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RESEARCHFEST ABSTRACT 2022 

Title:   Multiple Sclerosis Nurse Care in Australia: Patterns of access and impact on health outcomes 

Authors:  BARDSLEY, B; CHEN, J; CAMPBELL, J; VAN DER MEI, I; SHAPLAND, S; BURKE, T; TAYLOR, B 

Background:  Multiple Sclerosis (MS) is the most common chronic neurological disease diagnosed in 
young Australian adults, affecting more than 25,000 people. With onset usually occurring between 
the ages of 20 and 40 years, a diagnosis can be devastating. In Australia, MS Specialist Nurses are an 
integral part of the healthcare team, providing disease education, counselling, relapse and symptom 
management. These skilled nurses support treatment decision-making and the logistics of 
commencing higher efficacy therapies. They also enable clinical trial coordination and support 
research. Their involvement in the care of the person with MS is complex, varied and flexible, ideally 
beginning at diagnosis and adapting to their changing needs over the long-term. 

However, changes in funding models have led to a reduction in the number of MS Nurses, 
particularly in rural and regional areas, leading to concerns about inequity of access. There is no 
Australian data on patterns of access, nor on the value of MS Nurses as perceived by people with MS 
or any possible economic benefit of their involvement in care. 

Aims: Evaluate the patterns of access to MS Nurse care. Assess the health outcomes of people with 
and without access to MS Nurses. Describe the overall value of MS Nurses and reported benefits of 
MS Nurse care by people with MS. Perform exploratory cost savings analysis. 

Study Design:  Utilising a large representative cohort of 1,417 people with MS in Australia (the 
Australian MS Longitudinal Study), data was collected via survey. 

Results: Access to MS Nurse care brings health benefits for people with MS, including lower disability 
level, slower disease progression, less severe symptoms, lower levels of depression and anxiety and 
a higher quality of life. The survey showed that MS Nurses provided tailored care, and that people 
with MS were very satisfied with the frequency and type of help provided. However, a third of 
people with MS do not have access to MS Nurse care and have consistently worse outcomes. 

MS Nurse care reduces the need for other more costly health professionals and prevents emergency 
department presentations and hospital admissions. A highly cost-effective model of care, an 
investment of $5 million per annum would provide 50 more MS Nurses and conservatively save 
$62.2 million annually in healthcare costs. 

Discussion: MS Nurse care directly benefits people with MS and provides better health outcomes. 
Every Australian with MS should have access to MS Nurse care as part of their ongoing MS 
management plan. This would result in significant cost savings for MS healthcare in Australia. The 
results support the need for policies and practices and access to funding that will improve access to 
MS Nurse care. 

Contact:  Belinda Bardsley, Belinda.bardsley@austin.org.au 
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Cherry, K 1

Decision support interventions for dialysis choice: A structured process 
of shared decision making for a patient with chronic kidney disease 
(CKD). A case study. 

1. CKD CNC, Dept of Nephrology, Austin Health, Heidelberg, Vic, Australia;

Aim 
Decision support interventions by trained staff are a key component of shared 
decision making (SDM).  
A SDM approach has benefits where there is no clear evidence on best 
treatment, or if options are equivalent. SDM can also be considered where the 
impact of the treatment will affect daily life, and where there are benefits and 
harms which patients value differently. 

An 81 yr. with stage 5 CKD showed uncertainty regarding his dialysis choices. 
He had previously received education, and discussions at medical and surgical 
appointments. 

Methods 
Decisional needs were identified according to the Ottawa Shared Decision 
Framework 
A decision coaching (DC) session was held with the patient and wife, the CKD 
nurse, and an international expert in DC training. 
The Ottawa Personal Decision Guide was sent to the patient prior to the 
intervention and used during the session.  
Decisional conflict was measured using a 4-item screening (SURE) tool. 
The decision coaching skills of the nurse were assessed using the Decision 
Support Analysis Tool (DSAT). 

Results 
The decision to do haemodialysis at home versus in centre, or peritoneal 
dialysis was made. 
The decision involved a trade-off between the harms and benefits of each 
treatment, and which of these mattered most to him. 
He scored 4/4 on the SURE tool (no decisional conflict). 
He reports support from his family, and no felt pressure. 
The nurse scored 8/10 on the DSAT. 

Conclusion 
A structured approach to SDM in CKD will assist patients to make dialysis 
choices based on what matters most to them. Decisional needs assessment, 
and DC sessions with a trained decision coach will be an integral part of this 
model. 

The next step of SDM will be assisting the patient to achieve his treatment of 
choice, home haemodialysis. 
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Clinical risk prediction model for 30-day all-cause re-hospitalisation or mortality in 
patients hospitalised with heart failure  

Driscoll A, Romanuick H, Dinh D, Amerena J, Brennan A, Hare DL, Kaye D, Lefkovits J, 
Lockwood S, Neil C, Prior D, Reid C, Orellana L. 

Abstract 

Background:  This study aimed to develop a risk prediction model (AUS-HF model) for 30-
day all-cause re-hospitalisation or death among patients admitted with acute heart failure 
(HF) to inform follow-up after hospitalization. The model uses routinely collected measures 
at point of care.  

Methods: We analyzed pooled individual-level data from two cohort studies on acute HF 
patients followed for 30-days after discharge in 17 hospitals in Victoria, Australia (2014-
2017). A set of 58 candidate predictors, commonly recorded in electronic medical records 
(EMR) including demographic, medical and social measures were considered. We used 
backward stepwise selection and LASSO for model development, bootstrap for internal 
validation, C-statistic for discrimination, and calibration slopes and plots for model 
calibration. 

Results: The analysis included 1380 patients, 42.1% female, median age 78.7 years 
(interquartile range=16.2), 60.0% experienced previous hospitalisation for HF and 333 
(24.1%) were re-hospitalised or died within 30 days post-discharge. The final risk model 
included 10 variables (admission: eGFR, and prescription of anticoagulants and thiazide 
diuretics; discharge: length of stay>3 days, systolic BP, heart rate, sodium level (<135 
mmol/L), >10 prescribed medications, prescription of angiotensin converting enzyme 
inhibitors or angiotensin receptor blockers, and anticoagulants prescription. The 
discrimination of the model was moderate (C-statistic=0.684, 95%CI 0.653, 0.716; optimism 
estimate=0.062) with good calibration. 

Conclusions: The AUS-HF model incorporating routinely collected point-of-care data from 
EMRs enables real-time risk estimation and can be easily implemented by clinicians. It can 
predict with moderate accuracy risk of 30-day hospitalisation or mortality and inform 
decisions around the intensity of follow-up after hospital discharge.  
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Title: Feasibility of a nurse-led, multidisciplinary geriatric oncology model of care 

Dufton P.H.1,2, Tarasenko E.1, Mellerick A.1, Yates P.3,4, Lee, K.3, Parakh, S.5,6,7 

1 Olivia Newton-John Cancer Research and Wellness Centre, Austin Health, Heidelberg, 

Victoria, Australia 

2 Department of Nursing, Melbourne University, Parkville, Victoria, Australia 

3 Department of Geriatric Medicine, Austin Health, Victoria, Australia 

4 Department of Medicine, University of Melbourne, Parkville, Victoria, Australia 

5 Department of Medical Oncology, Austin Health, Heidelberg, Victoria, Australia 

6 Olivia Newton-John Cancer Research Institute, Heidelberg, Victoria, Australia 

7 La Trobe University School of Cancer Medicine, Heidelberg, Victoria, Australia 

Aim: Despite robust evidence in support of improved patient outcomes following 

geriatric oncology assessment, it is not routinely embedded into care primarily because 

of lack of resources. This study aimed to evaluate the feasibility of implementing a 

sustainable, multidisciplinary model of geriatric oncology care for older people newly 

diagnosed with lung cancer at Austin Health. 

Methods: Patients aged ≥ 65 years and who were newly diagnosed with lung cancer 

were invited to participate in a one-hour, face-to-face, nurse-led assessment 

encompassing eight validated tools (G8, timed up-and-go, mini-cog, IADLS, distress 

thermometer, hospital anxiety and depression scale, elderly functional index and hand 

grip strength). Each patient was discussed at a multidisciplinary team (MDT) meeting, 

where an individualised care plan was developed. Assessments and MDT 
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recommendations were made available to the treating oncologist prior to the patient’s 

initial oncology appointment. 

Results: Since September 2021, 74 patients have been identified as eligible for nurse-

led assessment. 51% (n=38) of eligible patients underwent nurse-led assessment, with 

the primary reason for missed assessment being late clinic add-on. 74% (n=28) of 

patients scored <14 on the G8, with 29% (n=11) of patients referred for a 

Comprehensive Geriatric Assessment with the geriatrician. 74% (n=29) of patients 

assessed had at least one referral made following the MDT meeting, however, up to 

50% of referrals offered were declined. 76% (n=29) of patients who underwent nurse-

led assessment were offered systemic anti-cancer therapy, with 21% (n=8) of treatment 

regimens modified at cycle one for frailty. 

Conclusions: A nurse-led, MDT model of geriatric oncology care is a feasible way to 

incorporate geriatric oncology assessment into routine care. There are barriers to 

uptake of assessment which are primarily related to timing and availability of nursing 

resources. Further research is underway to evaluate acceptability of the model and the 

barriers to uptake of referrals. 
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Gregory R 1, Phillips M 1, Newell C, 1  

Chronic Pain Nurse Medication Clinic: A pilot project

1. Integrated Pain Service, Austin Health, 145 Studley Road Heidelberg VIC

Background and Aim 
Chronic pain affects up to 20% of Australians1, imposing significant financial 
and disease burdens2. Patients may wait 18 months to be seen in a chronic 
pain clinic, and 3 months between appointments with a pain specialist. We 
aimed to provide more timely follow up of medication changes made by a pain 
specialist, by trialling a Chronic Pain Nurse Medication Clinic. 

Methods 
The pilot clinic was run weekly for 8 weeks by the chronic pain Clinical Nurse 
Consultant (CNC). Pain specialists were invited to refer patients following 
medication changes. The CNC conducted phone reviews to assess benefit, 
side effects, and compliance, and provide additional advice as guided by the 
referring specialist. Pain specialists were asked for their feedback on the clinic. 

Results 
After 4 weeks, 3 of 6 pain specialists had referred patients to the clinic. The 
CNC had made 10 calls to 7 patients. They had multi-modal analgesia regimes 
which included opioids (4), gabapentinoids (3), antidepressants (5), anti-
inflammatory medications (3), and clonidine (2). 

Patients had a mean wait time of 12 days (range 4-27) for an appointment in 
the Nurse Medication Clinic. They were seen ahead of their next pain specialist 
appointment by a mean of 35 days (range 10-86). The CNC provided education 
(3), assessed responses to medication escalation (7) and de-escalation (1), 
facilitated staged medication changes (4), and provided feedback to specialists. 

The pain specialists affirmed the clinic as valuable in improving patient care 
and efficiency of specialist appointments. They expressed support to continue 
the clinic. 

Conclusion 
A nurse medication clinic is feasible, and valuable in providing timely follow up 
of medication changes for patients with chronic pain. This could improve 
efficiency of pain specialist appointments and reduce timeframes to optimise 
patients’ analgesia regimes. 

References 
1. Blyth FM, March LM, Brnabic AJ, Jorm LR, Williamson M, Cousins MJ.

Chronic pain in Australia: a prevalence study. Pain. 2001 Jan;89(2-3):127-34.
2. Cohen SP, Vase L, Hooten WM. Chronic pain: an update on burden, best

practices, and new advances. Lancet. 2021 May 29;397(10289):2082-2097.
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Hopkinson, D1,2  Gledhill, S2

Integrated Literature Review: Occupational Violence and Aggression 

incident management in nursing 

1. Austin Health
2. Australian Catholic University, School of Nursing and Midwifery

Aim 
In Australia 95% of healthcare workers report incidents of occupational 
violence and aggression (OVA)1. These incidents are chronically under 
reported and the cumulative impact of repeated incidents can negatively effect 
an individual’s well-being1. The aim of this review was to systematically 
appraise and synthesise what is currently known about the prevalence, impact 
and best support strategies available to support nursing staff following 
incidents of OVA in healthcare setting

Methods 
A literature search was conducted using three databases; CINAHL, PscyhInfo 
and Medline. 

Results 
Ten peer reviewed articles were deemed appropriate for inclusion in this 
review along with three grey literature sources. The literature identified 
strategies that staff reported as positively impacting their well-being following 
incidents of OVA and revealed the benefits of this process on well-being, 
resilience and reducing staff burnout and turnover intention. The majority of 
current research is focused on the mental health and emergency nursing 
setting. The grey literature produced by professional and government 
agencies produced guidelines for managers and organisations to reduce the 
prevalence of OVA and to better support staff following incidents. 

Conclusion 
Strategies should be implemented across all health care settings to ensure 
there is consistent and appropriate support offered to staff following OVA. 
There is a need for further research to determine if current strategies 
implemented in the mental health and emergency nursing setting are 
applicable to the general inpatient setting. 
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Phillips M.1, Collins J.1, Newell C.1, Pontonio F.1, Yeomans M.1, Tan C.1, Heldreich C.1

Smoothing the transition from hospital to community: A nurse-led transitional pain 
clinic

1. Integrated Pain Service, Austin Health, 145 Studley Road Heidelberg VIC

Background and Aim 
Transitional pain clinics treat patients at risk of developing persistent post-surgical pain, 
disability, and prolonged opiate use after surgery1. They have been shown to improve pain, 
function, and reduce opioid use 1,2. Austin Health runs one of few such clinics in Australia. 
We reviewed the impact of this clinic on post-hospital care and outcomes for at-risk patients 
in 2021. 

Methods 
Patients were identified as at-risk in the Peri-Operative Pain clinic, or as inpatients by the 
Acute Pain Service. Following hospital discharge, Pain Nurses conducted phone reviews of 
patients’ pain, functional recovery, and analgesia use, under supervision of a Specialist 
Anaesthetist. Patient education and written advice to GPs were provided if necessary.  

We used block samples from the beginning, middle, and end of 2021 to audit 60 of an 
estimated 230 patients reviewed in Transition clinic. We described patient characteristics and 
compared opioid use before and after clinic, using Stata 15. 

Results 
Patients had a median age of 55 [IQR 44-64]. They were predominantly female (62%), 
admitted for orthopaedic or spinal surgery (57%), and referred for opioid containment (83%). 
At baseline, 75% had a chronic pain condition, 70% were using opioids and 40% had a mental 
health condition.  

The median morphine-equivalent daily dose (oMEDD) was 30mg [IQR 0-75mg] pre-
admission, 60mg [IQR 34-90mg] at hospital discharge and 30mg [IQR 0-50mg] at transition 
clinic discharge. There was significant reduction in oMEDD from baseline to clinic discharge 
(p=0.05) using a Wilcoxon Signed-Rank test. At clinic discharge, 85% of patients reported 
good function, 28% had unused opiates and were educated on safe disposal. Tailored written 
advice to GPs was provided in 37% of cases.  

Conclusion 
A nurse-led clinic can support the transition from hospital to community care for patients 
with complex pain, successfully promote functional recovery, and contain and reduce 
opioids.  

References 
1. Mikhaeil J, Ayoo K, Clarke H, Wąsowicz M, Huang A. Review of the Transitional Pain

Service as a method of postoperative opioid weaning and a service aimed at minimizing the
risk of chronic post-surgical pain. Anaesthesiology Intensive Therapy. 2020;52(2):148-153.

2. Katz J, Weinrib AZ, Clarke H. Chronic postsurgical pain: From risk factor identification to
multidisciplinary management at the Toronto General Hospital Transitional Pain Service.
Can J Pain. 2019 Jul 30;3(2):49-58.
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Scott C1, M Stewart-Steele1, J Bennett1, Baldwin I1 

Continuous Cardiac Index (CCI) measurement following post operative cardiac 

surgery : FloTrac™ Vs Pulmonary artery catheter (PAC) with  HemoSphere™ 

CCI monitor.  

1. Dept. of Intensive Care, Austin Health, Heidelberg, Vic. Australia.

Background. 
Heart function is measured during anaesthesia and after cardiac surgery. CCI 
requires a pulmonary artery (PA) catheter, and considered gold standard and best. 
ICU patients with medical conditions may require CI measurement, and a non 
invasive device is used benefiting from the  arterial line and wave generated to 
provide a CCI value – pulse contour analysis and FloTrac™ software. 

Methods.  
We conducted an audit on 10 post operative patients over the initial two hours after 
surgery and in ICU. Both FloTrac™  and PAC for CCI were established with two 
monitors. Values for CCI were collected at 30 minute intervals for four paired values 
to compare as a single measurement each time. 

Results.  
For FloTrac™  and PAC  respectively. Wilcoxon signed Rank test, for comparison of 
mean / SD values (2.98,1.05, and 2.70, 0.68), was not significant,  P=0.127, and with 
Pearson, r =0.23, p=0.05. Bland Altman Plot (below) analysis : average difference of 
mean values = 0.28 with limits of agreement; lower -1.89 and upper 2.45.  

Discussion.  
Data from this small study confirms FloTrac™ non-invasive measurement agrees 
with CCI from a PA catheter. However the SD and outlier data suggests this is more 
within the common and physiological range for CI. Clinical management for low CI is 
also common and this finding may be important when FloTrac™ is in use.  

Conclusion.  
FloTrac™ and PAC are in agreement for CCI measurement and more within 
common, and ‘normal’ range.   
Reference(s). 
Opdam H I, Wan Li, Bellomo R. A Pilot assessment of FloTrac cardiac output monitoring 
system. Intensive care Medicine, 2007 33:334-349.  
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