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Executive Summary
A unique opportunity exists for integrated planning of health care provision across the three levels
of government in federated Australia, to develop from the ground up a model of care that reflects
international best practice, one that is at the leading edge of health policy directions and that meets
head on the accelerating demands in healthcare from growing and ageing populations. This model is
integrated primary and community care (IPCC) ‐ characterised by local disease prevention and early
interventional care provided by multidisciplinary primary care teams; linked up with secondary and
tertiary providers outreaching from hospitals; at the leading edge of innovation, quality and
excellence; exploring the practical application of evidence‐based policy; teaching the next
generation of health care providers partnered with academia; and accountable to local communities.
The South West Growth Centre (SWGC) is a Greenfield development site of around 17,000 hectares,
till now agricultural and grazing land, most of which straddles approximately 50:50 the Camden and
Liverpool Local Government Areas (LGAs). It has capacity for around 110,000 new dwellings for
300,000 people and will progressively be developed over the next 30‐35 years. The first houses are
beginning to be occupied at Edmondson Park and Oran Park; however substantial settlement and
health demand will not eventuate until the latter part of this decade.
In recognition of this unique opportunity to develop health care services from a clean slate reflecting
the evidence base of best practice, two partners with a strong history of service integration
collaborated to develop a framework for meeting the healthcare needs of SWGC residents. The
Macarthur Division of General Practice (MDGP) had identified IPCC for the SWGC as a priority in its
Five Year Strategic Plan in response to health reform. MDGP had as a fundamental and non‐
negotiable premise of planning that general practice remain the foundation of IPCC, fully recognising
that the full benefits of teamed multidisciplinary care requires close attention to the dynamics of
team work, in developing professional working relationships that bring a range of skill sets together
with synergy for patient benefit.
The former Sydney South West Area Health Service (SSWAHS) had for the past five years identified
IPCC as the prime vehicle to provide for emerging health care needs in the SWGC. This reflected
strong clinical advice to the effect that the hospital (secondary and tertiary) inpatient and
ambulatory care needs of SWGC residents would best be met through increased capacity at existing
hospital facilities within close proximity to the growth centre boundaries i.e. at Liverpool,
Campbelltown and Camden. The enhancement of the critical mass of clinical expertise and
infrastructure there would provide the best quality of care and economic return on investment.
These service development priorities have been adopted by the South West Sydney Local Health
District (SWSLHD).
International evidence points to primary care as the appropriate setting to meet 90‐95% of the
health needs of local populations (Government of Ireland, Department of Health and Children, 2001
p.7). IPCC has been recognised as leading to better health outcomes, better health status and
improved cost‐effectiveness in service delivery. It is increasingly cited as the preferred model of care
in policy determination across all tiers of government, with financial incentives increasingly
structured to support implementation. IPCC is not an entity specific model of care, potentially
existing in public, private or community controlled organisations, anchored by strong and sustained
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relationships between care providers across organisational structures. For the emerging
communities of the SWGC to receive optimal health benefits from the IPCC model, service delivery
must effectively link the primary care provision funded through the Australian and NSW Government
tiers and evolve linked up to the social support and infrastructure provided through local
government and community controlled organisations. To fully realise the benefits of integrated
multidisciplinary primary care teams, management structures will need to facilitate a unified
approach to care with clearly delineated lines of responsibility mutually accepted across teams.

Preferred Model of Care for the SWGC
A three tiered hierarchical model of IPCC has been identified as the preferred model of care for
development in the SWGC, outlined in detail at pages 46‐66 and summarised graphically below.
Regional Integrated Primary & Community Care Centre (RIPCC)
Catchment population 75,000‐100,000 – 3 across a fully developed SWGC
Hub for multidisciplinary primary
care and specialist hospital outreach
in medical ambulatory care and
potentially day surgery. Co‐located
community health, general practice
PCC(s) and on‐site specialist
ambulatory care. Educating the
health disciplines. Integrated
management structure.

Services provided on site could extend to:
• General Practice PCC(s)
• Multidisciplinary Specialist Clinics
• Medical Procedural Care/Day Surgery
• Chronic Care and aged
•
Child, Youth & Family
• Drug Health
• Mental Health

•
•
•
•
•
•
•

Satellite Dialysis
Day Therapy Cannulation
Sexual Health
Diagnostic Imaging
Oral Health
Satellite Pharmacy
University Training Centre

Primary Care Clinics (PCC)
Catchment population 15,000‐18,000 – approx. 18 @ up to 2 per precinct
Private general practice with
6‐8 GPs, Practice Nurses, on‐
site allied health therapy and
other services on visiting
basis. Educating the health
disciplines. Private practice
GP led management structure.

On site services could extend to:
• General Practice
• Practice Nursing
• Allied Health
• Private Diagnostic Imaging
• Private Pharmacy
• Private Dental

Visiting in‐reach services could include:
• Medical Specialists
• Early Childhood Nursing
• Community Nursing
• Diabetes Educator
• Wound clinic etc

Team General Practice (TGP)
Catchment population 4,000‐5,000 – approx. 70 @ I per neighbourhood centre
Private general practice, normally
≤ 5 GPs supported by lesser number
of Practice Nurses. Includes solo and
partner practices teamed through
virtual alignment including for
education. Private practice GP led
management structure.

On site services could extend to:
• General Practice
• Practice Nursing

Visiting in‐reach services could include:
• Private Allied Health
Streamlined referral arrangements to
Community Health Services
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Multidisciplinary relationships within and across tiers are forged within an overarching educational
ethos providing a full range of learning opportunities at all hierarchical levels of the model, across all
health disciplines, for students and in‐service for the care providers engaged.
The strategy for development of this IPCC model in the SWGC is fully aligned with the emerging
strands of primary health reform, implementing the core pillars of primary care reform as identified
in the building blocks of the National Primary Health Care Strategy (NPHCS), such as regional
integration linking primary health to other sectors, eHealth technologies to support care integration,
workforce skilling on core competencies for multidisciplinary team care and providing the physical
infrastructure for new models of primary health care delivery. The IPCC model proposed directly
focuses on all key priority areas identified in the NPHCS:





Improving access and reducing inequity – an integrated service system providing uniform
quality care;
Better management of chronic conditions – improved continuity and coordination of care;
Increasing the focus on prevention – more systematic approaches, coordinated and
integrated with other preventive activities;
Improving quality, safety, performance and accountability – framework for quality and
safety in primary health care.

The hierarchy of IPCC ensures the need for travel to hospital sites is only when acute infrastructure
and specialised services are required, reducing demands on our hospitals. Indeed, many specialised
medical and procedural ambulatory care and day therapy services including day surgery can
outreach from hospital and be provided locally within IPCC outlets.
The IPCC model identifies a strategic accountability framework that focuses on multidisciplinary
quality improvement. Grounded to the evidence‐base and with links to academia embedded, a
strong corporate and clinical governance framework will apply. This should include active
community participation in governance structures for the larger IPCC entities and a sustained
relationship with Medicare Locals in adopting and meeting quality standards across the
multidisciplinary primary care spectrum.
A prime concern of this plan has been to identify the physical infrastructure required to establish the
IPCC model across the SWGC. The hierarchical model identifies the preferred distribution of IPCC
outlets, enabling a gross floor area footprint to be built up for the range of services to be provided.
These estimates are already being utilised in the master planning for town centre developments in
the SWGC.
The IPCC model implies that a mixed funding model for capital and operational costs will be
required. For capital, the mix of funding is likely to vary between the hierarchical levels. For the
largest regional IPCCs it is expected that a mix of Australian Government (possibly Health and
Hospitals Fund or like funding) and NSW Government funding sources would be required. For the
middle level PCCs a mix of Australian Government (possibly GP Super Clinics or like funding) and
private sector funding is envisaged. For the smallest hierarchy level, TGPs, predominately private
sector funding is envisaged with Australian Government top‐up funding (possibly Primary Care
Infrastructure Grants or like funding).
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Next Steps
The model for IPCC in the SWGC has been endorsed by the MDGP and SWSLHD Boards as the
preferred service development direction for the SWGC.
Moving forward, Sydney South West GP Link Ltd and the soon to be established South Western
Sydney Medicare Local will take responsibility for:







Approaching the Australian Government Department of Health and Ageing, Primary and
Ambulatory Care Division, to seek conceptual support for the IPCC model
Exploring the availability of Commonwealth funding to enable further conceptual
development, seeding funds for pilot testing and eventual capital and operational funding
for service establishment
Integrating the IPCC model into the business of the South Western Sydney Medicare Local
Exploring opportunities with the private sector to source funding for IPCC infrastructure and
business modelling
Discussing possibilities through their established liaison mechanisms with the three tiers of
Government

SWSLHD will take responsibility to engender support within the NSW Government for the SWGC
IPCC model. This will include:









Inclusion of the footprint for regional IPCCs within the Department of Planning’s master
planning of town centre developments at Leppington and the developer’s plans for Oran
Park and of PCCs within Indicative Layout Plans for precincts
Engaging support for the SWGC IPCC model within relevant functional divisions of the NSW
Ministry of Health, which under current structures would include Strategies and Resources
Division branches of Primary Health, Community Partnerships & Chronic Disease; Statewide
and Rural Health Service & Capital Planning; and Inter‐Government and Funding Strategies
Discussing possibilities through established liaison mechanisms with local government, inter‐
agencies, regional forums and community networks
Identifying regional IPCC centres on the SWSLHD Asset Strategic Plan at a high enough
priority to give prospect of securing capital funding by the projected end of decade date of
service establishment
Working with the current NSW funded services in community health, aged care and other
services provided in the community, to identify an integrated management and governance
framework to enable the SWGC IPCC model to be populated across the SWGC.
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Policy Underpinnings
Integrated Primary and Community Care Policy Developments
Conceptual models of Integrated Primary and Community Health have increasingly received policy
attention. As evidenced by the National Health Reform COAG Heads of Agreement in February 2011
and National Health Reform Agreement (NHRA) of July 2011, it is clear that a closer integration of
community health services with primary care services provided through general practice is driving
evolving models of care. This means that in terms of infrastructure development, a traditional
community health centre model would no longer be sufficient to meet contemporary policy
directions.
National Health Reform was a live issue over the timeframe of this joint planning process, with
continuing discussions between Council of Australian Governments (COAG) partners, culminating in
the signing of a new NHRA. Most clauses (C) of this agreement focus on the funding of public
hospital services. However, it does acknowledge the Commonwealth’s lead role in delivering
primary health care reform (C1f.ii), that Medicare Locals and Local Health Networks (LHNs) will work
together to integrate services (C1g, C1h and C10), that States are responsible for funding capital
(C8a.iv) and that under Schedule E2:
‘The Commonwealth and the States will work together on system‐wide policy and State‐wide
planning for GP and primary health care given their impact on the efficient use of hospitals and other
State funded services, and because of the need for effective integration across Commonwealth and
state funded health care services.’
It should be noted that under Schedule E3 of the NHRA:
‘The Commonwealth will develop by December 2012 a national strategic framework to set out
agreed future policy directions and priority areas for GP and primary health care, informed by
bilateral work on state‐specific plans for GP and primary health care, with state‐specific plans to be
completed by July 2013.’
The NHRA and Schedule E – GP and Primary Health Care ‐ is at Attachment G.
The NSW Community Health Review identified an option of a network of integrated Primary and
Community Health Services (PACHS) hubs that bring together local GPs, community health and NGOs
in effective local partnerships. In urban areas PACH service catchments were estimated at between
50,000 and 300,000 (Level 4). PACHS were seen as generically encompassing HealthOne, GP Super
Clinic and Polyclinic models of care and their development would be consistent with the intent of
National Health Reform. Priority services identified for consolidation into PACHS included:






Community health
Community mental health
General practitioners
Hospital outpatient and ambulatory care services where local provision is feasible on quality,
safety and service efficiency grounds and desirable from consumer access perspective
Linked up and whole of government programs where co‐location would improve access and
outcomes
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The NSW Ministry of Health is yet to publish a final response to the proposals outlined in the NSW
Community Health Review. However, indications are that one aspect with broad support is the
concept of service provision in 5 community health streams – child, youth and family; rehabilitation,
aged care and chronic disease; mental health and drug and alcohol; oral health; community and
priority populations.
Key policy drivers underlying development of integrated primary care internationally include:







defining a core range of primary care services for defined populations, including essential
services
improving 24/7 access to essential primary care services e.g. walk in clinics in the UK
greater focus on planning for and delivering services for geographically defined populations
e.g. in NZ and the UK
emphasis on prevention, promotion and management of chronic disease (most countries)
use of multidisciplinary approaches (but multidisciplinary development beyond GPs and
primary health care nurses remains an implementation challenge)
development of regional level organizational structures and networks that bring together
general practitioners and other primary care/primary health care providers for the provision
of more integrated care for defined populations e.g. Primary Care Trusts in the UK and
Primary Health Organisations in NZ

Source: McDonald J & Hare L (2004). Literature Review. The contribution of primary and community services. The Centre
for Health Equity, Training, Research & Evaluation. Centres for Primary Health Care & equity. UNSW September 2004.

Other commentators have also seen a major policy driver underlying the development of integrated
primary care as the need to develop a health workforce development strategy that not only fills gaps
in service provision but also addresses long term planning, education, training, re‐skilling,
recruitment, retention and modernisation of the health workforce and workplace. It is seen as a
major component of incentives and programs required to promote general practice as an attractive
career pathway for medical and nursing graduates and to support, retain and develop the primary
care workforce (AGPN 2009).
At the same time, the Australian Government has been promoting the development of GP Super
Clinics. The intent of GP Super Clinic model of care to incorporate a range of services potentially
delivered by multiple service providers and facilitated through physical co‐location of services. The
types of health care services that could be provided through a GP Super Clinic include:










General practice (with privately practising GPs a key element of each GP Super Clinic);
After hours care;
Facilities for regular services provided by other allied health professionals, such as
physiotherapists, dieticians, podiatrists, occupational therapists, and specialist care for
seniors;
Psychology services and relevant mental health support programs including drug and alcohol
counselling;
Consulting rooms for visiting medical specialists and access to physicians and paediatricians;
Facilities for practice nurses to provide comprehensive primary health care (as part of a
multi‐disciplinary team) including, early identification and intervention for chronic disease,
risk modification counselling, self‐management support, care planning and coordination;
Nurse practitioner services;
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Facilities for running regular chronic disease management programs and community
education (including diabetes, obesity, asthma and smoking cessation programs);
The provision of dental services;
Linkages with key components of the local health system such as hospitals, community
health services, other allied and primary health care services, health interpreting services,
telephone triage services (such as the National Call Centre Network or similar) and other
established telephone help lines (such as telephone counselling services). The community
has raised privacy concerns and would seek reassurance that there is no unauthorised data
swapping without consent;
Community health services funded by State and Territory governments; and
Co‐located diagnostic services, provided that these are consistent with relevant pathology
and diagnostic imaging legislation.

The GP SuperClinic model of care also includes a required focus on teaching and clinical training. As
of June 2011, 64 GP Super Clinics had been announced, with 31 operating, under construction or
delivering early services.
The intention of this planning paper is to bring together the conceptual models being advanced
internationally, nationally and within the NSW Ministry of Health into a coherent Integrated Primary
and Community Care Centre model; to be developed sequentially parallel to current expectations of
population growth patterns and the health needs of these new communities.

Defining Integrated Primary and Community Care
Refer to Attachment A for definitions of terms commonly referred to in the literature about
integrated primary and community care. It should be recognised that for many key terms there are
different and varied definitions applied by commentators. Agreeing on standardised definitions to
be used in the local context will greatly assist in the planning, development and evaluation of
services.
Health care services provided across jurisdictional boundaries can be “integrated” in different ways.
Health policy literature internationally identifies common forms of integration including:
 Virtual integration ‐ health care organizations exist within a network of organizations
working towards a common goal of providing health care to a given population. Integration
is managed through contractual relations with no common ownership. Traditionally Area
Health Services have interacted with primary care organisations within this paradigm.
 Vertical integration ‐ sharing of human and physical resources, normally highly structured,
with a hierarchal system of governance, usually under one management. Typical examples
of vertically integrated systems are integrated service networks which consist of a
continuum of coordinated services delivered to a defined population by an affiliation of
organizations. There is sharing of financial and clinical responsibilities and often
encompassing health‐related disciplines beyond medicine.
 Horizontal integration ‐ cooperation and collaboration between health care providers of the
same level of service, such as between general practitioners from different practices.
 Functional integration ‐ key support functions and activities (financial, management, human
resources, strategic planning, information management, marketing and quality
improvement) are coordinated across operating units
 Clinical integration – organizing functions and activities around patient care and services,
with a focus is on continuity and coordination of care, disease management, good
7
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communication among caregivers, smooth transfer of information, and the elimination of
duplicate testing and procedures. This requires a central system of patient records, service
delivery and best practice protocols to deliver care successfully as an integrated system.
Provider integration – practitioners are economically linked to a system, use its facilities and
services and actively participate in planning, management and governance.

Definitions applied to various forms of integration vary between jurisdictions and those used
overseas do not necessarily align exactly to common usage in Australia, where a mixed funding
system particular to the federated commonwealth of states has developed. Nevertheless, in general
terms, health systems have struggled to move from virtual to vertical integration. Movements
towards clinical integration have occurred but provider integration and management and
governance under single structures have proved problematic. If a full integration of primary and
community care entails substantial achievement of all of the integration components identified
internationally, then systemic changes to core organisational and functional arrangements will be
required. It is yet to be seen how far National Health Reform will advance agendas for fuller
integration.
In addition, communities have often raised concerns about how across the various definitions of
integration the concept of a common or central patient clinical record will be applied and how a
‘primary care gatekeeper’ role would relate to the core value of autonomy in patient choice.

Characteristics of an Integrated Primary and Community Care Model
Given the range of integration definitions available, integrated health systems appear in many forms
and shapes. However, internationally there have been identified some common core characteristics
of a model of care that meets integration objectives. These include the following.
Comprehensive services offered across the continuum of care







Providing a comprehensive scope of primary, community and health related services, linked
along the continuum to provide seamless patient care
Streamlined processes to link services at different stages of the health care delivery process
Coordination and cooperation with social care organizations
Access to a continuum of care with multiple points of access
Emphasis on wellness, health promotion and prevention with primary care gate keeping to
secondary services
Bridging between primary, secondary and tertiary care

Person centred approach







Patient‐centred philosophy; focusing on patients’ needs
Patient/consumer/community engagement and participation, i.e. consumers, carers and the
local community provide input on various levels
Population‐based needs assessment; focus on clearly defined populations
Focus on meeting community’s health needs; needs‐based planning and information
management
All members of the clinical team have a valued role, focused on the patient, maintaining
professional autonomy
Internal processes are redesigned to improve service to the ultimate customers (patients)
and their carers
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Sensitivity and responsiveness to population needs; customer driven

Geographic coverage and consolidation




Responsive to needs of a geographic catchment, a focus on maximising accessibility and
minimising duplication
Responsibility for identified population, respecting client rights to choose and exit
Geographic concentration, integrated units are located in proximity to each other

Optimised care delivery through multidisciplinary teams












Interdisciplinary teams across the service pathway; clearly defined roles and boundaries of
each team member; maintenance of professional autonomy; people trained to perform
multiple functions
Integration of clinical expertise with all professionals being valued members of
multidisciplinary teams; jointly made decisions and control of financial resources
Procedures and activities that enable individuals and teams to work together
Integrated and clearly delineated clinical governance structures
Recognising the fundamentals of effective team work ‐ balancing the dynamics of team
working; some degree of skill sharing among professionals in a team; recognition that each
health profession has a set of skills that cannot be learnt without undergoing appropriate
professional training; acceptance that someone, usually a doctor, assumes the main clinical
responsibility for each patient
Incentives for performance and efficiency
Processes and structures to ensure smooth transitions from one type of care to another
Review of service delivery for the targeted population and development of evidence‐based
clinical practice guidelines with automated tools to support their use
Provider‐developed, evidence‐based care guidelines and protocols to encourage a high
standard of care regardless of where patients are treated, recognising that quality practice
requires practitioner discretion in the application of guidelines and the avoidance of
“cookbook” medicine; quality management protocols

Performance management










Committed to quality of services, evaluation and continuous care improvement in
partnership with consumers and the local community
Diagnosis, treatment and care interventions linked to clinical outcomes; well developed
performance system with criteria for measuring and monitoring; continuous improvement
process
Structured approach to analysis of issues and how they might be addressed
Scrutiny of user demand and utilization of services, with attention to relative costs and
benefits of services; service utilization analysis capabilities throughout the system and by
priority populations; tracking episodes of care, measuring care outcomes in all care settings
Cost‐benefit analysis to ensure that changes to clinical practice are cost‐effective
Performance‐oriented governance; ongoing measurement and public reporting of key health
care process and outcome indicators
Measurement and monitoring systems are designed to identify, measure and reinforce
achievement of organizational priorities
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Appropriate information technology and communication mechanisms








State of the art information systems to collect, track and report activities (including
population demographics and care needs, use of services, client satisfaction)
Centralized system‐wide computerized patient record system; data accessibility from
anywhere in the system; enterprise wide patient registration and scheduling coordination;
A common and integrated clinical/financial management information system
Efficient information systems that enhance communication and information flow across
integrated pathways and provides opportunities for learning, recognising the need for
patient consent in information transfer including for teaching and research purposes;
seamless communication between care providers, even at remote locations
Accessible and understandable information available to consumers, their carers and the
community, communicated in a range of formats
Clear protocols on patient access to information and the restrictions that apply, including
access on behalf of others e.g. in caring relationship

Organizational culture with strong leadership and shared vision










Collective culture that reflects the vision and values of the integrated organization; strong
system culture instilled into all staff
Organizational support, i.e. organization demonstrates willingness to take this route;
executive leadership and support; committed managers that are willing to lead the process;
committed front line staff that embrace the organisation’s values; good communication to
keep the information flowing
Clear project management structure such as reporting arrangements; project and change
management skills to enable practice change
Organisational goals and strategies are developed against a firm evidence base and reflect
proven and/or contemporary practice of respected peer organisations
Organisation contributes to teaching across the health professions
Organisation contributes to research in partnership with academic organisations
The organization fosters continuous learning whereby further changes can be quickly
incorporated and adopted by the organization
Ability to foster innovation in partnership with the community

Provider integration








Primary care practitioners are well integrated in the system, playing a key leadership role,
with effective practitioner involvement at all levels
Primary care practitioners are economically integrated, recruitment and retention is ensured
through compensation mechanisms, financial incentives and other ways improve quality of
life; risk sharing
Primary care practitioners and other health care professionals have the opportunity to work
under a variety of employment arrangements consistent with their role e.g. salaried
positions, fee for service, time‐based contracts
Operational support for primary care practitioners; sharing of cost information
Primary care practitioner ‐led change, i.e. in identifying best practice, working in
interdisciplinary teams; clinical leadership across integrated care pathways
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Strong governance structure














Governance structure that includes community and provider representatives; members plan
jointly and have real and influential input to operations
Flatter and more responsive organizational structure that utilizes the skills and talents of
employees to a greater degree and utilises input from the community
Within the overall structural framework, flexibility to match the tasks and situation within a
particular service, with clear delegations (clinical and organisational)
Sound organisational management reflecting vision and goals of the organisation,
minimising dysfunctional and disorganised influences on centre operations
Centralization of functions that offer substantial savings or coordination advantages
Single line (structure) of management for services and staff provided within a centre, even
though a range of providers may be visiting, on secondment, on contract from outside
entities
Accountability for the health status of the defined population
Strategic alliances, networks and other forms of partnering; contractual relationships;
linkages with external stakeholders, government, the public, local communities and
consumer groups
Real and meaningful community engagement with robust mechanisms addressing the
barriers to participation among disadvantaged populations in particular; building the
capacity of consumers and the community to influence ; building the capacity of the health
system to accept and value their views; providing opportunities for the most marginalised in
society to be heard (Nathan 2004)
Organizational structure promotes coordination; integration of leadership and management;
single care‐management structure which manages care across settings and levels of care;
clear communication processes

Sound financial management








Organization makes critical decisions regarding funding distribution
Risk is shared by system and providers; risks are diversified; pooling of resources; blended
funding models
Information‐based decision making; clinical and financial decision support tools available at
the point of service; care is delivered in the most cost‐effective manner and in the most
appropriate location
Development of financing arrangements that bridge settings of care and provide incentives
for cost control
Weighted capitation funding reflecting the needs of catchment populations
Funding to ensure adequate resources to implement sustainable change

Refer to Attachment B for an analysis of the key enablers and barriers which have been identified as
impacting on the capability to establish fully functioning integrated primary care models.
Subsequent sections of this planning document will address the practical aspects of how these
enablers can be set in place and how barriers can be overcome.
It is important to recognise that the co‐location of primary and community care provision need not
necessarily represent an integrated model. Integrated primary care is often used to describe service
agglomerations more akin to ‘one‐stop shopping”. GPs and their Practice Nurses (PNs) may be co‐
located with referral services e.g. visiting medical specialists, physiotherapists, podiatrists etc; but
where the interaction is by referral and not within a multidisciplinary team model, the services
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provided could not be seen as integrated. There may be no sharing of medical records or a
requirement for case conferencing.
The core characteristic of integrated primary and community care provision lies in multidisciplinary
provision of patient centred team based care, respecting autonomy in patient choice. Integrated
care has come to be seen as the corner stone of best practice in chronic disease management where
close working relationships need to be maintained over extended periods of time between GPs, PNs,
community (primary care) nurses, specialised cardiovascular and respiratory nursing, diabetes
educators, psychologists, social workers, physiotherapists, occupational therapists etc. Team based
care is characterised by multidisciplinary care planning and case conferencing based on personal
interaction, the use of shared records and understanding and respect of professional skills and roles.
The patient is central, not peripheral or marginal, to all the inter‐professional discussions.
Communication also needs to be strong horizontally between teams or health professionals e.g.
between different GPs who may be involved in the care of the patient.

Provider Benefits of an Integrated Primary and Community Care Model
Integrated primary and community care centres offer the potential for strengthened relationships
between primary care providers. They can address the discontinuities between general practice
and community health which are exacerbated by working from different locations, in different
sectors of the health care system, with conflicting boundaries and without shared lines of
accountability. These discontinuities provide a weak base for the teamwork and multidisciplinary
care required for complex and chronic disease care. They also hamper attempts to develop
consistent systems to support care coordination, including common patient records, compatible
information systems, consistent assessments and shared referral directories. This is also
exacerbated by historical factors whereby community based nursing or public allied health services
have rarely been located in general practice.
General practice can be provided from an integrated model with significantly enhanced benefits to
patients from that provided through a traditional small business or sole practitioner model or the
expanding corporate owned practices. Many in the community value continuity of care and
continuity of clinician far above the perceived Medicare rebate maximisation focus of corporatised
medicine, recognising real limitations of this model of care.
Contemporary general practice models of care involving use of Practice nurses (58% of percent of
general practices now employ one or more practice nurses, with one FTE practice nurse to every 3.4
GPs) will be enhanced and strengthened through closer relationships with primary care nursing
resources. Presently, community based nursing or public allied health services are rarely located in
general practice. Similarly, strengthened relationships with allied health practitioners will result, in a
model different to the traditional general practice reliance on private allied health service providers,
on referral or much less frequently, employed as part of the practice team.
It is known that General Practices often have limited capacity coordinating care with other services
and that fee for service payments do not adequately support the ‘behind the scenes’ work needed
to support care coordination. There are limitations on the effectiveness of fee for service payments
under the Enhanced Primary Care Program for coordinating chronic and complex and aged care and
the lack of patient registration arrangements can leave responsibility for ongoing management and
coordination of care unclear in some cases.
12
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An integrated primary and community care centre can further strengthen provision of coordinated
care through a focus on:
 Improving communication between service providers, including case conferencing
 Using systems to support care coordination, including care plans, shared decision support,
patient‐held or shared records, shared information or communication systems, and a
register of patients
 Structured arrangements for coordinating service provision between providers, including
coordinated or joint consultations, shared assessments, and arrangements for priority access
to another service
 Providing support for service providers, including support/supervision for clinicians, training
(joint or relating to collaboration), reminders, and arrangements for facilitating
communication
 Structuring the relationships between service providers and with patients, including co‐
location, case management, multidisciplinary teams or assigning patients to a particular
primary health care provider
 Ensuring support for patients and their carers, including information, education (joint or
relating to sharing care), providing opportunities for participation in decision making about
their own health care, reminders, and assistance in accessing PHC
 Joint planning, funding and/or management of a program or service including genuine
consumer participation in decision making e.g. models specified in the National Pain Strategy
(ANZCA 2010)
An integrated primary and community care centre will improve complex relationships between
general practice and community health. Perceived barriers arising from differences in role and
culture can be addressed.
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Models of Integrated Primary and Community Care
Refer to Attachment C for a literature review which summarises some of the principles associated
with the delivery of primary health care and/or integrated primary care. These have been identified
from analysis of functioning models nationally and internationally. Over the past decade in
particular, there has been considerable effort put into researching, describing and developing
models of primary care which will be more responsive to the needs of both individuals and
populations. Analysts (Powell Davies et. al 2007) have grouped these models into categories:




Extended General Practice models
Broader Primary Health Care Centre models
Centres with a Strong Focus on Primary Care

However, most of the research relating to models of integrated primary care has been conceptual
within broader primary health care policy contexts at supra regional levels or with a focus on models
which are disease specific. There has been less analysis of practical mechanisms to provide
integrated primary care to local populations. In the Australian context, the concept of integration
has been advanced within continuum of care paradigms crossing entity boundaries (Hurley et. al.
2010):




Vertical integration – the aim is to integrate primary health care services with the acute
sector, the motivation most often relating to drivers such as relieving the burden on the
acute system
Horizontal integration – the aim is to integrate all care which is or can be delivered within a
‘primary health care environment’ e.g. health promotion, disease prevention, treatment and
rehabilitation.

Extended General Practice Models
General Practice has historically been provided in solo or small group practices, with integration with
the rest of the health care sector based on individual relationships and referral patterns. Further,
General Practitioners (GPs) have operated within a free market, establishing practices as and where
demand exists and the GP has been willing to supply. However, more recently, GPs have been
moving towards working in larger group practices or as employees of larger health care
organisations, reflecting changes in the overall health care system.
As the workload for GPs has expanded and as a result of changing funding regimes, many GPs have
found that they are generally unable to provide services beyond treatment and basic support. As
such, there are potentially missed opportunities to engage patients in health promotion, disease
prevention, rigorous chronic or complex care management and post treatment support.
Increasingly, GPs have employed Practice Nurses to fulfil this role. Support of patient self
management strategies is important with a range of support programs increasingly becoming
available e.g. recommendations for tool kits, follow‐up coaching, diaries and passports, hotlines,
centralised website and networked consumer groups in the National Pain Strategy (ANZCA 2010
p.35).

14

SWGC Integrated Primary and Community Care Model

HealthOne Examples
Elderslie (community
nurse co‐located with an
existing GP practice). The
practice is also co‐located
with pharmacy, dental,
psychology, audiology, OT
and pathology. The
community nurse delivered
a traditional role plus an
additional role of
facilitating
multidisciplinary activity
with primary and acute
care sectors
Auburn –proposed as a
virtual hub and spoke
model, with the hub being
Auburn Community Health
Centre. Will link primary,
acute and community
service providers to deliver
services most appropriate
to the local community e.g.
through strong links to
multicultural and refugee
services

Extended General Practice models have been developed to enable
the provision of a more comprehensive and holistic service to
patients (particularly those in high risk groups or with chronic and
complex conditions). This is achieved through the employment or
formalization of relationships with other primary care providers
such as community health nurses, allied health professionals,
community services and even some specialist services.
There are multiple styles of Enhanced General Practice, each with
unique characteristics. Within this set of models, GPs usually
maintain the leadership role in managing the patient.
Examples of models that have been piloted follow.
HealthOne, NSW
State funded, combining General Practice and state funded
community health services and potentially other services e.g.
private allied health providers and community care providers. Key
features include integrated care, multidisciplinary care, care across
a spectrum of needs and client and community involvement.
Community, client and carer input to planning and care decision
making is emphasised. Services delivered include General
Practice; immunisation; healthy lifestyle clinics / education
sessions; maternal and child health; mental health; rehabilitation;
palliative care; drug and alcohol services; Aboriginal health.
Services may be co‐located, delivered through a hub and spoke
model or virtually integrated.
GP Plus, South Australia

Forster‐Tuncurry – a new
purpose built facility being
constructed within a
broader ‘health precinct’ of
private and other
providers. To be integrated
with community health
centre. Will provide
outreach, consulting space,

As part of the implementation of the South Australian
Government’s South Australian Health Care Plan, ‘GP Plus’ Health
Care Centres are being established at strategic metropolitan and
regional locations. These facilities are State funded, with
supplementary funding from Australian Government programs
where possible. GP Plus Health Care Centres aim to facilitate the
delivery of care and support services which enable people to
control their health and illness; reduce pressure on hospital
Emergency Departments; prevent avoidable hospital admissions;
provide a first point of contact to the health system; provide
access to support for chronic disease management; enable the delivery of flexible care e.g. in‐home
care; promote health. Services delivered at each site are tailored to local requirements and may
include:
 Chronic disease self‐management programmes;
 After‐hours GP services;
 Nursing and midwifery services;
 Health education;
 Specialist clinics;
15
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Minor medical procedures;
Allied health – physiotherapy, podiatry, dental, physiotherapy, occupational therapy,
counselling;
Children and youth health;
Drug and alcohol services;
Community mental health;
Aboriginal health.

Services at GP Plus Health Care Centres will be available for extended hours. They have been
purpose built at specific, planned locations, with current/planned sites including:





Noarlunga – A purpose built development combined GP Plus and GP Superclinic (see below)
initiatives. Open to all but targeted to people from disadvantaged groups or with complex
conditions. Combines GP services with other core primary health care services.
Marion – Purpose built GP Plus Health Care Centre. Community health services delivered in
partnership with general practice. Has a focus on research, education and training.
Aldinga – Offers GP services during core business and after hours, in a setting which also
provides a range of ancillary primary health care services.

GP Superclinics
Australian Government funded; though may integrate with services provided by State government,
private sector and/or community sector. To date mainly established in rural and regional areas (an
expression of interest process is underway for establishment in Liverpool). Key features cited for
this model of care include:













combine GPs with nurses, visiting medical specialists, allied health and other providers
have a focus on health promotion, illness prevention and coordination of care from a range
of service providers
involve the development of new facilities and ‘sites of excellence’ and will be able to
incorporate research, education and clinical training for health professionals, including GP
registrars
designed to meet needs of local communities, with community engagement at both the
planning and service delivery phases
will use multidisciplinary team based approaches to service delivery
anticipated economies of scale gained from changing practice – integration between services
funded through different programs
focus on chronic disease prevention and management, including self management
services provided under the usual fee for service arrangements but will ideally have a bulk
billing revenue stream, considered essential for disadvantaged populations
will enable staff to participate in and guide research projects, with consent of patients
will incorporate technological solutions such as electronic clinical information and integrated
health records
will be integrated with a range of community based initiatives led by other government
departments and/or the community sector

There is no single unified model identified, with services provided varying and may include:




General Practice – specifically privately practicing GPs;
healthy lifestyle promotion e.g. smoking cessation programs;
allied health;
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drug and alcohol services;
mental health services;
consulting suites for VMOs;
Practice nurses – self management, risk modification counselling etc.
dental services;
pharmacy;
diagnostic services

Services at GP Superclinics will be available for extended hours and may be located in facilities
owned by other levels of government, for example hospitals or community health centres. Services
may be co‐located, delivered through a hub and spoke model or through virtual integration.
Outreach services could be provided. On‐site capacity will be provided for patient education,
professional education, research and consulting services.
Health Impact from Extended General Practice (EGP) Models
The evidence base for evaluating improved health outcomes from these models of care is not yet
well developed due to a range of factors, including:






relatively recent implementation of these models;
differing funding systems;
differences in the structure and function of models;
relatively small size and scope of the existing EGP services; and
lack of performance indicators, particularly at a population level

Limited evaluation of EGP models of integrated primary care has been undertaken; however, from
the limited evidence available, it is possible to describe the advantages and disadvantages of
Extended General Practice, as follows.
Advantages





improves the range of care available to individual clients;
increases the capacity of the practice to ensure referrals are followed up and information is
shared;
provides the practice with enhanced opportunities to participate in population health
initiatives aimed at prevention;
within small populations, or clearly defined geographic areas, this model may be particularly
useful in engaging with the community and with reducing barriers to service access due to
its “one stop shop” nature and visible presence within the community.

Disadvantages





different funding regimes and organizational structures have meant protracted negotiation
processes and issues with growing these types of services (there is potential for reform of
the Australian Health System to assist here)
the effectiveness of each EGP relies on the individual structures, systems and relationships;
may not have the capacity to create significant change at a population level due to small
scale of each facility.

Note: The community has commented that one area where EGP models could be improved is in the
provision of medical equipment for use at home. Often this equipment is expensive to purchase
even for those with health insurance e.g. for sleep apnoea, and cheaper, less effective machines
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tend to be used. A preferable arrangement would be for centralised purchase of high quality
machines with rental to patients. It is considered that this would be cost‐effective through impact
on reduced hospitalisation and other expenditure.

Broader Primary Health Care Centre Models
Generically, these services, whilst providing primary medical care, have a broader focus on primary
health care, usually in relation to a specific community or group experiencing health /social
disadvantage. Issues such as the social determinants of health, health promotion and prevention
are a greater focus for these models than they are for Extended General Practice models.
Whilst still offering direct health services provided by medical, nursing and allied health staff,
broader primary health care centre models are also more likely to employ/engage a more diverse
professional workforce, including the community sector.
Examples of models that are in existence follow.
Aboriginal Community Controlled Health Services
Australia has approximately 130 Aboriginal Community Controlled Health Services (ACCHS) and
Aboriginal Medical Services, in urban, regional, rural and remote areas. Networked under the
umbrella of the National Aboriginal Community Controlled Health Organisation, each ACCHS is
independent of each other. They are in the main dependent upon Australian Government funding
for recurrent costs. ACCHS are initiated and operated by the local Aboriginal community under a
Board of Management; aiming to provide integrated, comprehensive primary health care which is
culturally appropriate. Various models have been established, ranging from large employers
delivering medical and other health care through employees to smaller organisations with no
medical staff (though often employing nursing staff and Aboriginal Health Workers) which focus
primarily on prevention and health education services. Core aspirations of ACCHS include:





strong technological and information systems (patient registration, integrated records,
quality assurance)
an emphasis on training of both Aboriginal and non‐Aboriginal workforce, as well as tertiary
students;
incorporate holistic support of patients and staff in social determinants of health, such as
housing and transport;
strong links to acute services.

Services delivered at each site vary according to local requirements but may include:









primary medical care, with 24 hour access normally only available in remote communities,
through staff on call;
management of chronic illness;
prescriptions;
public health functions ‐ Immunization; communicable disease control;
antenatal care;
screening and early intervention;
pharmacy;
access to consultation suites for VMOs;
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services designed to meet the specific health needs of local communities (relevant to their
geography, demography and epidemiology). For example rheumatic fever, aged care,
substance misuse).

Physical settings for these services vary but include designated health centres and services provided
in alternate locations, such as remote area clinics. Services may be delivered from a hub and spoke
model. Services aim to provide primary care relevant to local communities including Aboriginal
health and preventative health education, addressing early childhood nutrition and parenting, acute
health issues, diet, substance abuse, healthy lifestyles and employment and training opportunities
for the local Aboriginal community.
The successful focus of the ACCHS model on the needs of disadvantaged people and facilitation of
community capacity building provides a fruitful learning environment for adoption of these
fundamental values into integrated primary care models.
Health Impact from Broader Primary Health Care Centre Models
The best evidence base for evaluating improved health outcomes from this model of care is reliant
on secondary evidence gathered from the evaluation of the Coordinated Care Trials in Aboriginal
communities, with advantages and disadvantages described as follows.
Advantages





allows services to truly focus on people who experience health disadvantage
facilitates community capacity building in relation to governance and self determination
encourages and improves visibility of education, training and employment opportunities
are likely to be more successful (i.e. improve access and/or health) as they are culturally
appropriate

Disadvantages





can have a very long lead time in relation to building community engagement and
acceptance
depending on the location, community leaders/members may require considerably more
support to establish governance structures than mainstream services
depending on the location, may struggle more than mainstream services to recruit suitable
staff
services can be vulnerable to minor changes in the environment – requiring a long term,
large scale investment in social capital to become established

Centres with a Strong Focus on Primary Care
This type of service typically operates within a vertically integrated system whereby primary health
care and secondary/tertiary care are integrated. The vertical integration may be facility focused or
apply to particular clinical services e.g. an integrated cancer service. Some examples follow.
Integrated Primary Care and Cancer Services Model of Care, Western Australia
Core operating principles:


recognises that cancer is a chronic condition and that the patient may have an extensive
journey through the cancer care system, including post treatment
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recognises that people affected by cancer may/will have needs that encompass physical,
social, psychological, emotional, spiritual and functional domains;
notes that cancer does not just affect the individual but whole families;
identifies a shared responsibility for cancer care, requiring interdisciplinary care;
clients have an integrated medical record;
care delivered in line with evidence based practice and be continually reviewed and
benchmarked;
patients are actively involved in their own care and in the overall development of cancer
services;
identifies the important role of prevention, including education and screening;
identifies the need for continuous workforce development in primary, secondary and
tertiary services;
highlights the role of research and changing practices;
identifies the patient desire for continuity of care and of practitioners;
identifies that using multiple practitioners (without access to comprehensive medical
records) may jeopardize early identification of symptoms.
raises issues about ‘red flag’ cancer symptoms and appropriate referral pathways;
identifies a role for medical, nursing and multiple allied health professionals in he delivery of
comprehensive, integrated care which best meets the patients needs, across the continuum
of care;
envisages a more active role for primary care providers (e.g. GPs and community
pharmacists) during active treatment phases;
envisages a possible greater role for GPs in identifying cancer recurrence or new cancers, in
preference to specialists, or alternatively care coordinators / practice nurses.

The model recognizes that primary health care has a role in the delivery of each of the following
services, in partnership with the secondary and tertiary care sectors.









prevention and screening
diagnosis
referral
treatment
surveillance
relapse and retreatment
survivorship
palliative care

Primary Care Services under this model may be delivered in a person’s home, in a GP clinic or at a
community health centre, systemically integrated with other services provided as inpatients or
outpatients. It is important to note that this model is disease specific and therefore not all aspects
of the model would be applicable to more generic integrated primary care models.
USA – Kaiser Permanente
Kaiser Permanente (KP) is a not for profit health care organisation in the USA which currently
provides care to over 8 million people across 9 states; an example of a vertically integrated health
care system as it operates hospitals and primary/community based services. A key objective is to
provide more care in the community, including home based care, as well as employing self care
techniques, in order to reduce hospital demand. Core principles of the model include patient
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responsibility; shared information systems; discharge planning prior to admission; reliance on
intermediate care; focus on chronic disease management; recognition that unplanned admissions =
system failure; provision of person centred care; strong leadership; a committed workforce; a high
degree of focus on prevention, health education and care management.
The KP focus is on integrating organisations and disciplines. Under the KP model, doctors from
primary and secondary care share the same budget and function within multi‐speciality centres
which also house nurses, pharmacists, laboratory technicians, radiology staff and others. People with
long‐term conditions are stratified according to need, with intensive management targeted at those
at highest risk.
Health Impact from Centres with a Strong Focus on Primary Care
Due to the diversity of models within this category, it is difficult to compare service evaluation data.
Kaiser Permanente appears to have collected some data on mortality rates which show that their
model is effective in reducing mortality for some specific diseases e.g. Kaiser Santa Rosa Medical
Centre, an integrated primary health care and hospital facility has been successful in reducing
mortality rates from both colon cancer and cardiovascular disease to significantly below the
California state average.
Generally, anticipated advantages and disadvantages of these models can be described as follows.
Advantages




can reduce demand on the acute care sector
can be more accessible to patients than the acute care sector
have a strong and sustained focus on client / practitioner relationships across the continuum
of care (particularly relates to disease specific examples)

Disadvantages



can become too focused on the needs of the acute care sector rather than primary health
care or patients
disease specific examples do not necessarily link holistically with care provided or necessary
for other health issues the person may experience.

Other Models
Medicare Locals
Under National Health Reform, Medicare Locals will commence operation mid 2011 – mid 2012, as
independent legal entities with local governance. Care objectives announced to date include:







improving access to after hours primary medical care (GPs). After hours primary care
initiative – telephone based GP staffed medical advice and diagnostic service attached to
HealthDirect Australia (directly linked to individual GPs for information and follow up)
responsible for providing better integrated care
roles extend to planning, service development, service coordination
delivery of health promotion / illness prevention programs for people with identified risk
factors and linked to Australian Government chronic disease and aged care programs
close relationships to Divisions of General Practice and Local Hospital Networks
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Cranbourne Integrated Care Centre
This centre has a focus on health promotion, prevention and early intervention as well as the
delivery of clinical services. It offers:










same day acute and sub‐acute services (incl. surgery and renal dialysis)
allied health and rehabilitation
community health and support services (incl. women’s health and housing)
child and adolescent health services
crisis support services (including domestic violence and sexual assault)
dental
community nursing
specialist consulting rooms (public and private)
day medical procedures and mental health

Services have been designed to meet local community need.
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Integrated Primary and Community Care – best
practice model for SWGC health needs
In 2009, Australia’s first National Primary Health Care Strategy described the benefits for Australians
to accrue from a fully functioning primary health care sector. In summary, those health systems
with strong primary health care have lower rates of hospitalisation, fewer health inequalities and
better health outcomes such as lower adult mortality and lower infant mortality at a more efficient
cost than those that do not. Throughout the world, those countries whose health systems are
organised around the tenets of primary health care produce a higher level of health for the same
investment than those at the same level of overall economic development who do not adopt such an
approach (WHO 2008). Despite different funding mechanisms in Australia for the various composite
health disciplines who work in primary health care, functional integration of primary health care
services in community settings is now a galvanising strategic direction shared by all Australian
governments, health organisations, learned colleges and consumer groups as a result of this
Strategy. As described in this document, primary health care is recommended as the first building
block to feature in health services planning in SWGC to ensure healthy communities, prosperity and
employment opportunities. By investing in primary health care in the manner proposed here, the
need for people to be admitted to hospitals will be less; the management of people with chronic
disease will be more effective and efficient; the burden of preventable illness will be reduced and
any potential for inequity in health outcomes or access on the basis of geography or social status will
be avoided.
While the Australian government funds services and programmes delivered by general practitioners,
the NSW Government funds a range of community health services necessary to complete the suite
of care that is encompassed by the term primary health care. These include maternal and child
community health services, parenting support, early childhood nursing programs, disease prevention
programs, women’s health services and men’s health education programs. These services have a
long tradition of multi‐disciplinary teamwork whether by salaried or through linkages to fee‐for‐
service professionals including general practitioners, nurse practitioners, dentists or psychologists.
Linkages have also been forged with health and health complementary services provided through
other community organisations such as those auspiced by local councils or non‐Government
organisations.
This document has focussed less on such differences and emphasised instead that the future
communities of SWGC will benefit from the functional integration of these services despite different
funding sources. We refer to this as ‘integrated primary and community care’ (IPCC) for SWGC.
Successful functional integration of primary health care services will transcend financial and
professional boundaries by focussing on the ultimate endpoint: health outcomes for the community.
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Principles for Integrated Primary and Community
Care Provision in SWGC
The Steering Committee for the joint planning process developing a Health Services Strategy for
South West Growth Centre Communities considered the policy and literature underpinnings on core
characteristics and models of integrated primary and community care its its December 2010
meeting, to develop a core set of principles to be applied in the development of services in the
SWGC. The Committee determined
a set of 7 core principles which
should guide the planning for and
Seven Core Principles for Integrated Primary and
implementation of integrated
Community Care in the SWGC
primary and community care
services within the SWGC.
1.
2.
3.
4.
5.

Access
Multidisciplinary team available for every person
Provision of linked up healthcare
Quality, excellence and innovation
Fostering academic health sciences and evidence
based practice
Prevention and early intervention close to home
Accountability to the community

It was recognised that a hierarchy of
primary care services would develop
in the SWGC (see Model for Service
Development in SWGC in Executive
summary p.2 and at p.46) and that
6.
the emerging State administered
7.
LHNs, LHDs & transitional Clinical
Services Divisions and Federal
funded Medicare Locals could only influence the future shape of service delivery, with market driven
imperatives in primary care provision also being of influence. Nevertheless, the growing population
of the SWGC will expect that primary and community care services be provided within a best
practice framework that responds comprehensively and cost effectively to population need. All
residents of the SWGC can realistically expect that their primary and community care needs be
provided according to the following core principles.
1.

Access

Access relates to a range of conditions including, physical location and setting; facility type; service
availability, service delivery modes and consideration of special needs groups/the needs of the local
population.
The preference is for each IPCC outlet (regardless of scale) to be physically located within a
geographically central setting, close to public transport routes, parking and other community
amenities. Wherever possible, IPCC outlets should be within health and community care precincts,
taking advantage of synergies from closeness to Council and NGO community services and health
and wellness facilities such as gyms, pools and outdoor recreational facilities. IPCC outlets should
have high visibility within the community, both in relation to the physical structure and the
marketing of its services. The facility itself and the services provided within, should be accessible to
people of all cultural and linguistic backgrounds and physical abilities.
IPCC outlets should have vibrant, accredited, comprehensive GP practices as the cornerstone of
primary care provision, enabling patients who choose GPs as the initial access point for health care
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provision to seamlessly access allied health services provided in the community. Other services
provided at each site should be determined based on local need, matching the catchment
population required for a particular service to the scale of the IPCC outlet, responsive to variations in
demands from demographic change over time. Currently, a range of community health services may
be accessed as first port of care and the autonomy of patients to continue making this choice needs
to be respected, with seamless access to primary medical care facilitated by expanded collaborative
interaction between health professionals within IPCC outlets.
Importantly, the expectations of the community should be considered and actively encompassed in
all planning and service delivery associated IPCC outlets. This includes the continuation and
enhancement of models that facilitate
access for high need population cohorts
such as immigrants and refugees, aged,
Distinction – Practice Nurses and Nurse
Aboriginal and torres Strait Islander, socio‐
Practitioners
economically disadvantaged and disabled
Roles and responsibilities are different:
members of the community.
Practice Nurses‐ employed by GPs (around 40% of
GPs employ at least one), they can be either registered
nurses or enrolled nurses and their role is a
combination of supervised direct clinical care (such as
giving vaccinations and examinations), practice
administration and maintenance of effective
communication within the practice, outside
organizations and with individuals. Their activities
are led by and work under the direct supervision and
direction of a General Practitioner.
Nurse Practitioner – nurses with advanced
educational preparation who can function
autonomously and collaboratively in an expanded
clinical role. They may prescribe medications, initiate
diagnostic investigations and refer patients, but only
in accordance with clinical guidelines while practising
in defined positions. In Australia, ‘nurse practitioner’
is a protected title and only nurses who have achieved
the required levels of education and experience can be
registered and practise as a nurse practitioner.
The distinguishing factors that separate Nurse
Practitioners from other Registered Nurses is their
specialist post graduate education, authorisation,
autonomous practice and exclusivity of the category
of registration.
Nurse practitioners are regarded as a senior member
of a multi‐disciplinary healthcare team, using a
collaborative approach to deliver safe high quality
care for health consumers. However, few nurse
practitioners practise in general practice settings in
Australia as independent practitioners.

Services should be delivered using a range
of modes, including on‐site care, outreach
and if appropriate, telehealth. Services
should be available over extended hours,
with on‐site service provision up to 16‐18
hours a day, 7 days a week in major
Regional IPCC outlets.
2. Multidisciplinary team available for
every person
International and national models support
the need for integrated primary care to be
delivered using a multidisciplinary team
approach. The team would normally be
led by the General Practitioner, who under
evolving primary care policies is
increasingly responsible for the
development and review of a
comprehensive care plan. It may be that
most patients seeking primary medical
care do not require multidisciplinary team
care provision, or that further service
provision is best provided on an episodic
basis through Practice Nursing or
established referral to community allied
health professionals, specialists and
diagnostics. However, a cohort of
patients, including those with chronic and
complex care needs but also those
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requiring a time limited care episode and/or restorative period back to healthy community living,
will benefit from multidisciplinary team care provision.
Evolving over time, multidisciplinary care teams might increasingly involve nurse practitioners
working within the general practice team. It is expected that nurse practitioners will play an
increasing role in primary care provision, expanding the workforce and not substituting for other
services. General Practice advice to the planning process is that nurse practitioners should work
within the practice team and be responsible to the practice in an employed/contracted capacity.
The make‐up of the multidisciplinary team working with each client/patient will vary according to
individual needs but may include doctors, nurse practitioners, practice nurses, community nurses,
allied health providers, community care workers and/or aged care facility staff. The distinction
between the clinical roles and responsibilities of practice nurses and nurse practitioners is important
to consider into the future. This can be illustrated in the context of chronic care provision and
service delivery frameworks developed internationally for supporting people with long term
conditions. Examples are the Kaiser Permanente model discussed previously and associated models
in chronic care provision developed by Evercare (United Healthcare) and Pfizer in the US. These
models in chronic care are often illustrated as the “Kaiser pyramid”.

The major distinguishing features are that the Kaiser model focuses on integrating services and
removing distinctions between primary and secondary care for people at all stages of the ‘Kaiser
pyramid’ whereas the Evercare and Pfizer approaches focus on targeting those at highest risk of
hospitalisation. United Healthcare’s EverCare model targets people at highest risk using Advanced
Primary Nurses as case managers (analagous to a CNC or Nurse practitioner role in the Australian
context). The focus is on integrating social and healthcare service provision to meet an individual’s
needs. Once older people at high risk have been identified, Advanced Primary Nurses assess their
care needs and coordinate their journey along a care pathway. The aim is to maintain health, detect
changes and prevent unnecessary admissions, and facilitate early discharge when admissions occur.
The Pfizer approach also targets those at highest risk, using telephone case management to
supplement existing services.
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These service delivery models include some form of case management as a component of care at the
more complex end of the spectrum. A clear distinction is needed as to where various nursing roles
are located in the KP chronic care pyramid:





Level 1 ‐ Supported Self Care – 70%‐80% of the long term chronic care population where
Practice Nurses have a pivotal role in liaison, education and support in self‐management
Level 2 – Disease Management – Community Health Nurses have a pivotal role in care
management provided in the home or in‐centre, essentially time limited to an episode of
care, often post acute or for stabilisation of acute exacerbations of underlying disease
Level 3 – Case Management – proactive management of the most vulnerable and complex
chronic care patients requiring the advanced skills in assessment, diagnosis and treatment of
Nurse Practitioners or a CNS/CNC from a nursing specialty e.g. paediatrics, respiratory,
palliative care, cardiovascular etc.

General Practice advice to the planning process is that, particularly at Level 3 for vulnerable and
chronic care patients, general practitioner leadership and input to care provision and management is
of prime importance.
In summary, a multi‐disciplinary approach enables the bringing together of different expertise in
treatment and management, shared learning based on different assessment and communication
practices; and the delivery of more holistic and cost effective care.
3.

Provision of Linked Up Healthcare

Integrated primary and community health care provision within the SWGC should be linked up
across existing divides between general practice and community health, across tiers of government,
between Government and non‐Government health and welfare entities and across primary,
secondary and tertiary care. This includes further exploration of linked up arrangements in funding,
management, governance and quality assurance for health care provision. This is consistent with
more recent initiatives in joined up government whereby service delivery is centred around client
groups or integrated portals rather than around existing agencies or service types. This requires
organisational cultures, skills, capabilities, and management systems and structures that support
collaborative and integrated ways of working. There are a variety of dimensions by which
organisations could be considered to be joined up or linked up. Although identified in the context of
joined up government initiatives in the UK (Ling 2002) similar structural arrangements could be
established in IPCCs to support linked up activity across these dimensions:








Merged structures and budgets
Joint teams (virtual or real)
Shared budgets
Joint customer inter‐face arrangements
Shared objectives and policy indicators
Consultation to enhance synergies and manage trade‐offs
Sharing information to increase mutual awareness

It is noted that the community health services presently funded through NSW Health and
admininistered under LHNs & LHDs from 2011, do not consider that linked‐up arrangements merging
structures or budgets across general practice and community health provision to be a preferable
service development direction. Their view is that linked up care would best be achieved either
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through the employment of salaried general practitioners within the existing community health
model or through continued delineation of lines of management vertically within clinical streams
who maintain responsibility for clinical practice standards. In larger centres, linked up management
horizontally could be achieved for facility operational issues through a centre manager with a role in
ensuring occupational health and safety (OH&S) standards, matching space allocation to demands,
medical record management, IT support and facilitating communication between streamed
management lines. Community health services maintain that budget allocations from the public
purse need to be flexibly applied across centres within a region so that staff can be moved to centres
that experience increased demands over time.
COAG deliberations of February 2011 may impact on future development directions in funding and
management of community based health care.
Irrespective of management models and financial structures that may exist in the future,
infrastructure development in the SWGC over ensuing decades will need to proceed from a starting
point of shared understanding of roles, shared information and shared communication. A core
aspect where progress is required is in shared access to a single medical record, electronically
retrievable as patients navigate across care sectors and between health entities. It is recognised
that this is unlikely to be achievable in the short term, however, the information technology
components that are introduced across all health and welfare entities in the SWGC should be
consistent and not incompatible with this goal.
Linked up arrangements of some nature will need to apply in the multifunctional Regional IPCCs that
are envisaged in three sites. It is recognised that health professionals from a range of disciplines will
provide services within and from a RIPCC and that issues around clinical governance, professional
development and quality assurance are likely to remain the province of “home” employing
organisations. Nevertheless, there will be operational necessity for a single, overarching
management structure which provides leadership and undertakes policy, planning and operational
management roles. Providers, staff or otherwise, delivering care from within the RIPCC should
report through this management structure, regardless of the organisation they represent. Clear
Agreements will need to be put in place to ensure the interests and requirements of all parties are
met.
A hierarchy of IPCC outlets is the preferred model for service development. It should be an objective
that linked up arrangements are established between the RIPCCs, Primary Care Clinics and Team
General Practices. This could be facilitated through shared information technology architecture and
web based communication portals. Each of these individual IPCC outlets could also be linked
through shared training and accreditation mechanisms.
4.

Quality, excellence and innovation

Services delivered from IPCC settings should be of the highest clinical quality and evidence‐based.
Residents of SWGC are entitled to consistent, compassionate and co‐ordinated care that meets best
practice standards and improves health and well‐being.
Strongly supported is an an approach which encourages interdisciplinary quality improvement. As
described further in the section on accountability to the community, operational services should
have systems in place to continuously review service quality, always seeking to reinforce the
integrated and multi‐disciplinary nature of IPCC. Service quality should be monitored, using agreed
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performance measures relating to outcomes as well as outputs. Performance measures should be
both qualitative and quantitative and able to measure changes over time.
Opportunities to improve the evidence base around health care will occur, inviting a productive
academic focus. Staff involved in audit, quality improvement or research projects will need
reasonable workspace and IT infrastructure if this work is to be done well and valued by the team.
All opportunities should be taken to raise the profile and promote the importance of teaching and
research in primary care.
As described later, a strong emphasis on quality will also assist in allaying and managing any
concerns about the appearance of sole providers or isolated services ill‐equipped to provide
integrated care. Competing private practices will be established in the SWGC, as market
opportunities are perceived, however, where IPCCs are perceived by the community as providing a
high quality service meeting community needs it is to be expected that many people will choose to
access the comprehensive services offered at IPCC outlets. In this marketplace, competing private
practices would likewise have to address the comprehensiveness of the service they are able to
offer. Marketplace demands may dictate that to be viable most general practice, irrespective of the
site of provision, be provided within an integrated primary and community care ethos, utilising care
plans and multidisciplinary teams. This may be possible through the virtual inclusion of these non‐
aligned practices with the services provided through an IPCC centre. Inclusiveness may also have
relevance in the attraction and retention of staff.
5.

Fostering academic health sciences and evidence‐based practice

A significant focus of IPCC in the SWGC should be on the teaching of relevant health disciplines,
including medicine, dentistry, nursing and allied health. The SWGC provides an ideal Greenfield
opportunity to embed teaching and learning in service delivery. Three universities already have
significant presence in the region offering undergraduate and postgraduate training for health
professionals, namely University of Western Sydney, UNSW and University of Sydney. Nearby,
Liverpool and Campbelltown Hospitals have a significant health education role, with highly visible
teaching and research activity.
All IPCC entities would benefit from an ongoing academic focus, which facilitates research into best
practice in primary care delivery. Also, liaison and engagement with GP Synergy, the regional
provider of vocational training in general practice, will be important into the future.
In the current environment of national health reform, there is an unprecedented opportunity with
respect to teaching and learning to identify and promote models of education and training in
community‐based health settings that are effective and sustainable. Such models should promote
‘vertical integration’ where health professionals are exposed at undergraduate levels to community‐
based care and can track in such settings through their elected career and training milestones. An
example is the Regional Training Program for general practice (GP Synergy) which, in addition to
offering accredited postgraduate training for Fellowship of the RACGP, now also administers pre‐
vocational experiences for pre‐specialist medical graduates with the aim of ‘feeding’ increasing
enrolments to postgraduate training.
Models established in SWGC should also promote ‘horizontal integration’ where learning
opportunities and supervision are inter‐disciplinary. For example, nursing and medical students
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might have experiences together; community placements for undergraduates promote a shared
appreciation of team‐work and a sensibility to health needs of diverse, outer‐urban communities.
As UWS commits to ‘bringing knowledge to life’ in Greater Western Sydney through community and
business engagement with its learning and research, it is increasingly well placed to be at the
forefront in establishment and expansion of a multidisciplinary academic presence in SWGC. For
example, UWS medical students undertake their training in traditional medical settings but also in
other locations in which they develop a strong understanding of the interaction of health and illness
with people's lives. Newer medical graduates acknowledge and address the psychological, social
and cultural factors which contribute to disease, recovery and outcomes for patients. Long
understood in the community health sector, this holistic model of health is shared by all health
professionals. Institutionally, KPIs for UWS include student retention, research outcomes, wider
participation, equity of access and inclusiveness. Its strategic plan endorses teaching, research and
service of relevance to its community.
Growth in academic health sciences in the SWGC will build on existing educational, financial, physical
and intellectual resources and visible investment by institutions in the region. Local partnerships
and collaboration will expand and improve the quality of education and training for health
professionals in primary health care. Through initiatives supported by Health Workforce Australia
(HWA) in particular, an expanded primary health workforce for Greater Western Sydney is
anticipated, through training posts, training of supervisors and support for innovative models of
community‐based training.
Also, academic health science activity in the SWGC should not just relate to tertiary clinical training,
but should also incorporate ongoing community focussed training, particularly to improve the
capacity for all staff to respond appropriately to the needs of the local population eg. working with
families, people from culturally and linguistically diverse backgrounds,etc. A starting point is in
ensuring each health professional is trained in the delivery of community based services.
It is noted that Oran Park Town and the University of Western Sydney (UWS) have signed a
Memorandum of Understanding (MOU) to collaborate and explore opportunities for development of
medical and health precincts, information technology, communication infrastructure and the
positioning of Oran Park Town as an ‘education town’. This is consistent with the Oran Park
Masterplan emphasis on lifelong learning and creation of an education town.
Design specifications for all new facilities and refurbishment of existing facilities must attend to the
infrastructure requirements for teaching (tutorial rooms, additional consultation rooms, on‐site
offices for academic staff and spaces to promote linkages between research, teaching and service
delivery). The availability of consulting rooms for students (of any discipline) to see patients on their
own is considered of prime importance. Currently, many general practices lack availability of these
spaces, limiting the teaching experience.
Refer to Attachment D for international examples of academic health science models (from
medicine).
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6.

Prevention and Early Intervention close to Home

IPCCs within the SWGC present the opportunity to deliver a coordinated model of care which has a
primary focus on prevention rather than treatment. This can relate to prevention of
disease/disability and also to the prevention of avoidable hospital and residential aged care facility
admissions.
Prevention may encompass the delivery of health promotion and education services; early
assessment and diagnosis; early referral to appropriate services; and direct service delivery (for
example cardiac rehabilitation).
Current tensions in the way services have been funded (to be focused on treatment, rather than
prevention) will need to be addressed, in part through anticipated changes to the Medicare Benefits
Schedule.
While hospitals are essential, a hospital‐centric health system is unsustainable. Without a
functioning and well‐resourced primary care system, hospitals are rendered unproductive by bed
block and unsafe bed utilisation pressures, compromised in their delivery of in‐patient care at
maximal effectiveness and efficiency.
Hence, a design principle for health services for SWGC is that of prevention and early intervention
close to home, with the reduction of unnecessary demand on hospitals. Prevention encompasses
health promotion and education; early assessment and diagnosis; early referral to and receipt of
appropriate services and targeted clinical services for tertiary prevention such as cardiac
rehabilitation.
Hospitals are necessary for managing acute trauma, urgent and technically complex diagnostic
investigations, stabilisation and intensive treatment of patients with acute, severe conditions when
these endanger life (Rosen et al 2010). In the SWGC, there is an unparalleled opportunity to tilt the
‘centre of gravity’ of public expectation towards accessible, high‐quality primary health care. In turn,
access to hospitals will be facilitated because unnecessary demand will be reduced to the minimum
possible. Primary health care has been demonstrated superior for persistent, long‐term chronic
conditions which wax and wane in their clinical impact and can lead to permanent disability if not
well‐managed. When mobilised and well‐resourced, primary health care optimises maternal and
child health outcomes, well‐being for adults, avoidance of preventable conditions and better aged
care. Their defining characteristics include being first point of contact, continuity, co‐ordinated and
highly visible to local communities as part of social capital.
However, a looming threat to the long‐term viability of primary health care is its historical inability to
secure the resources it needs. Primary and community health services become ‘easy prey for cash‐
strapped administrations which must balance their budgets’ according to Rosen et al (2010), their
budgets and human resources poached and redeployed for other purposes. As argued by Rosen et
al (2010), ‘deficiencies and waiting lists in community health services are largely ignored by the
media and, consequently, by politicians and health administrators’.
Any sustainable model that outlasts short‐term outlooks will need to be community‐driven,
responsive in real terms to community health needs and resilient to vested disciplinary or singular
organisational interests.
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A confident vision for the SWGC and the health services to be assured to the new residents who
choose to live and work there is required. Service development frameworks need to avoid the
profound limitations of previous models described by Rosen et al (2010) whereby general
practitioners have been isolated, where hospitals hope to deliver ‘outreach’ to the community but
find it difficult to sustain the necessary resources to meet all need and, as a consequence,
community health services are squeezed to do the best they can, frustrated by their low priority in
resource allocation and recognition.
Full investment in integrated primary and community care is necessary to ensure ‘in‐reach’ to
hospitals is rare and only provided when clinically necessary. This goal is consistent with emerging
international policy and practice in primary care. Elsewhere in the paper, examples of international
best practice are cited, including the Irish Primary Care Strategy. These strategies are founded on
the premise that primary care is the appropriate setting to meet 90‐95 per cent of all health and,
indeed, associated personal social service needs (Government of Ireland Department of Health and
Children 2001).
7.

Accountability to the Community

The National Primary Health Care Partnership (NPHCP 2009) recommends a national primary health
care system which:







Engages the consumer as an essential member of the team;
Provides an integrated and team‐based approach to care across primary care disciplines;
Supports its workforce by providing ongoing timely access to appropriate training and
education, resources, support and infrastructure;
Allows for flexible and innovative service models to meet local health needs;
Provides quality, safe, measurable patient care based on best‐practice and clinical evidence;
and
Includes a focus on prevention and early intervention.

Community benefit will need to be the genuine unifying and foundation goal for all organisations
providing care for SWGC residents. From individual care through to population strategies, the
bottom line for IPCC is health and well‐being in the SWGC. All contributing health professionals,
services and organisations need to be interdependent in their pursuit of this goal.
It is likely that these functions and attributes will be included in the Healthy Communities reports on
primary health care performance to be produced by the National Performance Authority. Therefore,
advocacy for prompt and inclusive discussion to influence the scope and validity of these Healthy
Communities reports is indicated. Genuine community engagement with the conceptualisation and
implementation of both operational performance and strategic accountability is consistent with
models of consumer and community engagement promulgated by Australian thought leaders
including Jim Caveye and Sally Nathan and international guidance including CLEAR (Lowndes and
Pratchett) and the Centre for Public Scrutiny (UK). Additional ideas are included later in this
document.
There are currently diverse communities with distinct cultural identity residing in the South West
and the SWGC will add further diversity. The health needs of Aboriginal communities will continue
to be of paramount importance and high profile within government policy settings. It is recognised
that mainstream health services providing care for Aboriginal patients are increasingly becoming
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better prepared to do so in a culturally respectful manner. However, the need to support and
sustain the Tharawal Aboriginal Medical Corporation in Airds as an Aboriginal Community Controlled
Health Service (ACCHS) and member of the National Aboriginal Community Controlled Organisation
(NACCHO) will remain an important principle into the future.
It is also noted that, late in 2010, the Gandangara Land Council established the 114 Family Practice in
Liverpool to provide a local – but non‐ACCHS, non‐NACCHO ‐ general practice service for Aboriginal
people in the Liverpool‐Fairfield‐Bankstown areas of South West Sydney.
All health service providers in the SWGC should commit to maintaining a positive and supportive
relationship with these Aboriginal health services. A prime objective of IPCC development should be
to ensure better health and well‐being for the Aboriginal communities in South West Sydney.
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Population Based Planning Parameters in Primary
and Community Care
The policy underpinnings and models that are emerging in integrated primary and community care
identify that service provision should be closely tied to an understanding of the health needs of local
populations and best‐possible estimates of workforce needs and organisational arrangements to
support teamed multidisciplinary care to meet emerging needs. This implies that as populations
grow service provision progressively expands and adapts to meet clinical needs and an
understanding of the critical mass levels of catchment population to plan for provision of a unit of
health activity is required.
For services traditionally provided through a publicly funded community health model of care, the
unit of activity is a staff occasion of service and the ratio to population can be expressed either as
services per head of population or staff per head of population. More sophisticated modelling
would seek to take account of relative health need within a region (reflecting socio‐economic,
cultural and linguistic diversity etc.) and the demography of the target population e.g. different
target populations for early childhood, chronic disease and priority population targeted services.
The NSW Community Health Review conducted a baseline audit of community health service
activity, resources and investment in 2007. The Review identified a different mix of services within
scope of community health organisational and governance structures across each Area Health
Service. Subsequently activity and financial data was produced by Area Health Services in 2010 for a
due diligence process on health services provided in the community undertaken in the context of
National Health Reform. The Australian Institute of Health and Welfare (AIHW) also collects data on
health activity and expenditure provided in community settings. Meaningful drilled down data are
not readily available from these aggregated data collections. As the range of services in scope of
these collections varies widely, any derived state averages of community health services/population
or staff/population do not necessarily reflect the service mix that would be considered as within
scope for community health population based planning for the SWGC. The following table
illustrates the variability of services/population ratios that can be derived from published data from
a range of sources. Derived from published activity data ratioed to the relevant population, it is
apparent that a standardised data dictionary definition of services in scope does not apply.
Table 1: Variability in derived ratios of community health services per head of population
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Therefore, from existing data bases it appears that benchmark ratios do not yet exist which can be
applied to identify an acceptable level of service provision for a growing greenfield population.
There appear to be no “industry” standards in place, further complicated by divergent stakeholder
views in play.
The SSDB NSW Health Workload Planning for Community Based Health Services (2004)is silent on
benchmark levels of service provision, suggesting that Area Health Services should develop their
own estimates of the number and scope of current “core” services in Community Health, growth in
FTEs and conversion back to OOS (with no indication of a benchmark conversion rate), projections of
occasions of service and age standardised utilisation rates, some estimate of the impact of new
initiatives, some adjustment to meet “unmet’ demand, some adjustment to meet “equity” in
resource allocation and some adjustment to meet “gaps” in service provision. There is no
methodology identified to guide how these steps and adjustments would be undertaken.
An International Example ‐ Ireland
Ireland has been developing Primary Care Teams (PCT) and broader Social Care Networks (SCN) as
their strategy to rebalance the emphasis from secondary care to primary care, with a goal that 90%‐
95% of health and personal social service needs of populations be delivered in a primary care
setting. In urban areas, PCTs are expected to have catchments up to 10,000 people and where local
community catchments are more naturally configured as 20,000‐30,000 people may comprise an
agglomeration of 2‐3 PCTs. A PCT would have in the range of 5‐15 GPs attached. In addition core
members of a PCT include practice nurse,community nursing (public health nurse, community
registered nurse), physiotherapist, occupational therapist, social worker and home care staff, home
help/support staff. As at November 2010, 316 PCTs had been established, with the average
catchment population being around 8,000 population per PCT.
A broader SCN provides extended team members who provide servics across 4‐5 PCTs. SCN
members may include speech and language therapist, chiropodist, community pharmacist,
community welfare officer, dentist, orthodontist, dietician, counsellor/psychologist, ophthalmic
services, mental health services. Most SCns have around 35,000 – 40,000 catchment population.
Primary and Community Care provision in Ireland is administered through regional Local Health
Offices, which have average catchment populations of 132,000. Some specialised services are
provided at an LHO or multi SCN level, where there is not justifiable demand for provision at an
individual SCN level. Highly specialised services may be provided at a multi LHO level.
Key operational features of the Irish Primary Care model is that people are invited to actively enrol
on a voluntary basis with a PCT and that a key worker will assist and facilitate the patient’s access to
and navigation through the services, through well‐defined pathways.
Local Service Provision Ratios – Previous SSWAHS
The following table provides a broad indication of levels of population that may be required for local
provision of IFTE unit of activity. The cautionary notes identified previously about lack of data
consistency or standardisation and variable reporting of services considered in scope of community
health need to be kept in the forefront of consideration. The data presented does not purport to
represent benchmark and is provided in aggregated form only, with there likely to be significant
variation in access to community health professionals across local communities. The community
health (CH) components of this table are based on the 2009‐10 FTE staffing levels reported from the
payroll under management of cost centres in Community Health Services across SSWAHS, divided by
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the raw population estimate of 1.34m for SSWAHS. They have been rounded to the nearest 100 for
ratios < 1:50,000 and nearest 1,000 for ratios > 1:50,000. The General Practice and Practice Nurse
ratios are derived from AIHW reports, including BEACH. There is debate as to an appropriate
benchmark ratio of GPs to population. GP Divisions identify 1:1,100 as desirable. DoHA identifies
1:1,500 as a marker of workforce shortage. For integrated primary care practice where GPs have
appropriate professional support it has been suggested that 1:1,300 may be acceptable. This
benchmark provides for a higher level of FTE per head of population than that reported for the then
existing Divisions of General Practice in 2005, which was 1:1,587 for Liverpool and 1:1,458 for
Macarthur (PHIDU 2005).
Table 2: Population Catchments per FTE of Primary and Community Health (CH) Care Staff
Staff
General Practitioner
Practice Nurse
CH Medical
CH Nursing
CH Social Work
CH Speech Path

Pop/FTE
1,300
2,900
58,000
3,700
21,400
47,200

Staff

Pop/FTE

CH Psychologist/Counsellor
CH Dietitian
CH Occupational Therapist
CH Orthoptist
CH Physiotherapist
CH Sexual Assault

51,000
175,000
125,000
513,000
236,000
285,714

Staff
CH HEO
CH Aboriginal Hlth
CH Science & Tech
CH Corporate/Admin
CH Hotel/Trades
CH Overall

Pop/FTE
24,800
162,000
276,000
13,200
295,000
1,890

It should be noted that mental health and drug health services provided in community settings are
not included in the above table, as these were administered under vertically integrated Clinical
Streams in SSWAHS. Also, other specialised services that may provide services in community
settings were administered under the relevant Clinical Stream e.g. cardiac rehabilitation, renal
dialysis, chemotherapy; and they are similarly not included in the above table. Community health
services did administer some specialised services such as in community paediatrics, sexual health
and palliative care nursing.
The limitations of staff:population ratio planning is acknowledged, however, for comparison
purposes only, it is possible to compare potential service provision levels for a community of, say,
50,000 people using the FTE ratios 2009‐10 across SSWAHS reported above and that identified under
the Irish Primary Care Strategy (p.35) as in the following table.
Table 3: Indicative Comparison: Primary & Community Health FTEs for 50,000 Population
Catchment based on SSWAHS Payroll and Irish Primary Care Strategy Ratios
Staff Designation
General Practitioners
Practice Nursing/Health Care Assist
Community Nursing
Social Work
Psychologist/Counsellor
Physiotherapy
Occupational Therapy
Speech Pathology
Dietitian

Irish Primary Care Strategy
40
25
From SCN<2?
From SCN<2?
6
6
From SCN <2?
From SCN<2?

SSWAHS average (inc. from CH
Payroll 2009‐10)
38 @ 1:1,300 (45 @ 1:1,00)
18
13
2.3
1
0.2
0.4
1.1
0.4

Although there may be some comparability in terms of General Practirioner and to a lesser extent in
nursing (although definitional variability is evident) , in the main the allied health therapy provision
in community settings appears to be not comparable between the Irish Primary Care Strategy and
the current level of provision under SSWAHS community health service administration.
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Review of published literature has failed to reveal staff:population ratios at an individual health
profession/discipline level that would help inform the quantum of primary and community care
services that should be made available in the SWGC.
There are, however, broader planning frameworks of relevance. The Victorian Government
published in 2006 Care in your community: A planning framework for integrated ambulatory health
care as a a ten‐year strategy for a modern, integrated and person and family centred health system.
This strategy addresses community‐based health care provision i.e. any health care that does not
involve an overnight or multi‐day stay in hospital, excluding community residential care services.
Within scope of this planning framework is the provision in community settings of:

















same day medical and surgical services
emergency department (ED) services
outpatient services
ambulance services
Hospital in the Home
sub‐acute home and community‐based services
specialist community mental health services
community‐based palliative care services
community‐based elements of integrated cancer services
maternity services (antenatal and postnatal care)
Hospital Admission Risk Program Chronic Disease Management (HARP CDM)
post acute care
community health services (CHSs)
dental services
Home and Community Care (HACC) services
alcohol and drug services.

Four levels of integrated, community‐based health care services are identified at varying levels of
population catchment:




Level 4 would generally be planned to service populations in excess of 200,000‐250,000,
comprising health care provided on a same day basis in a hospital setting, with inpatient
back‐up in order to be safely and effectively delivered. Characterised by high degrees of
specialisation and clinical risk, and requiring significant critical mass to support safe, high
quality and efficient service delivery e.g. EDs, radiotherapy, stents, angiograms, some
laparoscopic surgical procedures and most outpatient services required immediately pre‐
and post‐admission.
Level 3 would generally service populations of between 100,000‐200,000 and, although
requiring specialist resources and a high critical mass for services to be effectively and
efficiently delivered, inpatient back‐up is not required. Care provided at Level 3 could
include a range of day procedures (renal dialysis, day surgical procedures and dental day
surgery), specialist services (including specialist mental health services such as Child and
Adolescent Mental Health Services (CAMHS), and outpatient specialist clinics) and diagnostic
services. Outreach services such as ambulance and Aged Care Assessment Services (ACAS)
could be co‐located. A key role is envisaged in health promotion and secondary and tertiary
prevention for people with chronic disease and complex care needs. This might include 24‐
hour access to some services.
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Level 2 would generally be planned to service catchment populations of between 50,000‐
100,000, requiring specialist resources, but with a reduced level of back‐up and/or a lower
level of critical mass for efficient and effective service delivery. Not requiring sterile theatres,
but providing non‐sterile procedure rooms and associated infrastructure. May include
facilities such as minor injury units and walk in centres. Care provided includes GP care,
nursing, some specialist care, access to diagnostic services, some procedural services
(including fractures and suturing) and observation facilities. They could also provide a range
of rehabilitation services integrtaing community health services and specialist community
rehabilitation services. An important role is envisaged in health promotion and secondary
and tertiary prevention for people with chronic disease and complex care needs. Some
cancer services and antenatal and postnatal maternity services (including specialist care for
women experiencing moderate complications) could also be delivered. This might include
extended hours/after hours delivery of some services (including GP clinic services).
Level 1 sites would generally be planned to service populations smaller than 50,000, down to
only a few thousand and focus on delivering primary care in a minor centre, involving low
levels of critical mass, with limited specialisation and low levels of clinical risk. Services could
include general practice, drug and alcohol services (could include pharmacotherapy),
counselling services, community nursing, allied health services, aged services, integrated
health promotion and primary prevention, primary antenatal and postnatal care (for women
experiencing normal pregnancy, without complications). They may operate as a base for
outreach services e.g. HACC services in home care and planned activity groups. Generally at
the level of a small town or suburb.

Population based planning ratios are also of assistance in identifying the demand from SWGC
residents for some specialised services traditionally provided from hospital sites that could under an
integrated primary care model be provided from the highest tier of integrated primary care centre.
Chemotherapy, renal dialysis and day surgery are clinical services that could be in scope.
For chemotherapy, extensive services planning has been undertaken to identify the future needs for
chemotherapy chairs in the South West of Sydney. To date, planning has assumed that expansion in
chemotherapy chairs would be accommodated at existing service sites i.e. Liverpool and
Campbelltown hospitals. Infrastructure planning has been undertaken against 2016 and 2021
planning horizons. Proposals have been put to Government but are yet to be funded. Expansion of
chemotherapy capacity at Campbelltown Hospital was not a component of the $194.3m upgrade
and expansion announced by the Premier on 3 January 2011.
Chemotherapy planning for the South West of Sydney has been undertaken using NSW Cancer
Instute (2009) cancer incidence projections. A derived cancer incidence in 2021 using this data is
equivalent to 5.37 new cases of cancer per 1,000 population and this rate is considered to be
reasonable to apply to the SWGC population, on the basis that the SWGC demographic profile will be
broadly similar to that currently in the South West. Therefore for 300,000 population it would be
expected that there would be 1,611 new cases of cancer per annum. Forty per cent of new cases of
cancer require chemotherapy and 25% of these require a subsequent course of treatment, hence,
50% of new cases of cancer requiring chemotherapy is the planning benchmark. Each course of
treatment is assumed to require 10 patient care visits (PCVs) and each chemotherapy chair can
provide 285 PCVs per annum. Therefore, for the 300,000 population of a fully developed SWGC,
chemotherapy chair demand can be estimated as around 28 chemotherapy chairs, or around 1
chemotherapy chair per 10,700 population.
38

SWGC Integrated Primary and Community Care Model

Specialist medical oncology care for these patients would be sourced from Liverpool and
Campbelltown hospitals. It would be possible for chemotherapy needs for some of these patients to
be provided at a more locally accessible integrated primary care centre, at the highest tier level. This
could also include outreach medical oncology clinics. A 10 space day therapy cannulation infusions
centre has been factored into planning (Attachment F) for the largest RIPCC at Leppington. This
could also cater for chemotherapy needs outside of medical oncology and for other infusion
therapies. This would be of sufficient size to cater for local demand until approximately 2026‐27 on
the basis of the unendorsed population growth assumptions which have been identified by SSWAHS
for health planning purposes only.
For renal dialysis, consultants to NSW Health have prepared projections of demand for renal dialysis
services in NSW to 2021. Derived from this work, it is expected that in 2021 across South West
Sydney the dialysis incidence will be 0.85 per 1,000 population. Therefore, for the fully developed
SWGC of 300,000 people, 255 could be expected to require maintenance dialysis. Planning
guidelines are that 50% of maintenance dialysis patients receive home dialysis, 20% receive in‐centre
dialysis at acute hospital sites and 30% receive satellite dialysis, which could be provided in an
integrated primary care setting. Therefore, 76 satellite dialysis patients would be expected from the
fully developed SWGC population of 300,000. A renal dialysis chair can cater for four patients,
therefore, 19 satellite renal dialysis chairs are predicted as required for the SWGC population. It
would be possible for the satellite dialysis needs for some of these patients to be provided at a more
locally accessible integrated primary care centre, at the highest tier level. A 10 chair satellite
dialysis unit, including 2 home dialysis training chairs, has been factored into planning (Attachment
F) for the largest RIPCC at Leppington. Assuming 70% of satellite dialysis patients within the SWGC
would access this facility as the closest, this would be of sufficient size to cater for local demand until
approximately 2031‐32.
For day surgery, the needs for the South West have been factored into planning for the
infrastructure upgrades and expansions at Liverpool and Campbelltown hospitals to meet the
expected demand to 2021. These proposals are yet to be funded by Government. The planning
undertaken for Liverpool hospital identified that surgical demand to 2021 could be accommodated
by addition to the operating theatre zone in the recently completed new Clinical Services building
into adjacent space available for expansion. However, further expansion of the operating theatre
zone to meet additional demands beyond 2021 would not be possible given site constraints arising
from the significant new build undertaken there. Planning concluded, on clinical advice, that options
to provide day surgery, including planned endoscopies, off site or at an alternative location on site,
could be explored to address the main theatre block capacity issues identified as arising after 2021‐
22. A day surgery unit within an integrated primary care centre, at the highest tier level, would
provide capacity to meet the increased demand in the South West beyond 2021‐22. A four theatre
Day Surgery and Procedural Unit has been factored into planning (Attachment F) for the largest
RIPCC at Leppington.
Vertically integrated services i.e. those services managerially and clinically governed within a stream
structure that covers hospital and community settings for service provision, could also be provided
in an IPCC setting. Mental health and drug health services would be in scope. For drug health
services, there are no standardised service:population ratios that have been endorsed for use.
Nevertheless, for a population of 300,000, the provision of harm minimisation services including
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needle & stringe distribution and opioid treatment clinics could be appropriately provided in an IPCC
setting. A space allocation has been identified at the highest tier IPCC at Leppington (Attachment F).
For mental health services, NSW Health has endorsed use of the Mental Health Clinical Care and
Prevention Service Model (MH‐CCP Version 1.11 (2001) for projecting resources (full time equivalent
staff and beds) to provide mental health care for a population. The model identifies for a given
catchment population, an estimate of service need, average services required, specification of
priorities, ambulatory care clinical time and unit costs and has the capability of identifying
requirements for age‐specific groups. For infrastructure purposes, service provision is usually
planned at 80% of that identified by the model. For a population of 300,000, with the age structure
expected in a greenfield growth community and using the age cohorts embedded in the structuring
of mental health service provision in NSW, the following FTE mental health staff numbers are
considered necessary to provide care in the community.
Table 4: Community Mental Health Staffing (FTE) for 300,000 population using MHCCP modelling
Age Cohort
0‐4 years
5‐14 years
15‐19 years
25‐54 years
55‐64 years
65+ years
Total

FTE @ 100%
5.3
9.3
26.7
31.3
110.0
10.1
192.7

FTE @ 80%
4.2
7.4
21.4
25.0
88.0
8.1
154.2

A proportion of these staff could appropriately be based within an IPCC setting. Some might also
best be based in closer proximity to acute inpatient and outpatient mental health and other clinical
services on hospital campuses. A space allocation has been identified at the highest tier IPCC at
Leppington (Attachment F).

40

SWGC Integrated Primary and Community Care Model

Population Growth Patterns in SWGC
The NSW Government has not determined the sequencing of SWGC precinct releases beyond the
first and second release precincts. It is noted that in the recent release of The Metropolitan Plan for
Sydney 2036 (December 2010) it was announced that to boost future dwelling production, the
Government will review the sequencing of Growth Centre precinct release while continuing the
existing streamlined planning process.
It is expected that SWGC precinct sequencing will be driven by major infrastructure upgrades
required in areas such as roads, water and sewerage. The Department of Planning (DoP) has
identified that the ability to deliver infrastructure is the main driver behind releasing a Precinct, as it
is simply not viable or attractive to the market for new housing and employment areas to be
provided without infrastructure. This strategy is consistent with that applied for the second release
precincts, which were located close to existing land releases ensuring the use of existing and
planned infrastructure. It is noted that for roads, major infrastructure developments are identified
in the NSW Budget papers for widening of Camden Valley Way to 4 lanes (staged development
Bernera Road to Cowpasture Road, then to Cobbitty Road, then to Narellan Road).
In September 2009, Sydney Water submitted a Preliminary Environmental Assessment (PEA) to the
Department of Planning (DoP), outlining its plans to service the Growth Centres, as well as plans for
environmental assessment and stakeholder consultation. The final environmental assessment will be
placed on public exhibition in mid 2011. Currently, the South West Growth Centre doesn’t have
existing water and sewerage infrastructure readily available for use. Initial land releases will have
access to a limited sewer capacity from existing sewage treatment plants located at West Camden
and Liverpool; later releases in the South West will require new sewage treatment plants and
drinking water infrastructure. The concept layout plan developed by Sydney Water is as follows.
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Published information from DoP indicates that development of the Growth Centres has a 30 to 40
year time horizon. Although sequencing has not been confirmed, for Health planning purposes it is
reasonable to assume that development will follow the upgrading of major infrastructure links. For
road infrastructure the Structure Plan makes use of, and improves, the existing network of rural
roads. Additional roads are required as the existing network of major and continuous country roads
is spaced generally between three and six kilometres apart, which is not sufficient to provide an
adequate movement network for urban development. The main north‐south routes running
through the SWGC are Camden Valley Way and The Northern Road. The Metropolitan Plan for
Sydney 2036 identifies identifies upgrades to The Northern Road, Cobbitty Road, Camden Valley Way
and the creation of Badgally Road as supporting SWGC development, particularly in relation to Oran
Park.
Major east‐west roads include Elizabeth Drive on the northern boundary, Fifteenth Avenue in the
northern part of the growth centre, and Bringelly Road in the centre. Apart from these major roads,
the rural road network is either a discontinuous grid, often stopping at the creeks, or a series of
closed loops and dead end roads as part of rural residential subdivision. The network will be
extended and enhanced to accommodate the increase in travel demand. The Structure Plan includes
three new arterial roads parallel to Camden Valley Way. These arterials will ultimately link bus‐based
public transport to Leppington. On the western side of the Growth Centre, the existing main east‐
west arterials of Bringelly Road and Fifteenth Avenue are to be extended to link new Town Centres
to Badgerys Creek.
A new north‐south boulevard in the west will link the Bringelly area with Oran Park Town Centre,
located at the southern end of the southwest grouping of towns.
On the basis of this published information, assumptions have been made for the purposes of this
health planning process only, that population growth beyond the released precincts will steadily
occur along three main growth corridors consistent with the expected transport and water related
infrastructure developments identified above:




Camden Valley Way – between Leppington town centre and Oran Park
Northern Road – northwards from Oran Park towards Bringelly
Bringelly Road/Elizabeth Drive – westwards from Leppington town centre towards Bringelly

It is emphasised that no staging decisions have been made and that further, The Metropolitan Plan
for Sydney 2036 (December 2010) has announced that to boost future dwelling production, the
Government will review the sequencing of Growth Centre precinct releases (p. 161). Government
has committed to, under the Metropolitan Plan, to conduct a land supply assessment annually and
where more land is identified as needed, consider for release precincts within the Growth Centres.
Although there is uncertainty about growth patterns into the future, for the purposes of this health
planning process only, assumptions need to be made about how growth might proceed within these
corridors over the 30‐40 year timeframe for SWGC development. This is necessary to consider
options for the number, location and catchment populations for health facilities and when
catchment populations may grow to make health infrastructure development viable. Subsequent
chapters discuss the health infrastructure implications that arise when some very broad assumptions
are made as to where the eventual population of various precincts will travel for their health care
i.e. catchment populations. The process builds assumption upon assumption, however does provide
a methodological framework for analysis of options for health care provision into the future. Again,
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it is important to recognise that this data cannot with any degree of confidence be considered to
represent the likely outcome of Government decisions on precinct releases that are yet to be made
and that will under the Metropolitan Plan, be subject to ongoing review.
Demography of Initial Settlers in SWGC
Some work has been undertaken to identify the likely demographic and socio‐economic
characteristics of first settlers into the SWGC; this has been mainly undertaken in the context of the
Oran Park development, where the first settlers will start to take up residence from 2011‐12. Some
core characteristics which have been predicted include:















Initially residents will comprise a high proportion of young families with preschool and
primary school aged children (i.e. higher proportions of 0‐11 and 20‐40 years). Over time,
the dominance of young families will decrease with population becoming more diverse
Precincts are not expected to attract significant numbers of older people until town centres
are established and services are in place. Ageing in place of owner occupier households is
expected over time and retirement villages (seniors living) is likely to be established
relatively early (e.g. in Oran Park 200‐300 self care units are planned within 3‐4 years and an
aged care facility is to be constructed somewhat later)
Attraction of younger and older adults (without children) will depend on services available
and affordability
Housing form, services, affordability will all influence the age profile of residents – it is
expected that the number of bedrooms in a dwelling rather than the type of dwelling will
determine whether a dwelling is occupied with a family with children or not, with medium
density dwellings providing a more affordable alternative to families who cannot afford a
detached dwelling (SWGC Structure Plan predicts 50% of development will be apartments,
townhouses, semi‐detached or small detached housing stock) although medium density
housing forms are expected to have broad appeal to a variety of age and household types
Generally, first home buyer estates have younger parents (25‐34 years) and a higher
proportion of children aged 0‐4 years. Second home buyers are older (30’s‐early 40’s) with
primary school aged children..
The expectation is that for most precincts there will be targets of around 7% Affordable
Housing (Landcom has a voluntary policy of aiming to have at least 7.5% of its projects
affordable for moderate income households) and 10% Universal Housing (those that meet
the changing needs of occupants across their lifetimes, as they age or acquire a disability),
also noting that currently in the broader western metropolitan region more than half of
medium density housing forms provide rental accommodation.
Although cultural diversity is difficult to predict, initial expectations are that residents will be
predominately Australian born who do not speak a second language; over time this is likely
to diversify
In similar greenfield release areas, the experience has been that both parents in families are
employed (i.e. to service a mortgage); with implications for after school care.

These demographic characteristics are broadly comparable to that experienced in The Growth Area
Alliance, representing 40 LGAs across Australia, located at the rural‐urban fringe, with significant
greenfield future development areas and experiencing relatively rapid urban population growth (SGS
Economics and Planning 2007 p.6.). These areas will accommodate >25% of Australia’s population
by 2022 and about 50% of Australia’s population growth. In comparison to the Australian average,
these populations are characterised as:
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generally skewed to a ‘young family” profile
having a higher proportion of residents born overseas, although with variations across States
vocationally more strongly represented in manufacturing and industry sectors like retail and
construction and less well represented in business and service fields
generally relying on use of car to access work reflecting low job stock in local areas and poor
public transport provision
more representerd in middle income brackets and less at low and high ends – reflecting skills
profile and the need to have a job to access a mortgage
generally low unemployment reflective of low national rates

There are statistical data available on recent greenfield developments in close proximity to the
SWGC which are likely to be reasonable predictors of settler population demography. Two such
areas are Harrington Park and Mount Annan. These were constructed (and occupied) following the
2001 Australian Census. Hence, 2006 Census data reflect ‘new’ populations in these locations. As
calculated by Nesbitt (2008), the demography for these Census Districts (CD) using data from the
2006 Census, compared to the Sydney Statistical Division (SD) and NSW as a whole is as follows.
Table 5: Characteristics of populations settling in greenfield developments
Indicator

0‐4
5‐14
15‐24
25‐54
55‐64
65+
Median Age
Married
Employed Full Time
Employed Part Time
Unemployed
Individual ($/week)
Household ($/week)
Coupled family with children
Coupled family without children
One parent family
Car travel to work
1 or more vehicles/dwelling
2 or more vehicles/dwelling
3 or more vehicles/dwelling
Speaks English only at home

Harrington Park
Mount Annan
CD
CD
Age (years)
11.0%
11.6%
19.3%
18.8%
10.8%
11.9%
48.7%
50.7%
5.6%
4.7%
4.4%
2.3%
31
29
Marital Status (population 15+)
69.2%
65.7%
Labour Force (population 15+)
65.6%
71.0%
25.3%
22.6%
4.2%
2.4%
Median Income
670
750
1,719
1,833
Family Structure
68.8%
68.6%
22.2%
23.6%
8.1%
7.8%
Vehicular Use
78.7%
77.5%
98.3%
100.0%
79.9%
83.9%
23.7%
20.2%
Languages
81.9%
85.2%

Sydney SD

NSW

6.6%
13.0%
13.8%
44.1%
10.2%
12.3%
35

6.4%
13.4%
13.3%
42.0%
11.0%
13.8%
37

49.7%

50.1%

63.1%
25.7%
5.3%

60.8%
27.2%
5.9%

518
1,154

461
1,036

49.3%
33.2%
15.6%

46.2%
36.0%
16.1%

60.9%
82.9%
44.4%
12.3%

63.4%
87.9%
48.0%
13.5%

64.0%

74.0%

It has been suggested that the development of significant numbers of apartments and townhouses
might attract large numbers of older people and empty nesters to the South West Growth Centre,
given the ageing of the population in the Macarthur Region and the shortage of suitably designed
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housing for older people in the district. The SWGC presents an opportunity to increase the stock of
housing suited to the needs of older people, including smaller, more manageable dwelling forms,
adaptable housing or SEPP 5 type developments. However, older people are conspicuously absent
in significant numbers in most new release areas reflecting that when they move it is generally to
areas that are familiar to them, close to family and friends, familiar shops, a high level of services
and good public transport. They tend not to be pioneers in new areas that typically lack services and
transport in the early days of settlement, waiting until the town centres have become established
and services and public transport are in place.
It is expected that over time, the peaks in the age distribution associated with a predominance of
young families will reduce and the population will become more diverse. Increasing proportions of
young adults and older people will be attracted to the area once the town centre facilities are
established. Owner occupiers are likely to provide a stable group that will age in place through the
life cycle stages, while tenant households will experience greater turnover, thereby maintaining a
similar age profile as in the initial stages. More than half the medium density forms of housing are
likely to provide rental accommodation and these households are most likely to comprise:





Low income families, including single parent families
Students and young people in group households
Young couples
Single people of all ages.

it is expected that the smaller and medium density dwellings (small lot/semi‐detached, townhouses
and apartments) across the SWGC will appeal to a variety of age and household types and will create
greater diversity in the population profile than has characterized new release areas to date.
Employment opportunities to be provided in the SWGC will also impact on the population profile
and characteristics of local communities that will emerge. The SWGC Structural Plan identifies
employment opportunities in various forms and locations:






Retail in the town centres and neighbourhood centres
Service industries in offices and related businesses located in the town and regional centres
and along major roads
Working from home opportunities in homes close to centres and through innovative home
designs
Education, community and other social services and civic uses located throughout the region
Industrial areas with several light industrial areas in small pockets near town centres and a
limited number of heavy industrial areas where appropriate.

Leppington, the main town centre, will accommodate higher‐order government services, higher
education, and other specialised businesses. This town centre will provide significant employment
opportunities in the retail, business and service sectors as well as community facilities.
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Model for Service Development in the SWGC

Model for Service Development in the SWGC

The IPCC model identified as the preferred option for development in the SWGC is based on the
current understanding of indicative staging of population growth i.e. that following from the
announced precinct releases at Edmondson Park, Oran Park/Turner Road and North
Leppington/Austral, development can be expected to follow the major infrastructure developments
in roads and water/sewerage, which would suggest potential releases along Camden Valley Way e.g.
Catherine Fields and at Marylands. It is noted that the Department of Planning have placed on
exhibition a proposal for release of part of the Catherine Fields Precinct for planning purposes under
the Precinct Acceleration Protocol.
The SSWAHS infrastructure development strategy to meet the public sector healthcare demands
arising from population growth in the SWGC remains consistent with that previously provided for
consideration within Government Planning frameworks. Broadly, this involves the provision of
additional hospital inpatient and ambulatory care capacity at existing hospital facilities within close
proximity to the growth centre boundaries i.e. at Liverpool, Campbelltown and Camden; recognising
that enhancement of the critical mass of clinical expertise and infrastructure here will provide the
best quality of care and economic return on investment.
Developments within the South West Growth Centre will be focused on the provision of integrated
primary and community care (IPCC). This emerging model of care is wholly consistent with the
strategic directions of NSW Health in community health provision and the intent of National Health
Reform.
As previously identified, IPCC is not an entity specific model of care, it can exist in public, private or
community controlled organisations, and it would exist across a range of health outlets in the SWGC,
of varying size, with varying catchment populations and potentially under a range of governance
arrangements. A hierarchy of primary and community care provision is envisaged, scaled by the
expected catchment population that would be required for agglomerations of services. Duplication,
gaps and poor coordination can be avoided through this approach.
It is recognised that the extent to which emerging IPCC models form the dominant model of primary
and community care provision in the SWGC also will be subject to the exigencies of free market
drivers.
As described earlier, the overall and eventual catchment population for the SWGC, including
Edmondson Park, used in planning is estimated as over 300,000 people. It is recognised that
catchments are porous in that people residing on the periphery of the SWGC will flow into the SWGC
for primary and community care services and that likewise some SWGC residents will travel outside
of their local residential community for primary and community care services. The assumption has
been made that for catchment purposes flows will balance out with service provision in the SWGC
being seen as broadly self‐sufficient in primary and community care.
Broadly, three levels of IPCC provision are preferred to emerge:


Team General Practices (TGP) – private practices with generally less than 5 GPs supported by
a lesser number of practice nurses with private allied health professionals providing visiting
in‐reach services. The catchment population would be 4,000 to 5,000, broadly consistent
with the catchment populations identified for neighbourhood centres in the SWGC Structure
46

SWGC Integrated Primary and Community Care Model



Facilitation of this complementary network of primary and community care services gives the best
prospect for the primary health needs of SWGC to be met and for seamless linking to secondary and
tertiary health provision, some of which could be provided within the community. A firm responsive
community health capacity can provide effective care for the vast majority of the community’s
health burden and improved health outcomes can be delivered without distortion.
This hierarchy of complementary and integrated primary and community care outlets is relatively
consistent with models being developed within other Australian jurisdictions and internationally. An
example is in Ireland where following on from the release of Primary Care A New Direction national
primary care strategy in 2001, it was envisaged that 600 primary care teams would be established
over the next decade. Indicative staffing profiles developed in 2001 for these teams are opposite.
Interestingly, only 222 had actually been established by end of 2009 and of these, only 112 were
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Plan. TGPs are expected to be the most numerous of general practice entities established in
the SWGC. This could include solo and partner general practices which participate in team
practice through virtual alignment mechanisms. Community Health services would not be
physically co‐located with TGPs, however streamlined referral pathways would be
established to ensure appropriate access to services that would be provided from larger
regional centres.
Primary Care Clinics (PCC) – larger entities, again private practices, with around 6‐8 GPs and
up to 4 training posts, Practice Nurses, community nursing, on‐site allied health therapy,
visiting medical specialists, early childhood nursing and potentially associated services e.g.
pharmacy, diagnostic imaging, dental etc. This could be through the private practice
employing, contracting or leasing space to other private health professionals and through
lease or other arrangements with NSW Health funded services. Community Health services
would not be physically co‐located with PCCs, however, visiting in‐reach services would be
provided to clinic space on a sessional basis for particular days e.g wound and early
childhood clinics. There would be a continuing focus on training of health professionals to
help ensure high quality and innovative practice and serve as an attractor to highly qualified
staff. For every catchment population of 15,000 – 18,000, at least one PCC would be
required, broadly consistent with the catchment populations identified for smaller
town/village centres in the SWGC Structure Plan.
Regional IPCC Centre (RIPCC) – a hub for multidisciplinary and specialist medical ambulatory
care and potentially day surgery for the entire population. There would be mixed public and
private service provision through an attached or incorporated PCCs. An RIPCC would not
provide inpatient care, rather focusing on providing a comprehensive range of on‐site
ambulatory care and specialty services in‐reaching including potentially aged care and
rehabilitation services, child and family counselling, community mental health, health
promotion, drug health, youth services, palliative care, chronic disease care coordination,
antenatal care, satellite renal dialysis, chemo and other infusion therapy. A range of
Community Health services appropriate to the population catchment of the RIPCC would be
co‐located. Delineated centre management arrangements would be established. Regional
IPCCs would have a strong focus on training of health professionals as a core strategy to
improve health care, attract high quality health professionals, encourage innovative practice
and inform the evidence base for best practice. The catchment population would be 75,000
– 100,000, broadly consistent with the catchment populations identified for Major Town
Centres in the SWGC Structure Plan.
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Primary Care Model – Ireland (2001Strategy)

Model for Service Development in the SWGC

Groups of primary care providers form inter‐
disciplinary teams, serving populations of
3,000(rural) to 7,000 (urban) people. A wider
network of additional professionals provide therapy
services across a number of core primary care teams.
Composition and numbers of professionals required
for 5,000 population estimated as:
Primary Care Team











General Practitioner
Health care assistant
Home helps
Nurse/Midwife
Occupational therapist
Physiotherapist
Social worker
Receptionist/clerical
Administrator

4.0
3.0
3.0
5.0
0.5‐1.0
0.5‐1.0
0.5‐1.0
4.0
1.0

+8 WTE to provide 24 hr GP & Nurse/Midwifery
coverage

Primary Care Network

considered to be “at advanced
functioning stage” by the Parliamentary
Committee which examined progress in
2010 and 31 were operating without
offering GP services. The committee
found that “virtual” teams established
in absence of a unifying building were
less successful and that financial
incentives for infrastructure
development needed to be improved to
kick start the process of providing a
unified facility. The strategy also
envisaged a small number of academic
centres of primary care and community‐
based diagnostic centres.
The primary care team liaises with
community‐based specialist teams in
disciplines such as palliative care,
mental health, child care, disability,
special client groups and community
services for the elderly. The range of
services provided through a primary
care centre established under the Irish
Strategy is illustrated at Attachment E,
extracted from the Parliamentary
Committee report (2010) on the
Strategy implementation.

The Irish model has evolved more
recently, to one incorporating A Primary
 Chiropodist
Care Team (PCT) with core minimum
 Community pharmacist
team members of general practitioner,
 Community welfare officer
nursing, therapy, social work and home
 Dentist
help (catchment 3,000‐10,000
 Dietician
population) and a Social Care Network
 Psychologist
(SCN)
covering 4‐5 PCTs with extended
 Speech and language therapist
team members which include
specialised service provision in dietetics,
dental, psychology, podiatry etc. In
simplified terms a SCN, comprising 4‐5 PCTs in an urban setting would be expected to provide an
integrated primary and community care service for a community catchment of up to 50,000 people.
In reality, it appears that most PCTs have developed at around 8,000 catchment population and
SCNs have developed with catchment populations of 35,000‐40,000.
As of 2009, in terms of staffing configurations, the Standard Design of a PCT has been developed
within parameters of:
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General Practitioners (3‐5)
Community Nursing ‐ PHNs/RGNs (2‐4)
Physiotherapist (1)
Home Help
Total team size (8/15 WTE)

The Irish Primary Care Strategy was recently reviewed by a Parliamentary Committee (2010), with
recommendations that included:








Under the hierarchy proposed for the SWGC, RIPCCs would potentially be appropriate for the large
population catchments that are envisaged as forming around the major town centre conurbations
envisaged for Leppington Town Centre and Oran Park. It is recognised that the Department of
Planning has identified Leppington as the Major Town Centre for the SWGC, with around 75,000
population in it’s immediate surrounds. Significant densities are envisaged and the highest
concentration of Community services. Leppington will provide the terminus and a train stabling yard
for the new rail line which will extend from Glenfield with a station at Edmondson Park and is
scheduled for completion by 2016. Several mixed use employment corridors will fall within the town
centre catchment including significant industrial development along Bringelly Road.
On the other hand, it is recognised that developments at Oran Park will proceed in advance of
Leppington Town Centre, with the advantage of a single land owner and development company
enabling a faster pace of development, assisted by accelerated precinct development provisions.
Significantly more fragmented land holdings at Leppington add considerable risk to the prospect of
achieving the indicative population growth targets identified thus far for this sector of the SWGC.
Over longer term planning horizons, it may also be appropriate that a further RIPCC be developed in
the SWGC out‐years to serve population growth in the western parts of the SWGC.
It also needs to be rcognised that, under the strategy proposed in this paper, Team General Practices
and, in most instances Primary Care Clinics, are envisaged as private sector developments. Although
a Primary Care Clinic could be considered for infrastructure development and operation with funding
from the State public purse, the assumption has been made that a more likely public funding source
for this tier of development is through GP Super Clinic funding or other Australian Government
primary care development funding that evolves in the future. It has been assumed that State funded
public Health infrastructure developments would be restricted to the RIPCCs. These could also be
developed, financed and governed under a mixed public/private partnership.
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Expansion of GP training places incorporating an accelerated training programme
recognising prior training
Expansion of nurse and pharmacy delivered services to deliver a variety of new services.
community mental health services be based in Primary Care Centres
There must not be a “corporatisation” in the development of new primary care
infrastructure, however, a system of incentives should be provided for their construction.
Diagnostic facilities must be available so that tests can be carried out locally.
Minor surgery services should be provided at primary care level.
Primary Care settings should be of central importance to health promotion.
Information Technology systems which facilitate the flow of information between hospitals
and Primary Care need to be implemented.
Primary Care teams should have the potential to carry out follow up colonoscopies.

SWGC Integrated Primary and Community Care Model

Services Provided through a Regional IPCC Centre
In considering what services would be provided through RIPCCs, the approach taken has been to
identify streams of activity, which could potentially in infrastructure terms, be developed in a
modular fashion. These streams of activity are consistent with and may extend beyond those
streams under consideration by NSW Health in formulating a framework for community health
provision, as informed by the NSW Community Health Review. Depending on the expected
catchment population and considerations of viability in critical mass, streams of activity would be
agglomerated to form the RIPCC entity.
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The streams of activity are categorised as follows:















General Practice Primary Care Clinic (PCC)
Multidisciplinary Clinics & Medical Procedural
Chronic Care and Aged
Child, Youth and Family
Drug Health
Mental Health
Sexual Health
Satellite Dialysis
Day Surgery
Day Therapy Cannulation/Infusions including chemotherapy
Diagnostic imaging
Oral Health
Satellite Pharmacy
Primary Care Training Centre

The range of services that could be provided within each stream include the following.
General Practice PCC







Primary medical and family practice care on appointment
Extended hours medical and family practice care
Home and insititutional medical visiting
Full range of MBS Primary Care participation e.g. health assessment, chronic disease
management, GP Management Plan and Team Care arrangements for people with chronic
conditions and complex care needs, multidisciplinary case conferencing, after hours and out
of consulting rooms attendance etc.
University affilliated medical training posts

Multidisciplinary Clinics & Medical Procedural





Obesity clinics for high risk metabolic patients & those who have type 2 Diabetes with
medical, nursing, dietetic, psychologist, physiotherapist and exercise physiology involvement
‐ weight management and improved fitness as the primary intervention, including intensive
supervised exercise programs
Diabetes clinics providing advice and treatment to type 1, type 2 and gestational diabetes
with input from endocrinologists, diabetes educators etc.
High Risk Foot Clinics for specialist medical and podiatry management of patients with foot
ulceration and other serious foot pathology, usually as a consequence of diabetes, primarily
podiatry provision
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Chronic Care & Aged













Aged Care Assessment Team (ACAT) providing assessment, information, advice and
assistance to frail older people who wish to remain at home with support or who are
considering living in a residential aged care facility ‐ primarily for people aged 70+ or
Aboriginal and Torres Strait Islander people aged 50+
Transitional Aged Care Program (TACP) providing case management and a package of low‐
intensity allied health/personal care/domestic assistance therapy and in‐home support for
older persons transitioning home after an acute or sub‐acute stay in hospital ‐ time limited
(maximum 12 weeks) and goal orientated
Frail Aged Day Therapy Unit providing multi‐disciplinary assessment and therapy to adults
living in the community or low level residential care facility who have complex medical co‐
morbidities, geriatric syndromes or clinical and functional decline, including those at high
risk of falls – may include physiotherapy, occupational therapy, speech pathology, dietetics,
pharmacy, geriatrician assessment, and nursing assessment
Cardiac and Pulmonary Rehabilitation assessment and treatment including gym facilities
Community Health Nursing Services providing care in client’s home environment including
Nursing Homes, Hostels and retirement villages, primarily acute care substitution e.g.
cellulitis and exacerbations of chronic disease such as COPD; treatment of long term
infections e.g. osteomyelitis and wound care.
Community Health Palliative Care Service providing care in client’s home environment
including Nursing Homes, Hostels and retirement villages, primarily symptom and pain
management, support and case management in liaison with GPs, Palliative Care Medical
specialists and Community Health Nursing Clinical Nurse Consultants.
University affilliated medical training posts

Child, Youth & Family




Child and family health nursing including universal home visiting for new mothers, sustained
home visiting for specific target groups, parent groups, parent support clinics, follow‐up and
case management of at risk families, opportunistic immunisation
Child health nursing including health sreening, surveillance and case management of near
school age children, parenting and other group programs, transition to school surveillance,
health training to schools, audiometry, school based adolescent health services
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Hospital‐in‐the‐Home (HitH) procedures where acute substitutable care is delivered to
patients with low risk treatments such as (but not limited to) IV antibiotics, anticoagulation
and IV fluids
Procedural care closely linked to chronic disease management e.g. venesection and wound
care
Continence Clinics providing client assessment, education, treatment and management of
continence related issues and offering simple low‐technology solutions to the problem of
incontinence.
Urgent Care Centre with extended hours of operation (14‐16hrs/day), 7 days a week, to treat
self referred patients who require care for minor injuries and illness e.g. minor procedures
such as suturing, fracture management and plastering, supported by timely access to
diagnostic services such as radiology and pathology – general practice and nurse
practitioners could have prominent roles in care provision
University affilliated clinical training posts

SWGC Integrated Primary and Community Care Model
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Paediatric occupational therapy including children with mild physical and intellectual
disability and developmental delay
Paediatric speech pathology including centre, preschool, home and school based
intervention models
Paediatric physiotherapy including centre, preschool, home and school based intervention
models and case management for children with special needs in the mild range of disability
Early childhood social work including parenting and other group programs and referrals
where post‐natal distress or adjustment to parenting is an issue
Paediatric psychology and clinical psychology
Orthoptics
Community paediatrics including medical diagnostic assessment, developmental and
behavioural disorder assessment, adolescent medical assessment
Aboriginal liaison services
Youth health services including drop‐in centre and adolescent health provision
Child protection, out of home care, physical abuse & neglect of children services
Sexual assault services (including adult sexual assault)
Community based antenatal services
University affilliated medical training posts

Drug Health









Harm Minimisation services including provision of sterile injecting equipment, health
education, brief interventions, health advice, disposal facilities, safe sex resources and
referral
Primary health care of drug related injuries (wounds and secondary infections), basic health
and medical assessments and monitoring of chronic hepatitis and HIV infection
Community consultation, training and education and active retrieval of sharps.
Sessional clinics in drug and alcohol assessment; perinatal and family drug health; hepatitis;
post‐discharge hospital medical and nursing follow‐up; ambulatory detoxification; specialist
tobacco cessation; counselling
Aboriginal Health services including casework and groups
University affilliated medical training posts

Mental Health










Crisis and case management services for adults experiencing a range of mental health
problems such as psychosis, schizophrenia, depression, mood disorders and severe anxiety ‐
Community Mental Health Emergency Team (Co‐MHET), Mental Health Rehabilitation Team,
Adult Psychology Team, Care Coordination Team
Specialist Mental Health Service for Older People providing services to older people 65+ with
mental illness or dementia and associated severe behavioural or psychological symptoms or
age‐related problems causing significant functional disability e.g. major depression, severe
physical and/or verbal aggression, severe agitation, screaming and psychosis.
Youth Mental Health Team
Infant, Child & Adolescent Mental Health Service (ICAMHS)
Interview, assessment and treatment rooms with dual points of egress.
Aboriginal liaison services
University affilliated medical training posts
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Sexual Health Service






Screening, testing and clinical management of Sexual Transmitted infections (STIs)
Focus on priority populations such as Aboriginal people, young people, heterosexuals with
rapid partner change, people with HIV infection, gay men, sex workers, injecting drug users
Education and consultancy for GP's and other health care workers.
Aboriginal liaison services
University affilliated medical training posts

Satellite Dialysis







Day Surgery










Anaesthetically safe patients ‐ ASA 1 and 2 for adults and children and ASA3 for adults
provided disease is well controlled – for children generally the anaesthetic and operating
time not expected to exceed an hour
Procedure with a low incidence of post‐operative complications
Procedures generally performed on day surgery basis e.g. orchidopexy, inguinal hernia
repair, excision of breast lump, anal fissure dilatation or excision, haemorrhoidectomy,
laparoscopic cholecystectomy, varicose vein stripping or ligation, transurethral resection of
bladder tumour, excision of Dupuytren’s contracture, carpal tunnel decompression, excision
of ganglion, arthroscopy, bunion operations, removal of metalware, extraction of cataract
with/without implant, correction of squint, myringotomy, tonsillectomy, sub mucous
resection, reduction of nasal fracture, dilatation and curettage/hysteroscopy, laparoscopy,
termination of pregnancy
Procedures suitable for day surgery in some cases e.g. laparoscopic hernia repair,
thoracoscopic sympathectomy, submandibular gland excision, partial thyroidectomy,
superficial parotidectomy, wide excision of breast lump with axillary clearance, urethrotomy,
bladder neck incision, laser prostatectomy, trans cervical resection of endometrium, eyelid
surgery, arthroscopic menisectomy, arthroscopic shoulder decompression, subcutaneous
mastectomy, rhinoplasty, dentoalveolar surgery, tympanoplasty
Approporiate social circumstances e.g. a responsible adult/parent/carer with the patient for
24–48 hours post surgery, escort available to drive or taxi transport available etc.
University affilliated medical training posts

Day Therapy Cannulation/Infusions



Specialist led infusion therapy requiring cannulation access
Potential range of services including infusional chemotherapy, blood product transfusion,
intravenous fluids, iron infusions, intravenous Gamma Globulin, marrows, pleural / ascitic
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Haemodialysis on a regular basis in a supervised environment for people who are unsuitable
or unable to undertake their treatment home
Training for people with renal failure, family members and/or relevant others in procedures
relating to haemodialysis and/or peritoneal dialysis
Training for other health personnel e.g. RN’s from Nursing Homes and post basic renal
course students
Not providing an after‐hours on call service for emergency dialysis nor with capacity or
capability to provide emergency dialysis (i.e. within hours).
Health education resource to the community, other staff and agencies on renal disease
University affilliated medical training posts
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taps, injections, albumin infusions, DDAVP infusions, Zometa infusions, Reclast infusions,
Remicade infusions, Boniva etc.
University affilliated medical training posts

Diagnostic Imaging
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Potential provision of selected imaging modalities from a range of diagnostic imaging
services including general X‐ray, fluoroscopic screening, OPG, mammography , bone
densitometry, ultrasound, doppler ultrasound, echocardiography , CT scanning, MRI
scanning, nuclear medicine studies
Not extending to interventional imaging and angiography
Potential separate fixed Breastscreen site
Potential private sector provision

Oral Health














Emergency relief of pain e.g. extractions and restorations and General Oral Health Care
Endodontics
Prosthodontics including fixed, removable, conservative and implants
Maxillo‐facial prosthetics and rehabilitation;
Oral surgery and diagnostic imagery
Orthodontics and paediatric dentistry including provision of fluoride treatments and fissure
sealants
Periodontics
Education and training services including undergraduate dental programs (TAFE and
Bachelor of Oral Health (BOH) courses), graduate dental programs (BDent courses) and
postgraduate dental programs (masters and doctoral courses)
Special interest groups including the Juvenile Justice program and Homeless and At‐Risk
Youth Program
Aboriginal liaison services
Team care provision involving dentists and therapists
University affilliated medical training posts

Note: Under current Australian Government Medicare arrangements, people with a chronic medical
condition present for at least six months and complex care needs i.e. receiving ongoing care from a
multidisciplinary team, which includes a GP and at least two other health or care providers; may
claim up to $4,250 in Medicare Benefits over two consecutive calendar years for private dental
services. It remains the Government's intention to close the scheme in order to make funding
available for new dental programs, negotiations continue with the Senate in an effort to achieve
this. The need to provide public dental services within an IPCC would need to be assessed in the light
of future access that may be available to private dentists for disadvantaged people under Australian
Government programs.
Satellite Pharmacy





Drug information, education and teaching
Sterile, cytotoxic and extemporaneous manufacturing, procurement and inventory
Dispensing of Clinical Trials materials and High Cost Drugs to outpatients.
Supporting specialised services including drug and alcohol e.g. methadone), sexual health
e.g. STI and hepatology, infectious diseases, psychiatry e.g. clozapine, renal, medical
oncology, palliative care, haematology, rheumatology, home parenteral nutrition etc.
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Potential private partnership provision
University affilliated medical training posts

Primary Care Training Centre





Potential training centre in primary care practice for UWS students including in medical,
nursing and allied health professional disciplines
Tele‐health and web based E‐learning
Clinical skills training laboratory
Tutorial, seminar and conference rooms

Mix of Services across Regional IPCC Centres
The intention is that the most sophisticated RIPCC (Leppington) would have represented all streams
of activity and other RIPCCs would have represented a more selected range of streams, at levels of
provision reflecting the needs of the expected catchment population. The following table outlines
initial thoughts as to the range of services that could be provided through the three RIPCCs proposed
as operational once the SWGC is fully developed.
Table 6:

Potential Mix of Services Provided through RIPCCs
Service Module

Leppington IPCC
150,000 pop

Oran Park IPCC
90,000 pop

Bringelly IPCC
80,000 pop

X2

X1

X1

Private provider?

Private provider?

Private provider?

Private provider?

Private provider?

Private provider?

General Practice PCC

Multidisciplinary Clinics & Med Proc
Chronic Care & Aged
Child, Youth & Family
Drug Health
Mental Health
Sexual Health
Satellite Dialysis
Day Surgery
Day Therapy Infusion inc. chemo
Diagnostic Imaging

Oral Health
Satellite Pharmacy

UWS Training Centre
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Discussions will be initiated with UWS to further advance the model of a University training centre
within an integrated primary care setting and other opportunities for University participation in
integrated primary and community care provision.
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Capital Infrastructure Implications
Estimates have been made of the catchment populations that will eventually develop for the three
Regional IPCC centres that are envisaged as serving the fully developed SWGC of >110,000 dwellings
(inc. Edmondson Park) and >300,000 population. In summary when fully developed these
catchments are estimated as:




Leppington Regional IPCC (LIPCC) serving around 150,000 people and > 50,000 dwellings
Oran Park Regional IPCC (OPIPCC) serving around 90,000 people and > 30,000 dwellings
West Sector SWGC Regional IPCC (WSIPCC) serving around 80,000 people and a little <
30,000 dwellings

These catchment populations have been developed by assuming that precinct populations will flow
to RIPCCs as follows.




OPIPCC: Oran Park, Turner Road, Marylands, Catherine Fields
LIPCC: North Leppington, South Leppington, East Leppington, Catherine Fields North,
Austral, Edmondson Park
WSIPCC:Rossmore, North Rossmore, Kemps Creek, Lowes Creek, Bringelly, North Bringelly

Staging of population growth or the timing of precinct release outside of those precincts already
released has not been determined by Government. Therefore, it is not possible to provide a
meaningful estimate of the timeframes within which catchment populations will grow sufficiently to
justify the commencement of infrastructure build. Estimated population growth can be indicative
only, reflecting what is known for precincts that have been released and where precinct planning
and rezoning has commenced as well as what is contained in the South West Growth Centre
Structure Plan Explanatory Notes (March 2010).
It is estimated that there would be economic justification for capital construction of the first stage of
a Regional IPCC when catchment populations grow to approximately 20,000 people. Based on
estimates of the potential staging of population growth (which have been identified for indicative
purposes only) a physical entity could potentially be justified as commencing operation from the
following dates:




LIPCC = 2020‐21
OPIPCC = 2017‐18
WSIPCC = 2030‐31

In recognition of the explanation in the SWGC Structure Plan Explanatory Notes that the division into
Precincts is to faciliate an orderly release of land over the next 25‐30 years, there would be potential
for staging of any developments. This would enable an initial operational phase for each RIPCC to
focus on the broader level primary care services required by most members of the community with
subsequent phases developing those services catering for disease specific and secondary services
outreaching from hospitals, where larger population catchments are required for local provision to
be operationally viable.
The services that could potentially be provided through an IPCC are outlined in the previous chapter.
The intention is that the Leppington IPCC, with potential catchment population of 150,000 would
provide the full range of integrated primary and community care services including those provided
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as specialist outreach from hospital campuses. IPCCs at Oran Park and West Sector SWGC would
provide a more select range of components of care and also potentially a more select listing of
services within the categories.
Indicative scoping has been undertaken of the internal square meterage that would be required to
provide clinical and associated infrastructure to provide these services and to accommodate the
staff who will be providing in‐centre and outreach from centre services. These spaces have been
scoped for the level of operation considered appropriate at Leppington IPCC, with 150,000
catchment population. The accommodation schedules are outlined at Attachment D.
The functional spaces and square meterages shown have been derived either from standardised
Health Facility Guidelines (HFG) schedules or from schedules prepared in the context of recent
capital developments scoped in SSWAHS; either as part of the Liverpool Hospital Stage 2
development or the RPA North West Precinct development (for the hospital specialist components
that are identified as outreaching to RIPCCs) or proposals for integrated primary and community
care developments at Campbelltown and Bowral (not funded). It is recognised that facility planners
would need to undertake detailed consultation with users to confirm the appropriateness of the
space allocations identified.
The space requirements for services that are also projected as required at Oran Park and Bringelly
have been scaled back in estimation, reflecting the smaller population catchment projected (90,000
and 80,000 respectively). The resulting estimated overall internal space configuration across the
three RIPCCs is estimated as follows.
Potential Internal Consult, Treatment & Office Space Requirements in RIPCCs (M2)

Table 7:

Service Module

Leppington IPCC

Oran Park IPCC

West SWGC IPCC

150,000 pop

90,000 pop

80,000 pop

658

329

329

1,040

625

520

Chronic Care & Aged

934

560

470

Child, Youth & Family

1,197

720

600

Drug Health

879

530

Mental Health

396

240

Sexual Health

503

Satellite Dialysis

438

General Practice PCC
Multidisciplinary Clinics & Med Proc

Day Surgery
Day Therapy Infusion inc. chemo
Diagnostic Imaging

1,044
436
1,123

670

Oral Health

620

370

Satellite Pharmacy

198

120

100

UWS Training Centre

584
4,164

2,019

Total RIPCC Internal Space

10,050
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Funding and Business Models
Through early and evolving phases of National Health Reform there has been vigorous and ongoing
debate as to how integrated primary and community care services could be funded, administered
and governed into the future. Press coverage at time of the announcement of the February COAG
Heads of Agreement indicated that the Australian Government’s previous plans to assume funding
control of most services outside hospitals had been wound back to assuming total funding for aged
care, home and community care services for the elderly and disability services, although ongoing
discussions with Victoria and Western Australia were to occur on responsibility for the latter two
aspects. This was the tenor of what was eventually included in the NHRA 2011. However, there
remained ongoing discussion about the details of how this would come together, with the NHRA
referring to ongoing state specific planning processes to address how effective integration could
occur. There has to date been no unified view emerging from primary care provider stakeholders
(general practice, community nursing and allied health professionals) as to how an effective
integrated model spanning Local Health Districts and Medicare Locals would operate, tieing together
each organisation’s jurisdictional responsibilities for service provision. Most stakeholders
acknowledge a need for reform and the principles of integrated primary and community care
outlined in this paper, yet much contemporary commentary from stakeholders remains
uncomfortable with the clarity and detaiing of structures, roles and responsibilities for core
organisational entities proposed.
As for all major reform, debate is influenced by organisational culture, with varying emphases and
terminology distinctions between craft based groups. In particular, concern has been expressed
that the practical working arrangements between medical and nursing practitioners in primary care
has been inadequately delineated in Health Reform proposals thus far. The Royal College of Nursing
Australia (2011) has commented that …. “Collaboration with nurses rather than subsuming nursing
services under medical supervision and direction would be a core requirement to inform the
strategic direction and decision‐making of Medicare Locals” Advice from Community Health
representatives on the steering committee in 2011 was that a collaborative working arrangement
with clear delineation of domains of clinical autonomy would be a prerequisite for succesful
introduction of integrated primary and community care.
This planning paper, however, is concerned with funding, organisational and clinical governance
issues only to the extent that they can facilitate the provision of integrated primary and community
care for the SWGC population. It will canvass various options that would enable the principles of
integrated primary and community care to be realised in service provision, identifying the threats
and opportunities presented by these options in the practical achievement of the principles on the
ground.
It is recognised that under National Health Reform, general practice will remain as the cornerstone
of the Australian health system, being that component of the system which is most accessible to the
general community and generally the first port of call for populations seeking health care. This is not
to preclude the direct access of populations to public funded community health nursing and allied
health care and the expected growth in direct access to nurse practitioner services in the future.
Nor that a range of other private primary care services, such as private Allied Health providers, also
provide health care for local communities, accessible directly or on referral from general practice.
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Residents of the SWGC will expect to have local access to medical and other health care provided
through this system.
The commercial nature of General Practice facilitates providers being able to establish practices in
any location (subject to zoning regulations) based on market forces. Within the SWGC it is expected
that private providers, seeing market opportunity, will seek to establish their services, irrespective of
the model proposed in this paper. However, there is considerable risk that difficulties will arise in
attracting early adopters, during initial development phases, where numbers of potential patients
are low, local infrastructure may not yet have been established and where fee for service revenue
streams are initially insufficient to provide a positive return on set up investment costs.
Regardless of the commercial attractiveness of establishing a practice, the preferred model of care is
that residents of the SWGC have early access to integrated primary and community care services.
Public investment to create health care service delivery infrastructure will be required, consistent
with Government responsibilities to facilitate access to primary and community care in existing
areas.
The following provides a preliminary commentary on business and financial issues associated with
the establishment of an IPCC model.

Assumptions
1. SSWAHS planning has been that no additional acute/sub‐acute overnight stay beds would be
provided within a new facility in the SWGC. The acute/sub‐acute overnight bed needs have
been forecast as being provided through expansion of the existing acute/sub‐acute bed base
at existing hospital facilities within close proximity to the growth centre boundaries i.e. at
Liverpool, Campbelltown and Camden; recognising that enghancement of the critical mass
of clinical expertise and infrastructure there will provide the best quality of care and
economic return on investment. There have been recent enhancements to bed capacity at
Campbelltown and Liverpool agreed by Government and further enhancements will be
placed before Government for consideration as demand grows with population growth.
Although there is no agreed benchmark for acute bed provision per head of population, it is
known that across Australia in 2006‐07 the average was 3.5 per 1,000 population, similar to
the OECD average of 3.6 and that in all jurisdictions the average has been falling over time
(10% decrease in ratio over last decade reflecting decreasing length of stay and increased
provision of shorter stay surgical procedures). This includes private hospital beds. If this
trend continues and also reflecting lower demand from younger, more healthy SWGC
communities and increased capability for acute care substitutable services to be provided in
primary care settings, it could be expected that acute care bed provision in the order of 2.3
per 1,000 population may be appropriate for the SWGC population growth (current public
acute/sub‐acute bed provision across the South West is around 2.3 per 1,000 population).
This would suggest demand growth for around an additional 70 acute beds by 2016‐17 and
around 200 by 2021‐22. This level of acute bed provision can be accommodated and has
been taken into account within approved and proposed capacity expansions at the existing
hospitals (acute care bed planning within the NSW Health System is undertaken using the
endorsed aIM2010 projection methodology, usually to a 10 year projection timeframe.
aIM2010 projects the average bed requirement across the whole of the NSW population in
2022, assuming 85% occupancy for overnight ward beds and 120% occupancy over a 5 day
week for day only beds, as in the order of 3.15 per 1,000 population and at 2.15 per 1,000
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population for residents of the former SSWAHS). Capital and operational costs would be
met by the government.
2. Providing an IPCC service with a focus on prevention, available from the commencement of
dwelling occupancy, will reduce per capita demand on acute services (further ensuring that
acute overnight inpatient services can be delivered from upgraded, existing hospitals).
3. Private providers may be interested in establishing partnerships with public services,
particularly in relation to shared infrastructure costs.
4. Operational costs of private providers would be funded through a mix of Medicare and other
fee for service income streams.
Public/Private Partnerships for Infrastructure
National Health Reform facilitates the prospect that infrastructure development processes in
primary and community care can increasingly bring together capital approval processes across
funding sources. It is noted that the February COAG Heads of Agreement (HOA) on National Health
Reform (Attachment G) confirms the State’s role as system managers for public hospital services,
including for planning, funding and delivering capital. However, it is not specific as to capital funding
responsibilties for primary and community care services provided in the community. It does at
clause 65a refer to Senior Officials undertaking further work on technical matters including
“treatment of innovative capital mechanisms such as public private partnerships”. This is to inform
the final, detailed national agreement on health reform expected to be signed off at COAG in July
2011.
NSW Health has previously provided capital funding for HealthOne developments bringing together
primary and community care provision, predominately at rural regional sites. More recently
proposals were developed for consideration by Government for capital infrastructure in integrated
primary care at a number of sites across NSW, including Campbelltown and Bowral. Also, under
Commonwealth jurisdiction, open tender processes have been undertaken for the establishment of
GP Superclinics (including one for Liverpool with tender submission date closing December 2010)
and funding under the Primary Care Infrastructure Grant Program. These processes could be built
upon and expanded to support appropriate capital infrastructure development in the SWGC.
Such a strategy would require that the successful private provider deliver GP care consistent with
the IPCC model described in this paper. Community Health services (currently funded and governed
under State jurisdiction) would be brought into the IPCC entity as 100% funded through government
sources. There is, however, potential for new and alternative funding mechanisms in community
health to support specific areas of activity e.g. Medicare like funding for Nurse Practitioner services.
An International Example ‐ Ireland
As previously identified, Ireland has been developing Primary Care Teams (PCT) and broader Social
Care Networks (SCN) as their strategy to rebalance the emphasis from secondary care to primary
care. The strategy for delivery of PCT infrastructure is based on the principle that GPs fund the
general practice infrastructure elements, government (HSE) funds the public healthcare
infrastructure elements and that shared common infrastructure elements are funded jointly on an
agreed proportional basis. PCTs are not located on government owned land or property, on acute
hospital grounds or on existing community health sites. The preferred model is for private sector
provision of PCT infrastructure with public healthcare taking fixed term leases for their portion of
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facilities. Provision of space for diagnostics is optional and may be provided by the private or public
healthcare providers in the facility.
Possible Funding Model
Based on the three proposed Tiers of integrated primary and community care outlets described in
this paper, the following mix of funding/business models could be explored.






Tier 1 – Regional Primary Health Centres (3 proposed across SWGC). Capital cost of
infrastructure would be sourced through established Government capital works processes
(POFP and Health Infrastructure Program). Commonwealth (HHF and EIF) contribution and
Private Public Partnership (PPP) arrangements for building design, construction, finance and
maintenance as well as provision of non‐clinical support and selected clinical services could
be explored. The UWS would seek infrastructure funding for any separately identified
training centre module to be incorporated. It is likely that community health practitioners
providing services from the centre would continue to do so under Government employ.
Private practitioners contracted to provide services would be self‐funded through MBS and
other fee for service income streams. Ongoing recurrent costs would be borne by the
government. Any contractors working in this centre would pay a reduced service fee to the
centre, to ensure marketability to attract a workforce. Ownership of the centre is likely to
remain under Government jurisdiction.
Tier 2 – 6 to 8 GP‐sized Primary Care Clinics. Up to 50% of the up front infrastructure costs
could be met by the Australian Government under tendered arrangements similar to that
being explored through the GP Superclinics and Primary Care Infrastructure Grant programs.
The remaining costs would be borne by the private sector. The tender process to private
practitioners would ensure that models of care were adopted consistent with that proposed
in this paper. Ongoing recurrent costs would be met entirely by the private sector.
Ownership would be 100% with the private sector.
Tier 3 – 3 to 4 GP‐sized Team General Practices. Up to 25% of the up front infrastructure
costs could be met by the Australian Government, again under tendered arrangements. The
remaining costs would be borne by the private sector. The tender process to private
practitioners would ensure that models of care were adopted consistent with that proposed
in this paper. Ongoing recurrent costs would be met entirely by the private sector.
Ownership would be 100% with the private sector.

Further quantity surveying work would be required to derive a capital cost estimate for construction.
Other IPCC proposals that have been developed for consideration by Government have estimated a
Fully Enclosed Covered Area (FECA) construction cost per m2 of $4,000‐$4,500 and a total project
end cost of $6,000‐$6,500 per m2, for single storey construction. The RIPCC proposed for
Leppington would likely entail a higher average construction cost per m2, when the capital intensive
engineering and support services required for satellite dialysis, day surgery and chemo/infusion
services are factored in. However, using the $6,500 per m2 end project cost as a thumnail estimate
for the lower capital intensity IPCC services envisaged in the main, potential indicative capital cost
envelopes can be estimated at around $13m for the smallest west SWGC RIPPC, around $27m for an
Oran Park IPCC and around $65m for the largest RIPCC at Leppington. Detailed service and facility
planning will be required to confirm the services profile, space allocations and associated capital
cost.
Land acquisition and ongoing local council infrastructure costs must also be closely considered. All
three tiers of service delivery should be considered “essential services”. As such they must be given
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priority regarding the minimisation of ongoing expenses incurred by these services and any land
acquisition afforded by all levels of government. The current state of play in this area of business
varies considerably.
For Regional IPCCs, Sections 94ED to 94EM of the Environmental Planning & Assessment Act 1979
(the Act), will enable the collection of a Special Infrastructure Contribution as a contribution towards
the funding of regional infrastructure. The Special Infrastructure Contributions are structured to
generate funding that is closely aligned to the rate of development and designed to allow
development on a “right on time” basis. The NSW Government has undertaken that with the
exception of land, the costs of the construction and operation of social infrastructure facilities
including health facilities will be borne by the NSW Government. The dedication of land may be
accepted in lieu of a monetary contribution under a Works‐in‐Kind arrangement valued at 100%
attributable costs. The Special Infrastructure Contribution Practice Note (November 2008) identifies
$10.117m as the maximum amount of credit (attributable cost) that could be made available for
land acquisition for health facilities across the SWGC. The figure will be updated every four years.
As previously stated, the above obviously does not preclude any private operator such as
diagnostics, allied health, residential aged care facilities and the like, setting up their business of
“health” in the region. However the business incentives mentioned enable a much needed driver to
the reform process to reduce the impact on our hospital systems.
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Accountability and Governance
Integrated primary and community care provision in the SWGC requires an unambiguous and
supportive framework for accountability. Such a framework is a key reference for decisions about
corporate and clinical governance. In particular, governance and management should be designed
to support clinical practice to maximise patient outcomes in the provision of integrated and co‐
ordinated care.
Community members of the Steering Committee have voiced their hopes that decisions about
accountability and governance are made with reference to and focus on outcomes for patients and
the community. As a ‘green field’ site, the SWGC can implement a contemporary model of
accountability and governance for IPCC which is flexible, outcome‐oriented and focused on the
patient. Residents of the SWGC are entitled to consistent, compassionate and co‐ordinated care
that meets best practice standards and improves their health and well‐being. Access to high quality
health services will positively influence property values and neighbourhood character.
In their review of models for clinical and service integration, Curry & Ham (2010) suggest that
integration can take a variety of forms, involving providers and others working together to deliver
better outcomes at three levels:




Macro‐level integration which is not envisaged for IPCC in SWGC
Meso‐level integration focuses “on the needs of particular groups of patients and
populations” and can be done through a variety of mechanisms
Micro‐level integration “encompasses a diverse range of approaches, may of these which
seek to imrpove care co‐ordination for individual patients and carers”.

Curry & Ham (2010) conclude that organisational integration alone is unlikely to deliver better
outcomes and effort must focus on clinical and servce integration. They also conclude that “Policy
makers should encourage the emergence of clinical integrated groups and integrated provider
networks based on patient choice wherever possible and linked through contractual integration”.
Generally, governance is “multidimensional” (Naccarella et al 2006) because it includes quality and
standards, regulation, accountability and risk management. As there are no prescriptive models for
governance, especially in the fluidity of primary health care policy in the post‐COAG context
(February 2011), this section refers to principles and options for strategic accountability (“meso”)
and operational (“micro”) accountability.
Strategic accountability framework
Planning efforts for IPCC in SWGC will be judged against long‐term indicators for health outcomes,
access and utilisation and workforce availability. Further development of an overarching set of
performance indicators for strategic planning can be pursued through the Steering Committee.
Some ideas already exist. The Australian Institute of Health and Welfare recently proposed safety
and quality indicators for national reporting, including primary care and community health. These
are highlighted in the textbox. The National Health Agreement (NHA) 2008 established under
Council of Australian Governments (COAG) also identified performance indicator domains in
prevention, primary care and community health. These are outlined in the following table.
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Table 8: Performance Indicators in Prevention and Primary & Community Health from NHA 2008
Outcome

Progress Measure

Output

Prevention
Children are born and remain
healthy.
Australians have access to the
support, care and education they
need to make healthy choices.
Australians manage the key risk
factors that contribute to ill health.

The primary healthcare needs
of all Australians are met
effectively through timely and
quality care in the community.
People with complex care
needs can access
comprehensive, integrated and
coordinated services.

Proportion of babies born of low birth weight.
Incidence/prevalence of important preventable
diseases.
Risk factor prevalence.

Primary and community health
Access to general practitioners, dental and
other primary healthcare professionals.

Proportion of diabetics with HbA1c below 7
per cent.
Life expectancy (including the gap between
Indigenous and non‐Indigenous).
Infant/young child mortality rate (including
the gap between Indigenous and
non‐Indigenous).
Potentially avoidable deaths.
Treated prevalence rates for mental illness.
Selected potentially preventable
hospitalisations.
Selected potentially avoidable general
practitioner type presentations to emergency
departments.

Immunisation rates for vaccines
in the national schedule.
Cancer screening rates (breast,
cervical, bowel).
th

Proportion of children with 4
year developmental health
check.

Number of primary care
services per 1,000
population (by location).
Number of mental health
services.
Proportion of people with
selected chronic disease
whose care is planned
(asthma, diabetes, mental
health).
Number of women with at
least one antenatal visit in
the first trimester of
pregnancy.

More recently, the COAG Reform Council (2010) issued a baseline performance report for 2008‐09
on outcomes of the National Health Agreement using performance indicators collated by the
Steering Committee for the Review of Government Service Provision. This report concluded that
more meaningful measures were required for the evaluation of primary and community health
including on affordability, quality, preventable hospitalisations, potentially avoidable deaths and life
expectancy. The COAG Reform Council will continue to report on existing performance indicators
under the National Health Agreement and proposes new standards under the National Health and
Hospitals Network Agreement 2010.
In future however, the proposed National Performance Authority will produce Healthy Communities
reports on primary health care performance. As the content and mechanisms for producing these
reports remain unknown, there is opportunity for a collaborative approach to identify ‘macro‐level’
integration. Three examples are:




An identified target for ‘ambulatory care sensitive conditions’ (ACSC) for SWGC.
Campbelltown LGA has an ACSC rate of 2971.2 per 100 000 which is significantly higher than
the state average (2473.9) and much worse than the rate achieved in Kuring‐gai as an
example (1738.6).
Indicators measuring longitudinal and personal connection to a multidisciplinary primary
health care team especially for people with chronic and lapsing conditions.
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Indicators of workforce availability e.g. the ratio of GP: head of population to provide the
community with information that can be compared to comparable regions and provide a
basis for advocacy action.

In addition to Healthy Communities reports, an annual Health Forum could be held involve the
community meaningfully in meso level integration.
Operational accountability
To be of the highest clinical quality and evidence‐based, IPCC in the SWGC will continually improve,
learn and share. Interdisciplinary quality improvement will be encouraged. Services will be
supported to measure and monitor their quality of care, using agreed performance measures
relating to outcomes as well as outputs. Champions for quality improvement at the micro‐level will
exist in every service type. In the
past, quality frameworks and
requirements for quality
AIHW recommended national indicators of safety and
improvement (QI) in IPCC have been
quality in health care (September 2009)
confined to program or disciplinary
silos and often without due regard
Primary Care and Community Health Services
for the data collection burden on
staff or competing reporting
1. Enhanced primary care services in general practice
requirements (Rehard & Einfeld
2. General practices with a register and recall system
2008). Hence, ‘concern about
for patients with chronic disease
complexity, contradiction,
3. People with moderate to severe asthma who have
duplication and compliance costs in
a written asthma action plan
quality initiatives is widespread in
4. Management of hypertension in general practice
the sector’ (Rehard & Einfeld 2008).
5. Management of arthritis and musculoskeletal
conditions
Careful collaborative planning for
6. Mental health care plans in general practice
governance will circumvent this
7. Annual cycle of care for people with diabetes
concern. However, as there is no
mellitus
one single accreditation or standard‐
8. Cervical cancer screening rates
setting peak body for IPCC, an open
9. Immunisation rates for vaccines in the national
and collaborative approach will be
schedule
necessary. At the clinical level (APCC
10. Eye testing for target groups
2010), multidisciplinary teams should
11. Quality of community pharmacy services
first work together to answer the
12. Developmental health checks in children
following three questions:
13. People receiving a medication review

1. What are we trying to accomplish?
2. How will we know that a change is an improvement?
3. What changes can we make that will result in an improvement?
In turn, rapid and incremental PDSA cycles can be executed which are inter‐disciplinary and
outcomes‐oriented. There is commonality with existing QI programs for community‐based health
professions. For example, in the 2011‐2013 QI and CPD triennium, GPs can choose to undertake
PDSA cycles which support practice improvement. Such ‘Practice PDSA’ cycles are defined as those
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that focus on improving the capability of the practice to deliver quality patient care and can be
undertaken by a multi‐disciplinary team. Hence, there will be opportunity for innovation in IPCCs in
SWGS to focus on multidisciplinary QI from the outset. Medicare Locals will provide both material
and intellectual support to develop tools and support relationships which will accelerate this sort of
multidisciplinary innovation and a culture supportive of integration in primary health care (NSW
General Practice Network 2010). Links in the SWGC to universities, professional colleges, think tanks
and research institutes will also support clinical governance. Staff involved in audit, quality
improvement or research projects will need reasonable workspace and IT infrastructure if this work
is to be done well and valued by the team. All opportunities should be taken to raise the profile and
promote the importance of teaching and research in primary care.
Active community participation
in governance structures for the
larger IPCC entities could be
Clinical Governance – evolving role of Medicare Locals
envisaged to ensure
under National Health Reform
accountability at the (‘micro’
Extracts from DOHA “Medicare Locals – Discussion Paper on
level. For the largest IPCC
Governance and Functions”
entities, it may be possible to
It is expected that clinical governance will be a key component
establish a Primary Care Service
in the role of Medicare Locals. Medicare Locals will be expected
Council with active and
to work towards continually improving the quality and safety
influential participation from
of primary health care services in their geographic area of
General Practice, Community
responsibility by supporting an environment that fosters high
Health Service providers, Local
quality and safe clinical care. They will be required to identify
Health
Network and Medicare
deficiencies in these areas and address those deficiencies at the
Local, secondary and tertiary
system level. Medicare Locals will support clinicians without
becoming directly involved in clinical decision making about
care providers, other primary
individual patients. (p.11)
care providers such as in
Aboriginal Health, other human
As part of the Government’s health reform agenda, Local Lead
services agencies, community
Clinician Groups will be established across Australia. A primary
role of these groups will be to provide clinical leadership,
organisations and the
expertise and advice to Local Hospital Networks. A key issue for
Community Network in health
the clinical governance of Medicare Locals will be how this
that will emerge in the SWGC.
engages with Local Lead Clinician Groups to support the
Further, participation from
provision of high quality care across local primary and acute
partners in education such as
care services. (p.11)
the UWS, reflecting the primary
The National Performance Authority will produce Healthy
care education and research
Communities Reports, including local and regional area
emphasis in IPCC and Local Lead
information on:
Clinician Groups or like
structures developed under
National Health Reform would
 preventive health risk factors and other measures of
be important.



community health and wellbeing;
access to GP services and out of hours GP care; and
the extent to which the health system is working in a
coordinated way, for example, through the number of
avoidable hospital admissions and trends in this
information over time. (p.13)
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Attachment A

Definitions of Terms Associated with Integrated Primary Care

Reviews of a range of documents associated with integrated primary and community care (IPCC) have revealed:





A lack of definitions of key terms;
Multiple definitions of key terms;
Difficulty in comparing models due to varying definitions
Many systematic reviews of the literature on key issues, each of which is challenged by issues with definitions.

The following table provides a summary of the key terms used in the IPCC literature and offers a variety of definitions of each of these terms.
Agreeing definitions to be used in the local context will assist in the planning, development and evaluation of services.
Concept/ Term
Care Coordination

Continuity of Care

Definition
“A multifaceted approach to achieving continuity of care.”

Source/Reference
Woodward CA et. al (2004) What is Important to
Continuity in Home Care? Perspective of Key
Stakeholders. Social Science and Medicine 58 (1) 177
– 192 in Victorian Government Department of Human
Services (2007) Linking Cancer Care: A Guide for
Implementing
Coordinated
Cancer
Care.
http://www.health.vic.gov.au/cancer/docs/carecoord/ca
recoordpolicy.pdf

“an activity associated with the implementation of the client support plan. It may involve
facilitation of access to support services and/or the coordination of appropriate support
services for the client.”

Home and Community Care Program WA (2009) WA
MDS User Guide
www.health.wa.gov.au/hacc/docs/mds/WA_MDS_Use
r_Guide.pdf

“care coordination means working collaboratively with patients, and (other stakeholders)
to assist in the provision of care and services that facilitate a person with a chronic
condition to manage their health in a way that will result in the optimal health outcome for
them.”

Commonwealth of Australia (2010) Indigenous
Chronic Disease Package: Care Coordination and
Supplementary Services. Program Guidelines
http://www.health.gov.au/internet/ctg/publishing.nsf/C
ontent/improving-frontline-health/$file/ICD-PackageCare-Coordination-and-Supplementary-ServicesProgram-Guidelines.pdf

“An outcome of care as experienced by the patient.”

Strumberg JP (2003) Continuity of Care: A Systems
Based Approach. Asia Pacific Family Medicine 2 :136142 in Victorian Government Department of Human
67

SWGC Integrated Primary and Community Care Model

Concept/ Term

Integrated
Care

Primary

Primary Health Care

Definition

Source/Reference
Services (2007) Linking Cancer Care: A Guide for
Implementing
Coordinated
Cancer
Care.
http://www.health.vic.gov.au/cancer/docs/carecoord/ca
recoordpolicy.pdf

The organisation provides high quality care and a caring environment to the consumer /
patient at all times. That is from the time the consumer / patient enters the health care
organisation or service through to when the consumer / patient is discharged or transferred
to another organisation / service and during any ongoing care they provide after discharge.

ACHS

“Health care provided on a continuing basis from the initial contact, following the patient
through all phases of medical care.”

http://dictionary.sensagent.com/continuity+of+care/enen/

According to Starfield, primary care has four main functions. A primary care system
should enable first-contact access for each new need; provide long-term person-focused
care; ensure comprehensive care for most health needs, and it should coordinate care, both
horizontally and vertically, when services from other providers are needed [2]. This is
because person-focused, comprehensive care can only be provided when primary care is
supported by other levels of care, including community services and hospital care. For our
purposes, we define integrated primary care as a system that fulfils all these four functions
and especially the coordinative function.

www.ncbi.nlm.nih.gov/pmc/articles/PMC2691944/

“Integrated Primary Health Care is a bringing together in a direct and close working
collaboration of GPs; community health workers; allied health workers; primary care
chronic disease workers; and other primary health care workers to deliver efficient and
effective primary health care on a team-centred multidisciplinary basis in the community,
with emphasis on prevention and early detection of chronic illness; better chronic disease
management; reduced dependence on hospitalisation; and an enhanced working
environment for the professionals concerned.”

Sydney South West Integration Program (SSWIP
2008)

“It is the first level of contact of individuals, the family and community with the national
health system bringing health care as close as possible to where people live and work, and
constitutes the first element of a continuing health care process. Primary health care:
1. reflects and evolves from the economic conditions and sociocultural and political
characteristics of the country and its communities and is based on the application of the
relevant results of social, biomedical and health services research and public health
experience;
2. addresses the main health problems in the community, providing promotive, preventive,
curative and rehabilitative services accordingly;
3. includes at least: education concerning prevailing health problems and the methods of
preventing and controlling them; promotion of food supply and proper nutrition; an

Declaration of Alma-Ata
International Conference on Primary Health Care,
Alma-Ata, USSR, 6-12 September 1978
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Concept/ Term

Definition
adequate supply of safe water and basic sanitation; maternal and child health care,
including family planning; immunization against the major infectious diseases; prevention
and control of locally endemic diseases; appropriate treatment of common diseases and
injuries; and provision of essential drugs;
4. involves, in addition to the health sector, all related sectors and aspects of national and
community development, in particular agriculture, animal husbandry, food, industry,
education, housing, public works, communications and other sectors; and demands the
coordinated efforts of all those sectors;
5. requires and promotes maximum community and individual self-reliance and
participation in the planning, organization, operation and control of primary health care,
making fullest use of local, national and other available resources; and to this end develops
through appropriate education the ability of communities to participate;
6. should be sustained by integrated, functional and mutually supportive referral systems,
leading to the progressive improvement of comprehensive health care for all, and giving
priority to those most in need;
7. relies, at local and referral levels, on health workers, including physicians, nurses,
midwives, auxiliaries and community workers as applicable, as well as traditional
practitioners as needed, suitably trained socially and technically to work as a health team
and to respond to the expressed health needs of the community.”
“A level of care provided at the first entry point to the health system by mainly General
Practitioners and possibly some Nursing or Allied Health staff”.
“Primary health care links communities to first contact health care, facilitates access to
other health and related services and coordinates care for those with complex and chronic
care needs.”
“Primary health care is socially and culturally appropriate, universally accessible,
scientifically sound first level care provided by health services and systems with suitably
trained multidisciplinary workforce supported by integrated referral systems and in a way
that gives priority to those most in need and addresses health inequalities, maximizes
community and individual self reliance, participation and control, and involves
collaboration and partnership with other sectors to promote public health. It includes the
following:

Health promotion

Illness prevention

Treatment and care of the sick

Community development

Advocacy

Rehabilitation.”

Source/Reference

McDonald, JJ. Primary Health care or Primary Medical
Care: In Reality. Australian Journal of Primary Health
2007; 13 (2): 18-23.
Starfield B, Shi L, Macinko J. Contribution of primary
care to health systems and to health. Milbank Quarterly
2005; 83(3): 457-502.
General Practice and Primary Health Care NT
‘National Primary Health Care Policy Framework
Development’ p2.
http://www.health.gov.au/internet/nhhrc/publishing.nsf
/Content/150--interim/$FILE/150%20%20Attachment%20A%20%20Aboriginal%20Medical%20Services%20Alliance
%20Northern%20Territory.pdf
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Concept/ Term

Definition
“Australian primary health care involves four main types of services and providers:
general practice, community health services, private allied health providers, and
indigenous community controlled health services.”

Source/Reference
Davies GP, Perkins D, McDonald J, Williams A
Integrated Primary Health Care in Australia,
International Journal of Integrated Care Vol 9
14/10/2009 p2.

"Primary health care seeks to extend the first level of the health system from sick care to
the development of health. It seeks to protect and promote the health of defined
communities and to address individual problems and populates health at an early stage.
Primary health care services involve continuity of care, health promotion and education,
integration of prevention with sick care, a concern for population as well as individual
health, community involvement and the use of appropriate technology."

Australian Health Ministers Council 1988 as cited on
www.phcconnect.edu.au/defining_primary_health_care
.htm

Integration

“Services, providers, and organisations from across the continuum working together so
that services are complementary, coordinated, in a seamless unified system, with
continuity for the client.”

Canadian Council on Health Services Accreditation
(2006) Inside our Health System

Multidisciplinary
Care

"Multidisciplinary care when professionals from a range of disciplines work
together to deliver comprehensive care that addresses as many of the patient's
needs as possible. This can be delivered by a range of professionals functioning
as a team under one organisational umbrella or by professionals from a range of
organisations, including private practice, brought together as a unique team. As a
patient's condition changes over time, the composition of the team may change
to reflect the changing clinical and psychosocial needs of the patient."

Mitchell, G.K., Tieman, J.J. & Shelby‐James, T.M.
(2008). Multidisciplinary care planning and
teamwork in primary care. MJA, 188(8), p.S63.

“a group of health care workers who are members of different disciplines, each providing
specific services to the patient”

http://medicaldictionary.thefreedictionary.com/multidisciplinary+hea
lth+care+team

“in medicine, a term used to describe a treatment planning approach or team that includes
a number of doctors and other health care professionals who are experts in different
specialities (disciplines).”

www.cancer.gov/dictionary/?CdrID=335079
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Attachment B

Enablers and Barriers in Integrating Primary Care

The following enablers and barriers have been identified from of a review of some of the literature
and policy pertaining to:




Integrated primary and community care
Coordinated care
Primary health care

The intent is to briefly highlight some of the enablers and barriers associated with developing an
integrated primary health care system/service. Key issues are raised to inform planning
considerations for integrated primary and community care services in the SWGC.

Enablers
1.

Information management and technology

Effective information management and technology (IMT) systems are essential for the efficient
functioning of all health services, particularly those which involve the integration and coordination
of a number of stakeholders.










IMT systems need to be designed in conjunction with end users and decision makers to
ensure that the systems are:
Relevant
Practical
Easy to use
Provide the information required for decision making (at an individual and population level)
Able to be linked with existing systems and/or build on existing systems (sometimes
described as shared information systems)
Improve communication with internal and external stakeholders, across the continuum of
care
Accessible remotely
Provide specific capabilities such as patient registration/files, scheduling and finance within
the one system

Clinical staff need to be well trained in the use of IMT systems and to have a thorough
understanding of the reasons why the systems are required e.g. improve clinical care, to aid decision
making, justify funding allocations etc. Staff training should be ongoing to capture new staff and
also ensure existing staff have access to ‘refresher’ training and/or ongoing helpdesk style support.
Dedicated IMT staff are required to support systems to ensure that the systems function effectively
and that clinical staff are supported in their clinical role by people with appropriate expertise.
Poorly designed IMT systems will be either poorly utilised, and/or provide inaccurate information.
Supported by: Suter et al. (2007); Suter et al. (2009); Commonwealth of Australia (2007);
Commonwealth of Australia (2009); Glasgow et al. (unknown); Hurley et al (2010); Powell Davies et.
al. (2009); Harris (unknown)
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2.

Use of Electronic Medical Records

This point links closely to point 1 in relation to IMT systems. Electronic Medical Records (EMR) or
alternatively Electronic Health Records/integrated medical records, which are shared by all care
deliverers are essential to ensure the accurate and efficient recording and sharing of patient
information.
EMR enables immediate (real time) update of a patient’s status, with a corresponding immediate
capacity to share that information as required. EMR’s also ensure that the most current information
is available to all parties at all times. This is particularly relevant in relation to changes to a patients’
status (e.g. hospitalisation) or to their care plan.
EMR’s are anticipated to improve both health service quality and safety. Patient compliance can be
recorded. Alerts can be automated with regard to review dates etc.
Some issues of privacy remain to be resolved.
Supported by: Powell et al (2009); Bowers (2010), Suter et al. (2007); Suter et al. (2009); NEHTA
www.nehta.gov.au/coordinated‐care; Glasgow et al. (unknown); State of Victoria (2007); Powell
Davies (2008); Department of Health Western Australia (2008)
3.

Governance

Strong governance is essential for the successful operation of an integrated primary care service or
facility. How governance operates is to some degree determined by how the IPCC has evolved. For
example, if it is based on a number of independent organisations working together under
contractual arrangements or if the IPCC is the employer of all care providers.
Some suggestions around key elements of governance in these models include:








Flat, responsive organizational structure;
A capacity to enhance strategic alliances;
Leadership combined with management;
Strategic planning;
Structures for decision making;
Strong financial management;
Involvement of a range of stakeholders in management e.g. clinicians and community
representatives.

Further, the organisational structure should reflect the need for coordination of multiple sites and
multidisciplinary services.
Supported by: Bowers (2010); Suter et.al (2007); Suter et al. (2009)
4.

Clear, Agreed Management/Administrative Protocols and Procedures

Coordinated care trials and other similar pilot type programs have demonstrated that the greatest
success is achieved with there are clear, agreed management and administrative protocols and
procedures. These relate to all aspects of the support system such as IMT, finance, HR, conflict
resolution etc. Structured relationships between service providers are also of benefit.
Communication is a key element of these protocols and procedures. This relates to communication
between care givers and patients, as well as amongst the multidisciplinary team and the broader
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community/health system. A range of communication mechanisms can be utilised depending on the
structure and location of the service. These include:






electronic communication
team meetings
informal information sharing (a possible benefit of collocation)
surveys
other forms of feedback

Communication must be two way to be effective.
Supported by: Commonwealth of Australia (2007); Powell Davies et al. (2008)
5.

Community Involvement / Consumer Participation

Community involvement/consumer participation is generally cited as being essential for the
successful establishment of an integrated care system, service or facility. The contribution of
consumers and communities in the planning, delivery and evaluation of health care has been an
important aspect of ongoing improvements to the safety and quality of the Australian health system.
In part this is related to the leaders / decision makers valuing community participation, providing a
variety of opportunities for consumer/community involvement and providing regular opportunities
for the 2 way flow of information / feedback. It should be noted that there can be considerable
cynicism about this type of engagement (by all parties). It is essential to have clear and well
articulated goals identified in the values, philosophies and policies underpinning the processes
involved, including why a persons views may not be reflected in decisions made. Engagement
mechanisms established need to address the three challenges in realising the promise of consumer
and community participation identified in the literature (Nathan 2004):




building the capacity of consumers and the community to influence
building the capacity of the health system to accept and value their views
providing opportunities for the most marginalised in society to be heard.

Accordingly, staff and community members involved in this type of work should receive some
specialist training to assist them be well prepared e.g. training in Health Impact Assessment provided
by UNSW and SSWAHS for Chesalon.
The overall community sector offers enormous opportunities for partnerships and integration of
services, as well as a wealth of expertise.
Consumer participation at the individual level is associated with improved outcomes relating to their
understanding and confidence. It is an important part of relationship building between health
professionals and patients, carers and the wider community. Again, professionals need to develop
skills in facilitating participation. Community members may also need to be supported in their
participation with the service.
Health literacy is an important concept to consider here. Consumers and carers with low degrees of
health literacy will require additional support to manage their condition(s). Self management
programs and other support opportunities may assist in improving health literacy.
Supported by: The National Evaluation of the Second Round of Coordinated Care Trials; Glasgow et
al. (unknown); Hurley et al. (2010); Harris (unknown); Department of Health Western Australia
(2008); South Australian Health Commission (1989)
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6.

Provision of locally appropriate services

There appears to be no ‘one size fits all’ solution to the establishment of a successful IPCC model.
Significant work at a local level is required to identify and engage ‘champions’ and other key
stakeholders (including local community members) who are integral to the success of the model.
This has been primarily noted in trial situations, where a change in the existing service system and
delivery style is required for the purposes of the trial only e.g. the Coordinated Care Trials. Perhaps
reform of the overall primary health care system in Australia will reduce the need for this, over time.
Establishing a new service in essentially a Greenfield site will offer unique challenges and
opportunities. For example:












the community may have no expectations of the local service system or service availability,
or alternatively they may expect to have access to the same services that were available to
them in their previous area
people may expect that high housing prices and promises of infrastructure delivery entitle
them to immediate, comprehensive service provision
the community may have overly high expectations of the emerging service system e.g. the
provision of a public hospital
linking with other community services and implementing health promotion initiatives will be
dependent on the rate at which other services and infrastructure is established
the community may not be established enough to have developed informal networks to
share information about services, or alternatively information flow to new residents may be
high and extra efforts at community development may be made which makes information
more accessible
the social, demographic and health profile of the community is unknown
the impact of market driven entrepreneurial initiatives, from small private providers and
corporate medicine, seeking to independently secure market share, may be potentially
inconsistent with integrated care principles
delayed or inadequate provision of supporting infrastructure e.g. public transport,
public/community services and community capital in the vicinity creating negative impacts
for access and the social determinants of health

By engaging the local community in the planning process and throughout early stages of
development, some of these challenges can be minimised and support gained.
Supported by: Bowers (2010); Commonwealth of Australia (2008); The National Evaluation of the
Second Round of Coordinated Care Trials; Hurley et al. (2010); Hurley et al; State of Victoria (2007);
Powell Davies et. al. (2008)
7.

Provision of culturally appropriate services

Services must be culturally appropriate if they are to effectively engage people at both the individual
and population level. Culturally appropriate service provision encompasses:




Clinicians having an understanding of the cultural background, experiences, expectations
and beliefs of their patients and their carers, particularly related to the provision of health
care. This may in part be achieved through cultural awareness training
The development of a culturally safe service which includes the provision of information to
patients and their carers in a range of accessible formats. For example, simple English,
translated written materials and the use of interpreters, use of local community
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organisations to access different cultural groups as well as the philosophy of acknowledging
different cultural beliefs
Accessible health care delivery environments, including flexibility in service delivery. For
example, outreach, out of hours support, using staff of appropriate gender/culture, use of
cultural advocates, peer support.

Supported by: The National Evaluation of the Second Round of Coordinated Care Trials; Hurley et al.
(2010); Commonwealth of Australia (2008)
8.

Access to ongoing training and support

Staff providing integrated care need to have access to ongoing clinical training and support to ensure
they are able to carry out their roles effectively and efficiently. Ongoing training also enables staff to
deliver care and/or redesign clinical protocols consistent with evidence based practice. A focus on
the training of health professionals in partnership with academic organisations and involvement in
primary care related research assists in attracting high quality staff and contributes to the evidence
base on benefits for populations from integrated primary and community care provision.
Community members involved with IPCC on a management level may also need training and support
in order to fulfil their role.
Supported by: Glasgow et al. (unknown); Powell Davies (2008); Commonwealth of Australia (2008)
9.

Significant role of General Practitioners / GP Incentives

Engaged GPs are critical to the success of any IPCC model, particularly in relation to health
assessment and care planning. Medicare programs in Enhanced Primary Care (EPC) and Chronic
Disease Management (CDM) provide incentives for multidisciplinary management and team‐based
care in community setting, enhancing preventive care and improving coordination of care for people
with chronic conditions and complex care needs. Medicare items such as Coordination of Team Care
Arrangements (Item 723) enable GPs (who may be assisted by their practice nurse or other) to
coordinate the preparation of Team Care Arrangements for a patient with a chronic or terminal
medical condition, where ongoing care from a multidisciplinary team of at least three health or care
providers is required. The GP/Practice Nurse can be the prime care coordinator in these
circumstances, but this is not always the case. Literature has found that in areas such as in early‐
stage diabetes, care planning and the subsequent care are normally based in the community and
managed by general practice. On the other hand, in COPD, multidisciplinary team care is mostly
managed from secondary care i.e. specialists and delivered in the community and in stroke,
multidisciplinary team management is almost completely hospital‐led, with outreach into the
community core. Incentives need to be provided to enhance the core care coordination role of GPs
through team structures and arrangements that support meaningful participation and contribution
of members from different sectors and disciplines; this appears to be of most importance at the time
that care plans are developed.
Further incentives may need to be provided to strengthen the GP role within multidisciplinary team
care provision, in recognition of already demanding workloads and workforce shortages. The
support of Divisions of General Practice in undertaking these roles was also seen as significant.
Incentives may also need to be provided to attract GPs to practices which are not yet established.
Incentives may be financial or social, such as offering an improved work‐life balance.
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There is recognition that GPs need to be supported to fulfil the medical role within the practice. The
Coordinated Care Trials determined that there is a specific need for clinical staff with a ‘care
coordination’ role to support the work of GPs and the needs of clients. The trials also recognized
that workload planning for care coordinators needed to take into account the complexity and acuity
of patients, relative to other care coordination roles e.g. HACC Case Management.
Supported by: Bowers (2010); Commonwealth of Australia (2007); Hurley et al. (2010); Suter et al.
(2007); Glasgow et al. (unknown); Collins et. al. (2010); South Australian Health Commission (1989);
Mitchell et al. (2008)
10. Accessible Services / Flexible funding
Service accessibility (particularly in relation to health promotion, illness prevention and early
intervention services) is essential if coordinated care/integrated primary care is to achieve goals of
improving health status and reducing the demand on the acute care system. Types of services
required include health education, supported exercise and allied health. In establishing these
services, there may be additional costs before cost benefits to the overall system can be realized.
Keeping in mind the philosophy of achieving health equity may assist in redirecting funding.
Without accessible services, GP involvement, care coordination roles and individual case planning
will have a lesser impact.
Coordinated care trials utilized a flexible funding model which enabled services to be purchased as
required. Other models have used project based funding or some form of pooled funding
arrangement. A long term solution will be needed to ensure the greatest benefits to clients of IPCCs.
At a broader level there are issues with either capitation funding or fee for service funding which
need to be resolved.
The cost of services is a barrier to access for many client groups.
Supported by: Hurley et.al (2010); Suter et al. (2007); Suter et al. (2009)
11. Supporting the role of Community Health in primary health care
The Royal College of Nursing Australia (2011) has commented in the context of National Health
Reform that that a comprehensive ‘primary health care’ approach is fundamentally different to the
emphasis in “primary care” that has to date been the prime focus of Australian Government policy
attention. Primary health care has a much broader focus on populations and population focused
care rather than person centred care that may often be the prime concern of primary care.
Integrated primary care needs to be provided within a framework that fosters and supports broader
initiatives to systemically improve the health of whole populations and communities of need. The
core role of Community Health services in advancing this primary health care agenda needs to be
reflected across the fabric of integrated primary care.
As the NSW Community Health Review (2008) reveals, community health can be viewed as an
umbrella term covering a range of services that are delivered in the community to population
groups:




Those with a confirmed problem (community treatment)
Those with chronic consequences arising from a health problem (continuing care)
Those who present with a health problem (assessment and investigation that does not
require access to special technology)
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Those who are at risk of developing a health problem (prevention and early detection)
Those in the community who are not at risk (health promotion)

The breadth of focus in community health across the spectrum of population need can be
characterised as an organisational intervention in the system as a whole with an overarching goal of
improving allocative efficiency. Hence, the primary health care approach cannot be practiced in
isolation and to be effective, requires effective partnerships at each point of the health care
continuum e.g.:








Community treatment ‐ partners include (but are not limited to) GPs and hospitals
Continuing care ‐ partners include (but are not limited to) GPs, hospitals, other state
government departments (particularly Ageing, Disability and Home Care, Community
Services, Housing and Police), Home and Community Care (HACC) services and
Commonwealth funded services such as Community Aged Care Packages.
Assessment and investigation ‐ partners include (but are not limited to) GPs, schools, other
state government departments, Commonwealth‐funded services such as Aged Care
Assessment Teams (ACAT) and NGOs
Prevention and early detection ‐ partners include (but are not limited to) GPs, schools, other
state government departments, NGOs and community groups
Health promotion – partners include (but are not limited to) public health units, local
government, schools, other state government departments, non‐government organisations
(NGOs) and community groups

While some partners work with community health at only one or two points of the health
continuum, general practice (GPs, Divisions and in the future Medicare Locals) are key partners
across the care continuum. Integrated primary care should be provided within a framework that
flexibly optimises these linked up partnerships to benefit individual patients, family and caring units
and populations of need.
Truly integrated primary and community care would provide the framework whereby primary
medical care is more closely linked with the range of primary health care provided through
community health e.g. across the 20 community health service categories identified by the NSW
Community Health Review (2008):








Child, family and youth health services – child and family, Physical Abuse and Neglect of
Children (PANOC), youth health, sexual assault, women’s health
Rehabilitation, aged care and chronic disease – aged and extended care, community nursing
and domiciliary care, community rehabilitation, hospital demand management,
multidisciplinary chronic disease management, palliative care
Community and priority populations – intake and initial assessment, counselling and
psychosocial services, health promotion, Aboriginal health, Multicultural health
Oral health
Mental health
Drug and alcohol

The improved links could be within a traditional referral paradigm to specialist teams, but may often
also involve generalist community, primary health and primary medical provision within a
multidisciplinary model.
Supported by: Royal College of Nursing Australia (2011); NSW Community Health Review (2008)
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Barriers
1.

Workforce shortages

This relates to both the overall health workforce and also to the availability of appropriately skilled
and trained staff who wish to work in primary health care. Some of the reasons for workforce
shortages / projected workforce shortages in primary care include:







Insufficient university places, including in nursing and allied health
Insufficient training places for GPs (or interest in GP work)
An ageing health workforce
Professional issues ‐ high workloads, lack of professional development opportunities; on call
requirements
Personal issues – lack of work life balance
Lack of support from local infrastructure – health and community

Overall there are shortages across the health workforce, including medical, nursing, allied health and
ancillary staff. Workforce shortages have been identified as issues negatively impacting on the
results of the Coordinated Care Trials (Commonwealth of Australia 2007). Sourcing staff /
practitioners who are willing to / interested in working in an emerging development may have
difficulties. Options regarding tenure and financial incentives will need to be considered.
Divisions of General Practice have been active in seeking to improve the work situation of GPs
through a range of initiatives, including:





Provision of greater training/education/professional development;
Organised support and advocacy;
GP wellbeing programs; and
Introduction of new initiatives e.g. practice nurses.

Other primary health care providers appear not to be as well represented by a governing body and
as such, information is not specifically available on their needs.
Supported by: Commonwealth of Australia (2007); Hurley et.al (2010); Glasgow (unknown),
Commonwealth of Australia (2008)
2.

Fragmented Service System – both funding and governance structures

The health care service system is fragmented at all levels. With respect to primary health care this is
particularly evident as there are no direct linkages or formal relationships between most parts of the
primary health care system (GPs, community health, allied health, aged care etc.). Formal
relationships that do exist with specialist secondary care services e.g. in antenatal shared care; are
normally service specific and can be constrained by issues around access to shared clinical
information and clinical governance.
At present, the structures associated with the delivery of primary care (Commonwealth, State,
private) conspire against service integration. Issues include:






Market forces – competition
Regulatory environments
Financial systems;
Legal systems;
Patient expectations;
78

SWGC Integrated Primary and Community Care Model



College expectations.

Funding systems also inhibit the integration of primary health care, as services are each funded
through different systems, with different expectations.
Some of this may be resolved as a result of the National Health Reform, although the degree to
which this will happen remains unclear.
Supported by: Bowers (2010); Suter et al. (2007); Powell Davies (2008)
3.

Inter‐professional rivalry

There are many examples of inter‐professional rivalry or competition which act as barriers to the
integration of services. These include:








Unclear definitions of roles and responsibilities
Expectations with respect to clinical leadership and decision making
Professional self interest
Disagreement about treatment methods
Competing ideologies and/or values
Mistrust
Poor communication

These issues can be addressed through training of health professionals for work as part of a
multidisciplinary team. The literature emphasises that the roles of participants in care planning and
care delivery need to be clearly articulated and negotiated. Regular communication about patients
should also check perceived roles and empower health professionals to carry out their defined tasks.
Without this, there is the risk they will not know what their role should be, or there may be
confusion about roles and tasks where the care is shared.
Supported by: Suter et al. (2007); Mitchell et al. (2008)
4.

Dominance of the acute care setting

Despite best intentions, it is possible that the needs of the acute sector can still dominate what
occurs in the primary health care setting. For example:







Expectations with regard to discharge practices;
Over reliance on the acute setting in favour of community based services;
A lack of confidence in the safety and quality of community based services;
Perceived or real need for complex technology;
Reluctance to change traditional roles;
High visibility of the acute sector for the general public, media, politicians.

Other Issues
1.

Voluntary Patient Registration

The issue of voluntary patient registration is emerging in Australia in much of the literature and
policy development work being undertaken in the area of Primary Health Care.
The draft National Primary Health Care Strategy (Commonwealth of Australia 2009) identifies the
possible option of voluntary enrolment for people with chronic conditions. This will most likely
commence with a change in practice for the delivery of care to patients with diabetes.
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The Royal Australian College of General Practitioners (RACGP) and Australian General Practice
Network (AGPN), along with other stakeholders, have identified the lack of patient registration with
a chosen GP / practice as a potential barrier to integrated care.
The AGPN describes a system whereby voluntary patient registration will enable identification of
patients for whom a practice is responsible, facilitates proactive and systematic care and continuity
of care. It is anticipated that the care provided will be more person centred as a result of being
treated by a single GP or practice.
The Australian Medical Association (AMA) does not to date support the concept of voluntary
registration, particularly if it relates to denial of choice and capped funding.
The community perspectives that have been expressed on voluntary registration include:





Patients prefer to use their ‘red book’, which is not registration
Patients want to be in control, not registered without choice
People with chronic disease need to be in charge
The only way patients will register with one practice is if they can access information
themselves and not get stuck with particular referral patterns e.g. community
representatives comment about some local medical centres which now come across as very
‘corporate’ with no choice in pathology, radiology and possibly other referrals, no
appointments (waiting times of up to three hours) and with the GPs as employees

Powell Davies et al (2008) consider the concept of assigning patients to a particular primary health
care provider as something which warrants further attention. They note that by not having a system
of patient registration, some GPs are “uncertain about the extent of their responsibility for ongoing
care and care coordination, particularly in the area of psychosocial care.” (p. S67).
Without patient registration, it is up to the patient to keep control of their medical records and to
appropriately share information between care providers. Whilst this enables a greater degree of
individual control over health care delivery it is perhaps limiting for people who have little health
literacy or who have very complex care needs.
Regardless of funding / fee mechanisms, it would appear that clear relationships between care
providers (particularly GPs) and clients need to be described to ensure the most appropriate delivery
of care and cost effectiveness of services.
Supported by: Powell Davies (2008); Powell Davies (2009); Collins et al. (2010)
2.

Paucity of Evaluation Data

All the literature reviews and studies reviewed to date have indicated that there is a lack of
evaluation data which is of sufficient reliability and validity to be of significant benefit in the
development of integrated primary health care services.
Qualitative data is more readily available than quantitative data.
Issues include:





A lack of common definitions
Short term duration of trials (with long development timeframes) resulting in limited
capacity to measure patient outcomes
Lack of research skills of people directly involved in developing / implementing programs
Lack of culturally appropriate research methods
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A lack of funding for service evaluation

Supported by: Glasgow et al. (unknown); Suter et al. (2007); Suter et al. (2009); Commonwealth of
Australia (2007)
3.

The Broader Context

Issues in the broader context of primary health care which will have a bearing include:








National Health Care reform;
State health care reform
Finalisation of the national primary health care strategy
Establishment of regional coordination
Resolving issues of voluntary patient registration
New funding structures and payment methods e.g. capitation
The process of change management

Supported by: Powell Davies (2009); Commonwealth of Australia (2007); State of Victoria (2007)
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Attachment C

Literature Review – Principles of Integrated Primary
Care

The following provides a summary of some of the principles associated with the delivery of primary
health care and/or integrated primary care. Specific attention has been paid to integrated primary
health care services and settings, rather than larger systems.
These principles have been developed from information taken from a number of sources, many of
which are in themselves literature reviews. This summary breaks the principles down into small
units, however many could be grouped as they address associated issues.
1.

Service design and delivery uses a person centred approach

A person centred approach has the patient or client and their carer at the core of every action,
rather than the processes of the health system/needs of the provider. It recognizes the need for
active engagement of the patient and their carer in assessment and decision making, and as an
active participant in addressing their own health needs.
Care which has a person or patient centred approach is widely recognized as enabling the delivery of
a higher quality, more mutually satisfying type of care (Stewart et. al 2000). To achieve this, Stewart
et al. (2000) identify that the care provider should provide care which incorporates elements
including:





working with the patient and their carer to explore all aspects of their disease (including
their physical and psychological responses to it at all levels)
understanding the ‘whole person’ ‐ building a relationship
finding an agreed method of treatment/management
incorporating health promotion/ illness prevention

In the case of Integrated Primary Care, there is a necessity to take these core elements (and others
as appropriate) and ensure they are consistently applied regardless of who the care provider is. For
example, through a shared health record, which incorporates demographic details, health
assessment and care plan information.
Integrated care systems should ensure that the patient always receives the most appropriate service
to meet their needs at any given time. Further, the system should be able to be navigated by the
person or their carer, without reliance on a care provider to assist them. Whilst this may often be
the case for people with single illnesses or with high levels of health literacy, the system needs to be
designed to cater for people with the most complex needs, including those which span health and
social services.
Supported by: Bowers (2010); Suter et.al (2007); Suter et al. (2009); Commonwealth of Australia
(2008); State of Victoria (2007); Hurley et Al. (2010); General Practice and Primary Care NT
(unknown); Commonwealth of Australia (2008)
2.

Recognises the Continuum of Care

Integrated Primary Care systems and services need to recognize the scope of clinical and other
related services which a person may access. For example, health services for acute illness and
chronic disease management, along with services provided by another government department or
community agency e.g. domestic violence, disability support.
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As such, services need to be able to work collaboratively to achieve a person’s goal of ‘wellness’.
Ideally, all the services a patient requires would be ‘seamlessly coordinated’, although it is
acknowledged that the degree to which this can occur is in some ways reliant on the other agencies
involved. Consistent with the Declaration of Alma Ata, services should have a focus on health
promotion, illness prevention and health equity. This involves:








understanding the social determinants of health and being prepared to address these
engaging actively with the community
identifying and responding to population and public health issues
horizontal integration of services
providing accessible services, based on need
facilitating early intervention of services (thus reducing potentially avoidable hospital
admissions and/or deterioration in physical or social condition)
the delivery of services in a flexible manner which is able to meet the unique needs of
people in the community, particularly those for whom access to health services is difficult
e.g. people from culturally and linguistically diverse backgrounds, people who are
housebound etc

Given that integrated primary health care and the care continuum most relates to chronic disease
management, the following elements are considered necessary:









Patient registries
Clinical guidelines – care delivered in accordance with evidence based practice, recognising
that autonomy in clinician discretion to use must be maintained to avoid “cookbook”
medicine
Education – clinicians and patient, their carer and the community
Systems – communication, collaboration, delegation
Patient focused
Self management (supported)
Disease specific clinics
Community involvement

There is contention about whether there should be a single point of entry to the integrated primary
health care system, or whether multiple entry points (all of which lead to the delivery of the same
integrated care service) should be established.
Supported by: Suter et al. (2007); Suter et al. (2009); Glasgow et al. (unknown); Commonwealth of
Australia (2008) Powell Davies et al. (2009); Hurley et al. (2010); Harris (unknown); Commonwealth
of Australia (2007); South Australian Health Commission (1989); State of Victoria (2007); General
Practice and Primary Care NT (unknown); Collins et. al. (2010); South Australian Health Commission
(1989).
3.

Care is delivered by a well trained multidisciplinary/inter‐professional team

The delivery of high quality, continuous care is aided by the deployment of a multidisciplinary team,
working from an agreed, documented care plan. This recognizes that more than one type of
intervention is required to address the health needs of the patient.
Again, there appears to be no agreed definition of multidisciplinary care, although key aspects
generally include inter‐professionalism and collaboration. Thus, multidisciplinary care can
encompass any number and combination of professionals / professional groupings. Potential
benefits of multidisciplinary care include:
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the bringing together of different expertise in treatment and management
shared learning based on different assessment and communication practices
the delivery of more holistic care
more cost effective care

Key elements of successfully integrated multidisciplinary team include:








all members of the team have a valued role and are respected
clear and effective communication systems
maintenance of professional autonomy
the use of incentives to meet performance standards
clearly defined roles and responsibilities
shared protocols and systems
community involvement.

However, there is a need to recognize (Bowers 2010) that establishing multidisciplinary teams
requires:







establishing an environment with shared values and goals
working actively to maintain that environment
establishing and maintaining strong communication systems e.g. electronic information
sharing, team meetings, case reviews
the use of clear clinical protocols
co‐located team members
occupational diversity

General Practitioners participating in this planning process have indicated that GPs are the natural
coordinators of care. This a time consuming task and it has been emphasised that time needs to be
freed up to undertake this role in addition to seeing patients. It is considered that GPs undertaking
this role should be renumerated at a higher rate and should be a better qualified senior GP from
within the practice. Years of experience is considered to be as valuable as academic attainment as a
prerequisite for effective care coordination.
Inter‐professional training may be of assistance in improving communication and collaboration
between team members.
Supported by: Bowers (2010); Suter et.al. (2007); Suter et al. (2009); Bowers (2010); Glasgow et al.
(unknown); Powell Davies (2008); General Practice and Primary Care NT (unknown); General Practice
and Primary Care NT (unknown);
4.

Clearly defined structures, functions and processes

Given the need to integrate a range of service providers and service systems to achieve holistic,
person centred, primary care, it is essential to have a set of agreed, clearly defined structures,
functions and processes. Both clinical and administrative processes are equally important.
From a clinical perspective, care should be delivered in accordance with evidence based practice and
be standardized across care givers and care delivery sites.
Examples include:




Clear decision making hierarchies‐ including roles and responsibilities of all team members
clinical protocols and guidelines, recognising that autonomy in clinician discretion to use
must be maintained to avoid “cookbook” medicine
referral guidelines
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clinical pathways

Administrative processes are just as important. Evaluation of the Coordinated Care Trials indicated
that the following activities which support clinicians were essential to the success of integrated
primary care services:





HR systems – efficient recruiting and delivery of appropriate training;
Decision making and conflict resolution protocols;
Information management systems which are easy to use and supportive;
Clear funding guidelines.

Supported by: Bowers (2010); Suter et al. (2007); Powell Davies (2008); Commonwealth of Australia
(2007)
5.

Has strong leadership and a widely understood plan

Visionary leadership is essential to the delivery of an integrated primary and community care
service, with the associated capacity to develop an organisational culture which supports the
leader’s role. Leadership and a shared strategic vision for the organisation are particularly important
when bringing together previously isolated services and the community, with the expectation that
they will work in an integrated fashion.
General practitioners participating in this planning process have emphasised the need for GP
medical leadership in any multidisciplinary care arrangement. GPs are considered to be the natural
coordinators of care, with associated responsibility for accountability and in medico‐legal issues.
Availability of training opportunities for GPs to hone their leadership skills is also seen as important
Ideally an integrated service/system would have a strategic plan, documenting a vision, values and
key directions, or similar. This plan should be developed collaboratively with all relevant
stakeholders, including consumers and the local community. Once endorsed, the plan should be
actively and consistently communicated to staff and other stakeholders, whilst highlighting the
relevance to them in their roles.
Supported by: Suter et al. (2007); Suter et al. (2009).
6.

Performance is monitored

Clinical and system performance needs to be monitored for a variety of reasons, including:









Quality
Safety
Clinical outcomes
Service evaluation and benchmarking
Continuous improvement
Cost management
Strategic and operational planning
Operational management

Accurate data is required to measure performance at all levels. This should include both
quantitative and qualitative data. At present, the reliability and validity of much of the data used in
decision making as it relates to primary health care is questionable.
Clear performance indicators should be developed, which measure outcomes not just outputs.
There is potential to link clinical practice, performance management and compensation / reward
systems.
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Processes in relation to performance monitoring need to include not only data collection and
reporting; but also opportunities for reflective practice, self and external audits and feedback from
service consumers and other external stakeholders.
Supported by: Bowers (2010); Suter et al. (2007); Suter et al. (2009); Glasgow et al. (unknown);
Powell Davies et al. (2009).
7.

Locally appropriate

Integrated Primary Health Care services should be designed to be locally appropriate i.e. they
should:






respond to the population health needs of the local community, as well as the needs of
individuals;
potentially have a focus or sub‐focus on a specific population group or disease type;
be designed with an awareness of the existing local services system (to reduce duplication /
avoid creation of gaps); and
be accessible within communities (e.g. through the provision of after hours services,
outreach services, transport, information in a range of formats etc);
be accepting of new approaches to service delivery (e.g. practice nurses, telephone support,
triaging).

In particular, being locally appropriate means having a sound understanding of the demographics of
the local population and an awareness of the unique requirements of providing health services to
that population group. This also means having flexibility to respond to changing demographic
circumstances. For example, an area with predominantly preschool/school aged children is likely to
become an area with a higher demand for youth health services over a 10 year period.
Supported by: Bowers (2010); Suter et.al. (2007); Glasgow et al. (2009); Commonwealth of Australia
(2008); State of Victoria (2007).
8.

Strives for Clinical Excellence

Evidence based practice should inform the delivery of clinical care and processes should be in place
for continuous improvement in care delivery on the basis of:



Emerging research
New technologies

In relation to quality and safety, there is little evidence about the impact of integrated primary
health care. Quality and safety in such a setting may be improved by:





Implementation of better IM/IT systems;
Improving education (of staff and patients);
Changing processes – having better designed processes;
Establishment of performance indicators – and monitoring against same.

Supported by: Commonwealth of Australia (2007); Commonwealth of Australia (2008); State of
Victoria (2007); Glasgow et al. (unknown); Department of Health Western Australia (2008); Collins et
al. (2010).
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Attachment D

International Academic Health Science Models

Newcastle University in the UK has a Faculty of Medical Sciences which brings together a world‐
leading collaboration of research scientists, engineers, medical doctors and teaching professionals
delivering undergraduate and postgraduate teaching in medicine, dentistry and health sciences. The
Faculty of Medical Sciences comprises eight research institutes and four schools, based in sites
throughout Newcastle with collaborations across the North East of England. One of the eight
institutes is the Institute for Health & Society (IHS) created in 2006. IHS consolidates Newcastle’s
internationally acknowledged strengths in the areas of public health and epidemiological research as
well as health services research and social sciences applied to health. Key strategic appointments
have developed areas of strength including Public Health Interventions (PHI). Since 2001, over 600
articles reporting original research of national and international importance have been published.
Significant contributions include influential roles on committees informing policy and practice at
national and international levels; editorial responsibilities and invited presentations. The north‐east
of England remains one of the most deprived and unhealthy populations in the UK and provides an
important ‘population laboratory’ (http://www.ncl.ac.uk/about)
Morehouse School of Medicine (MSM) is dedicated to:
1. improving the health and well‐being of individuals and communities
2. increasing the diversity of the health professional and scientific workforce
3. addressing primary health care needs through programs in education, research, and service,
with emphasis on people of colour and the underserved urban and rural populations in
Georgia and the nation.
MSM offers a distinctive MD program which focuses on scientific medicine with an emphasis on
meeting the primary health care needs of people in underserved communities. It also offers
multiple graduate programs in biomedical sciences focussed on developing scientists committed to
educating underrepresented minorities or performing research on health issues disproportionately
affecting minority communities. MSM is among the nation’s leading educators of primary care
physicians. MSM is home to world‐renowned centres and institutes such as the National Centre for
Primary Care. In focusing on community health and preventive medicine, MSM approaches the
diagnosis of health problems at the community level and works with the community to develop
treatment plans. It incorporates this approach into its educational programs so that its graduates
are equipped to address the needs of the underserved communities where they practise. MSM also
offers a variety of community health training programs including the Ben Carson Academy which
provides enrichment programs for elementary and middle school students to enhance their science
knowledge (http://www.msm.edu)
UC Davis in California (USA) states it is ‘a fully engaged partner’ with the diverse communities it
serves in Sacramento and Northern California. The Community Engagement Program at UC Davis
aims to improve the health of all members within the greater Sacramento region (approximately
500,000 residents). Together with the Center for Reducing Health Disparities, the Community
Engagement Program works collaboratively with community members, provider groups, graduate
students, and faculty to strengthen UC Davis/community health research capacity. All of its services
are based on the goals of fostering collaborative academic‐community partnerships and enhancing
the public trust in the value of health research. Specifically, the Program is committed to reducing
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healthcare disparities, and fostering the relationships that promote greater physical and mental
health for all; forming partnerships with community members, community‐based organisations,
provider groups and researchers around health research and focusing on communities that have
been traditionally under‐represented in health research. Medical students operate seven free clinics
for medically underserved populations for example. The UC Davis Center for Reducing Health
Disparities builds on the institution’s long history of reaching out to the most vulnerable,
underserved populations in the region. It offers programs designed not only to raise awareness and
conduct critical research, but also intended to actually assist those communities whose meeds have
never been addressed and met by the traditional health‐care system.
(http://www.ucdmc.ucdavis.edu)
Duke University in Durham (NC, USA) ranks sixth best among schools of medicine, distinguishing
itself as a world‐class academic and health care system to transform medicine and health locally and
globally through innovative scientific research, rapid translation of breakthrough discoveries,
educating future clinical and scientific leader advocating and practising evidence‐based medicine to
improve community health, and leading efforts to eliminate health inequalities. It contributes to the
Durham Community Health Network and provides clinical training with diverse community partners.
Durham County, including the city of Durham, comprises approximately 270 000 residents. In
addition to the day‐to‐day efforts to further core missions of patient care, biomedical research and
education, Duke Medicine dedicates considerable resources to several ‘signature initiatives’
including the Duke Community Clinical Research Unit. (http://www.dukemedicine.org)
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Attachment E

Services Provided Livinghealth Primary Care Centre
MITCHELSTOWN, REPUBLIC OF IRELAND

The Irish Parliament Joint Committee on Health and Children reported on Primary Care in the
Community (February 2010), visiting a number of primary care centre (PCC) established following
the 2001 Primary Care Strategy release. The LivingHealth PCC, at around 3,000 sq meters, is the
largest PCC in Munster and has operated since November 2008, offering the following services.
1.

GP Services

















2.

Nurse Led Specialists Clinics






3.

Health Screening
Blood tests
Vaccinations
Women’s Health
Care of the Elderly
Cryotherapy
ECG
24 hrs BP monitoring
Wound Care
Pregnancy and Maternity care
Insurance medicals
Occupational health services
Pre employments
Influenza vaccines
Smoking cessation
Allergy testing

Diabetes Clinic
Asthma Clinic
Cardiology Clinic
Wound Management
Warfarin Clinic

Radiology




X‐Ray
Ultrasound
Bone Density Scanning

The Mercy Radiology Group provide same day reporting to the clinic via a remote internet
system
4.

Advanced Diagnostics





Audiometry
Cardiac stress testing
Pulmonary function testing
Exercise testing
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5.

Health Screening Unit

6.

Hospital Consultant Services




Sports Medicine
Ophthalmology
Obstetrics (Cork University Hospital Ante Natal Service)

The following Consultant services are being developed







7.

Ancillary Heath Care Professionals





8.

Psychology
Dietetics
Podiatry
Speech & Language Therapy

Physiotherapy





9.

General Surgery
Dermatology
Cardiology
Gastroenterology
Paediatrics
Ear Nose & Throat
Respiratory Medicine

Manual Therapy
Sports Injuries
Orthotics
Fall Prevention Programme

Membership & Rehab Gym





Full range of Free motion TM Cardiovascular and resistance equipment
Free weights and flexibility areas
Aerobic studio
Sauna

10. Sports Injury Clinic
11. Surgical Services/ Day procedures
12. Minor Injuries Unit
13. Café
14. Opticians
15. HSE Services
16. South Doc (out of hours Service)
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Attachment F

Leppington RIPCC – Potential Indicative
Accommodation Schedules
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Attachment G

National Health Reform Agreement – July 2011

Extract:
PRELIMINARIES, SYSTEM WIDE OBJECTIVES AND ROLES AND RESPONSIBILITIES
SCHEDULE E – GP AND PRIMARY HEALTH CARE
Preliminaries
1.

This Agreement:
a. sets out the shared intention of the Commonwealth, State and Territory (the States)
governments to work in partnership to improve health outcomes for all Australians and
ensure the sustainability of the Australian health system;
b. introduces new financial and governance arrangements for Australian public hospital
services and new governance arrangements for primary health care and aged care;
c. implements National Health Reform as agreed by the Council of Australian Governments
(COAG) Heads of Agreement on National Health Reform in February 2011;
d. builds on and reaffirms the Medicare principles and high‐level service delivery principles and
objectives for the health system in the National Healthcare Agreement (agreed by COAG in
2008 and amended in July 2011);
e. supersedes the National Health and Hospitals Network Agreement and the Heads of
Agreement on National Health Reform;
f. recognises that:
I.
the States are the system managers of the public hospital system; and
II.
the Commonwealth has full funding and program responsibility for aged care
(except where otherwise agreed) and has lead responsibility for GP and primary
health care;
g. builds on and complements the policy and reform directions and outcomes, progress
measures and outputs outlined in the National Healthcare Agreement (NHA). This
Agreement should be read in conjunction with the NHA; and
h. is subject to the Intergovernmental Agreement on Federal Financial Relations (IGA FFR) and
should be read in conjunction with that Agreement and subsidiary schedules.

2.

Included at Appendix A is a list of definitions for words and phrases used in this Agreement.

Objectives of this Agreement
3.

The Commonwealth and the States will work in partnership to implement new arrangements
for a nationally unified and locally controlled health system which will:
a. improve patient access to services and public hospital efficiency through the use of activity
based funding (ABF) based on a national efficient price (Schedule A);
b. ensure the sustainability of funding for public hospitals by increasing the Commonwealth’s
share of public hospital funding through an increased contribution to the costs of growth
(Schedule A);
c. improve the transparency of public hospital funding through a National Health Funding Pool
and a nationally consistent approach to ABF (Schedule A and B);
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d. improve standards of clinical care through the Australian Commission on Safety and Quality
in Health Care (ACSQHC) (Schedule B);
e. improve performance reporting through the establishment of the National Health
Performance Authority (NHPA) (Schedule B);
f. improve accountability through the Performance and Accountability Framework (Schedule
C);
g. improve local accountability and responsiveness to the needs of communities through the
establishment of Local Hospital Networks and Medicare Locals (Schedule D);
h. improve the provision of GP and primary health care services through the development of
an integrated primary health care system and the establishment of Medicare Locals
(Schedules D and E); and
i. improve aged care and disability services by clarifying responsibility for client groups
(Schedule F).
4.

States will provide health and emergency services through the public hospital system, based on
the following Medicare principles:
a. eligible persons are to be given the choice to receive, free of charge as public patients,
health and emergency services of a kind or kinds that are currently, or were historically
provided by hospitals;1
b. access to such services by public patients free of charge is to be on the basis of clinical need
and within a clinically appropriate period; and
c. arrangements are to be in place to ensure equitable access to such services for all eligible
persons, regardless of their geographic location.

1

This Agreement recognises that clinical practice and technology changes over time and that this will impact on modes of service and
methods of delivery. These principles should be considered in conjunction with the definition of public hospital services set out at
clauses A10 to A26.

5.

More specifically, under this Agreement, the States reaffirm their commitment to the following
as provided in the NHA:
a. provide public patients with access to all services provided to private patients in public
hospitals;
b. plan and deliver teaching and training and support research provided through public
hospitals;
c. ensure that eligible persons who have elected to be treated as private patients have done so
on the basis of informed financial consent;
d. provide and fund pharmaceuticals for public and private admitted patients and for public
non‐admitted patients in public hospitals (except where Pharmaceutical Reform
Arrangements are in place); and
e. maintain a Public Patients Hospital Charter and an independent complaints body and ensure
that patients are aware of how to access these provisions.

6.

This Agreement acknowledges the Commonwealth’s lead role in funding and delivering GP and
primary health care and aged care, and that the Commonwealth will work in partnership with
the States to enable patients to receive the care they need when and where they need it – and
in doing so, taking pressure off public hospitals.
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Roles and Responsibilities
7.

Under this Agreement the Commonwealth and the States will be jointly responsible for:
a. funding public hospital services, using ABF where practicable and block funding in other
cases;
b. funding growth in public hospital services and the increasing cost of public hospital services;
c. establishing and maintaining nationally consistent standards for healthcare and reporting to
the community on the performance of health services;
d. giving effect to the new Commonwealth‐State governance arrangements including the
establishment of relevant national bodies; and
e. collecting and providing data to support the objectives of comparability and transparency,
and to ensure that data is shared between relevant participants in national health care
arrangements to promote better health outcomes.

8.

Under this Agreement, the States will be responsible for:
a. system management of public hospitals, including:
I.
establishment of the legislative basis and governance arrangements of public
hospital services, including the establishment of Local Hospital Networks;
II.
system‐wide public hospital service planning and performance;
III.
purchasing of public hospital services and monitoring of delivery of services
purchased;
IV.
planning, funding and delivering capital;
V.
planning, funding (with the Commonwealth) and delivering teaching, training and
research;
VI.
managing Local Hospital Network performance; and
VII.
state‐wide public hospital industrial relations functions, including negotiation of
enterprise bargaining agreements and establishment of remuneration and
employment terms and conditions to be adopted by Local Hospital Networks;
b. taking a lead role in managing public health; and
c. sole management of the relationship with Local Hospital Networks to ensure a single point
of accountability in each State for public hospital performance, performance management
and planning.

9.

In providing these services States will adhere to the Business Rules and other requirements set
out in Schedule G.

10. Under this Agreement, the Commonwealth will be responsible for:
a. system management, policy and funding for GP and primary health care services;
b. establishing Medicare Locals to promote coordinated GP and primary health care service
delivery;
c. working with each State on system‐wide policy and state‐wide planning for GP and primary
health care;
d. promoting equitable and timely access to GP and primary health care services; and
e. planning, funding, policy, management and delivery of the national aged care system noting
that there will be different arrangements in Western Australia and Victoria under this
Agreement (clause F4 refers).
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Implementation of the Agreement
11. This Agreement will be implemented through the following mechanisms:
a. COAG will provide overall leadership, in consultation with Standing Council on Health and
Treasurers;
b. the Standing Council on Health will take the leadership role in implementation of National
Health Reform, including by:
I.
ensuring outstanding implementation and policy matters are on track for resolution,
and escalating them to COAG when required; and
II.
ii. considering the progress of implementation of key milestones under this
Agreement six months before commencement timeframes, and providing advice to
COAG if necessary;
c. Treasurers will provide advice to COAG on Commonwealth‐State financial aspects of the
reform agenda, including jurisdictions’ performance against the mechanisms to ensure
maintenance of effort through to 2014‐15; and
d. COAG Senior Officials will monitor implementation of this Agreement against the
implementation plan at Schedule H and will escalate implementation issues to COAG when
required.
12. The Commonwealth and States will implement public hospital governance and financing
arrangements as set out by this Agreement in line with the timeframes identified in this
Agreement. In recognition of the implementation by the States of these reforms, the
Commonwealth will provide at least an additional $16.4 billion in growth funding between
2014‐15 and 2019‐20 through meeting 45 per cent of efficient growth between 2014‐15 and
2016‐17 and 50 per cent of efficient growth from 2017‐18 onwards; in the event the additional
growth funding is less than $16.4 billion, the Commonwealth will provide the remainder to
States as top‐up funding.
13. This Agreement affirms that the following implementation principles should underpin National
Health Reform:
a. governments agree that an effective health system that meets the health needs of the
community requires coordination between hospital, GP and primary health care and aged
care to minimise service duplication and fragmentation;
b. Australians should be able to access transparent and nationally comparable performance
data and information on hospitals, GPs and primary health care, aged care services and
other health services;
c. governments should continue to support diversity and innovation in the health system as a
crucial mechanism to achieve better outcomes;
d. all Australians should have equitable access to high quality health care, including those living
in regional and remote areas; and
e. governments agree that Australia’s health system should promote social inclusion and
reduce disadvantage, especially for Indigenous Australians.
14. The Commonwealth and States commit to meeting the following critical milestones under this
Agreement:
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a. the establishment of national bodies as outlined in Schedule B, including the passing of
legislation by the following timeframes:
I.
Commonwealth and State legislation establishing the National Health Funding
arrangements no later than 1 April 2012;
II.
Commonwealth legislation establishing the Independent Hospital Pricing Authority
(IHPA) no later than 31 December 2011; and
III.
Commonwealth legislation establishing the National Health Performance Authority
(NHPA) no later than 31 December 2011;
b. the commencement of Local Hospital Networks no later than 1 July 2012, as outlined in
Schedule D;
c. the establishment of Medicare Locals no later than 1 July 2012, as outlined in Schedule D;
d. Commonwealth and each State’s activity based hospital funding being paid into and out of
the National Health Funding Pool from 1 July 2012, as outlined in Schedule B;
e. the implementation of a nationally consistent ABF system for:
I.
admitted acute services, emergency department services and non‐admitted patient
services (initially using the Tier 2 outpatient clinics list) commencing on 1 July 2012;
and
II.
other non‐admitted services, mental health and sub‐acute services commencing on
1 July 2013; and
f.

the Home and Community Care (HACC) transfer taking effect on 1 July 2012 (with the
exception of Victoria and Western Australia).

15. All States will receive additional Commonwealth funding for public hospitals, relative to the
former National Healthcare Specific Purpose Payment (SPP), as a result of this Agreement and:
a. no State will be worse off in the short or long term, because they will continue to receive at
least the amount of funding they would have received under the former National Healthcare
SPP and their share of the $3.4 billion in funding available through the National Partnership
Agreement on Improving Public Hospital Services (subject to the terms of that Agreement);
b. the Commonwealth’s ongoing contribution to efficient growth funding from 1 July 2014 into
the future will ensure all State governments will be better‐off in the long term, relative to
existing payment arrangements; and
c. as an initial commitment, the Commonwealth guarantees that it will provide at least $16.4
billion in additional funding over the 2014‐15 to 2019‐20 period.
16. The Commonwealth, States and the national bodies established by this Agreement will comply
with applicable privacy legislation and principles during the implementation of this Agreement
and will consult with relevant stakeholders during implementation.
17. The arrangements outlined in this Agreement should be delivered with no net increase in
bureaucracy across Commonwealth and State governments as a proportion of the ongoing
health workforce.
Review of the Agreement
18. A review of this Agreement will be commissioned by COAG and undertaken by a panel of
reviewers agreed by COAG. The first review will occur in 2015‐16, or later if agreed by COAG,
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and will be set against the objectives in this Agreement outlined in clause 3, including
consideration of the following matters:
a. whether the implementation of the new national governance, financial and other
arrangements in this Agreement give effect to the policy intent of this Agreement;
b. the impact of the new GP and primary health care arrangements outlined in this Agreement
on the demand for hospital services;
c. whether any unintended consequences such as cost‐shifting, perverse incentives or other
inefficiencies have arisen as a result of the new national governance, financial and other
arrangements in this Agreement; and
d. other matters as agreed by COAG.
Process for Amending the Agreement
19. Subject to clause 20, this Agreement may be amended at any time in writing with the
agreement of all parties and with terms and conditions as agreed by all the parties.
20. To provide greater certainty and security to the States, the Commonwealth commits to put in
place legislation requiring a process to be followed, should the Commonwealth seek to vary this
Agreement. The process will involve the Commonwealth taking the following steps:
a. providing three months notice of the proposed variation to all governments prior to
consideration by COAG, unless all governments agree otherwise; and
b. gaining COAG’s agreement to the variation.
Dispute Resolution
21. Any party may give notice to other parties of a dispute under this Agreement.
22. Officials of relevant parties will attempt to resolve any dispute in the first instance. If a dispute
cannot be resolved by officials it may be escalated to the relevant Ministers, and if necessary,
the relevant COAG Council.
23. If a dispute cannot be resolved by the relevant Ministers, it may be referred to COAG for
consideration.
SCHEDULE E – GP AND PRIMARY HEALTH CARE
Commonwealth and State Engagement on System‐wide Policy and State‐wide Planning
E1. GP and primary health care services are integral to an effective and efficient Australian health
system. The Commonwealth will renew its efforts to improve GP and primary health care
services in the community in order to improve care for patients. The Commonwealth will take
lead responsibility for the system management, funding and policy development of GP and
primary health care with the objective of delivering a GP and primary health care system that
meets the health care needs of Australians, keeps people healthy, prevents disease and reduces
demand for hospital services.
E2. The Commonwealth and the States will work together on system‐wide policy and state‐wide
planning for GP and primary health care given their impact on the efficient use of hospitals and
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other State funded services, and because of the need for effective integration across
Commonwealth and State‐funded health care services.
E3. The Commonwealth will develop by December 2012 a national strategic framework to set out
agreed future policy directions and priority areas for GP and primary health care, informed by
bilateral work on state‐specific plans for GP and primary health care, with state‐specific plans to
be completed by July 2013.
E4. As part of its lead role in the delivery of GP and primary health care reform, the Commonwealth
has a range of initiatives and reforms to Australia’s GP and primary health care system under
way or in the process of implementation, including Medicare Locals, GP Super Clinics and
infrastructure grants, the practice nurse incentive, after hours arrangements, and additional GP
and allied health professional training. These programs are currently being implemented and the
Commonwealth will release implementation details for these programs, and consult the States
in their development, as appropriate.
E5. States will work cooperatively with the Commonwealth in the implementation and ongoing
operation of the Commonwealth’s primary health care initiatives.
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