and support the GP to provide best-practice care in patients with existing 

or emerging cognitive impairment or dementia. The MHSS provides a framework and 

resources to guide psycho-social-medical care planning for people presenting with 

cognitive decline and/ or their support persons. The MHSS also promotes risk prevention 

for developing dementia in the general population through health assessments, chronic 

disease management discussions and care planning.  

The MHSS was developed and implemented as an integrated service with the 

recognition of the existence and impact of cognitive impairment and dementia 

incorporated into all chronic disease management assessment and care planning. All PNs 

received dementia care training. A PN with advanced knowledge was available as a 

resource and for referral of more complex care planning needs. 

The MHSS was well received by the BCH General Practice Clinical staff with GPs, PNs and 

management reporting it a beneficial service to patients. PNs reported that the MHSS 

framework and resource availability increased confidence in discussing cognition 

concerns with patients and developing more appropriate care plans. GPs reported that 

they were more likely to ask about memory if the PN had the knowledge and skills to 

support people with cognitive impairment and could see the person for a care plan. 

Patients and support persons reported feeling supported and several support persons 

felt this was the first time their primary health care practitioner had listened to their 

concerns and supported them specifically in looking after someone with dementia. 

The development and testing of the MHSS demonstrated that the role of PNs can be 

enhanced to deliver best-practice and financially sustainable dementia care in General 

Practice. This nurse enhanced model of dementia care has the potential to address some 
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of the identified gaps in dementia care in primary practice, however further refinement 

and evaluation of the model and on-line resource is needed. 

Further work 
The Western Victoria Primary Health Network has provided funding for Ms Caroline 

Gibson to deliver 10 Dementia in Primary Care PN education sessions followed by focus 

groups/interviews with education session participants to evaluate the PN perceptions of 

the value and useability of the MHSS model of care and the accompanying on-line 

resource. The learnings from this evaluation will inform the refinement of the MHSS 

model of care and on-line resource and contribute to Caroline Gibson’s PhD research. 

This study, Value and Usability of a Practice Nurse Model of Dementia Appropriate Care: 

Perceptions of the Practice Nurse has received ethics approval: Ballarat Health Services 

& St John of God Hospital Ballarat HREC Reference Number: LNR/18/BHSSJOG/14.  

 
The recently announced Federal Government initiative introducing Health Care Homes 

will provide opportunities for the delivery of innovative chronic disease management 

models of care.  Thus providing the opportunity for PNs to work to their full potential 

and not be constrained by the MBS funding model. The MHSS should be explored in the 

context of the HCH. A poster summarising the proposed Health Care Home model and 

key issues for discussion and debate when considering the health needs of people living 

with dementia and their support person will be presented at the Australian Dementia 

Forum 2018, the annual forum of the National Health and Medical Research Centre 

(NHMRC) National Institute for Dementia Research. 

 

  



 

26 
 

THE MEMORY HEALTH SUPPORT SERVICE – IMPROVING DEMENTIA CARE IN PRIMARY PRACTICE: A NURSE-ENHANCED SERVICE 

References 
 

1. Parmer J, Dobbs B, McKay R, Kirwan C, Cooper T, Marin A, et al. Diagnosis and 
management of dementia in primary care. Canadian Family Physician. 2014;60(May):457-65. 
2. Koch T, S. I. Dementia diagnosis and management: a narrative review of changing 
practice. British Journal of General Practice. 2011:513-25. 
3. Strivens E, Craig D. Managing dementia - related cognitive decline in patients and their 
caregivers. Australian Family Physician. 2014;43(4):170-4. 
4. Speechly C, Bridges-Webb C, Passmore E. The pathway to dementia diagnosis. Medical 
Journal of Australia. 2008;189(9):487-9. 
5. Valcour VG, Masaki KH, Curb JD, PL. B. The detection of dementia in the primary care 
setting. Archives of Internal Medicine. 2000;160(19):2964-8. 
6. Bunn F, Burn A, Goodman C, Robinson L, Rait G, Norton S, et al. Comorbidity and 
dementia: a mixed-method study on improving health care for people wit dementia (CoDem). 
Health Service Delivery Research. 2016;4(8). 
7. Phillips J, Pond D, Goode S. Timely diagnosis of dementia - can we do better? A report 
for Alzheimer's Australia. Alzheimer'a Australia; 2011. Report No.: 24. 
8. Perry J, Bell F, Shaw T, Fitzpatrick B, Sampson E L. The use of PDSA methodology to 
evaluate and optimise an inner city memory clinic: a quality improvement project. BMC 
Geriatrics. 2014;14(4):1471-2318. 
9. Harrison K. The Long Goodbye. Australia: Ronin Films; 2010. p. 55 minutes. 
10. Rossato-Bennett M. Alive inside: a story of music and memory. United States: Projector 
Media BOND/360 City Drive Films; 2014. p. 78 minutes. 
11. Jarvis C. Physical Examination and Health Assessment. 3 ed. USA: W.B. Saunders 
Company; 2000. 
12. Ibrahim JE, Anderson LJ, MacPhail A, Lovell JJ, Davis M, Winbolt M. Chronic disease self-
management support for persons with dementia in a clinical setting. Journal of Multidisciplinary 
Healthcare. 2017;10:49-58. 
13. Institute of Psychiatry KsCL. DEMQOL Version 4. 
14. Bédard M, Molloy W, Squire L, Dubois S, Lever JA, M. OD. The Zarit Burden Interview: A 
New Short Version and Screening Version. The Gerontologist. 2001;41(5). 
15. Banerjee S, Smith S  C, Lamping D L, Harwood R H, Foley B , Smith P, et al. Quality of life 
in dementia: more than just cognition. An analysis of associations with quality of life in 
dementia. Journal of Neurology, Neurosurgery, and Psychiatry. 2006;77(2):146-8. 
16. Woods R T, Nelis S M, Martyr A, Roberts J, Whitaker C J, Markova I, et al. What 
contributes to a good quality of life in early dementia? awareness and the QoL-AD: a cross-
sectional study. Health and Quality of Life Outcomes. 2014;12. 
17. Chappell N, Reid R C. Burden and well-being among caregivers: examining the 
distinction. Gerontologist. 2002 42(6):772-80. 
18. Desborough J, Banfield M, Parker R. A tool to evaluate patients' experiences of nursing 
care in Australian general practice: development of the Patient Enablement and Satisfaction 
Survey. Australian Journal of Primary Health. 2013;20(2):209-15. 
19. Gilley A, Gilley J W, McMillan H S. Organisational change: Motivation, communication 
and leadership effectiveness. Performance Improvement Quarterly. 2009;21(4):75-94. 
20. Roberts S. Development of a professional identity: liberating the oppressor within. 
Advances in Nursing Science. 2000;22(4):71-82. 
21. Young J, Eley D, Patterson E, C. T. A nurse-led model of chronic disease management in 
general practice - patient's perspectives. Australian Family Practice. 2016;45(12):912-6. 

 



 

27 
 

THE MEMORY HEALTH SUPPORT SERVICE – IMPROVING DEMENTIA CARE IN PRIMARY PRACTICE: A NURSE-ENHANCED SERVICE 

Appendix 1 
Primary Health Care Nurse cognitive care assessment and care planning framework (Gibson, 2013, unpublished). 

 

 

Cognition – Assessment and 

Care Planning 

Cognitive assessment 
Known diagnosis 

Appearance 
Communication  

Sensory impairments 
Memory, thinking, behaviour changes 

Insight 
Judgement 

Planning & organisation 
New learning 

Initiative, follow through 
Concentration 

Impact– mental/ physical 
Safety/ risks 

MMSE with clock 
Other assessment tools 

 

Health status 
 

Medications 
Co-morbidities 
Mental health 

Coping with stressors 
Overcoming problems in the past 

Mobility 
Pain 

Nutrition 
Hydration 

Sleep & rest 
Hygiene 

Personal care 
 
 

 

CARE PLANNING 
Chronic disease management 

Potential clinical issues and goals 
Identify abilities/ limitations/risks 

Strength-based/ re-ablement 
Person-centred goals – person, carer 

Relationship centred care 
Education 
Support 

Other care providers 
Referrals 

Future planning 
Driving 

Living location/ with who 
Home/ residential care 

ACAS 
Advance Care Planning. EPOAs 

“This is me” 
Memory boxes 

Carer 
Knowledge/ understanding 

Attitude 
Own health status 

Quality of life 
 Interests/ activities ceased/why 

Mood 
Grief and loss 
Role changes 

Social supports 
Relationship factors 

Rewards/ challenges of caring 
Ability/ desire to continue with caring 

role 
Point when reconsider caring role 

Own health 

The person’s story 
 

Social history – education, jobs, leisure, family, 
achievements 
Daily activities  

Transport 
Handling money 
Appointments 

Physical environment 
Quality of life 

Life has meaning 
Cultural/ spiritual/ values considerations in care 

Interests/ activities ceased/why 
Grief and loss 

Relationship factors 
Social supports/ connectedness 

Elder abuse 
 



 

  


