
 1  

 
 
 
 
 
 
 
 

���������	
�
��
���
����
����
�����
����


��������
�
�����

���
���
�������
�������


���
�������
�
����
���
��
�����


����������
�����
���

��
��
�����
����
�
���


�����
���
 �����
!���������






"����

��
#$
�
%���
���&


 
 
���������	
��
�
Professor of General Practice and Primary Health Care and Head of Discipline, 
Discipline of General Practice 
School of Medicine 
Level 2, Edith Cavell Bldg 
Royal Brisbane Hospital 
Herston Q 4029 
Phone: 07 3365 5381 
Fax: 07 3365 5130  
c.jackson@uq.edu.au 
 
 
���
�����������
�
Adjunct Associate Professor, Department of General Practice, Western Clinical School,  
University of Sydney 
140 Stevens Rd,  
Glenorie, NSW, 2157 
Mobile: 0400 010 840 
dohall@iprimus.com.au 

The views expressed in this paper are those of the author(s) and should not be taken to be the views of the National Health and Hospitals Reform Commission or the Australian Government.



 2

CONTENTS 
 

Page 
1. Background 3 

- Our current health system 3 
- Flashpoints for change 3 

 
2. Key characteristics of a new primary and community care model 5 

- Delivers uniformly accessible, patient-centred, continuity of care  5 
- Identifies and reduces health inequalities 5 
- Provides high quality, safe, evidence-based care 6 
- Clinical care well-integrated and coordinated with secondary care, 

with ICT systems that interact effectively within and across the health 
care system 6 

- Must have a primary care workforce appropriate to local conditions 
and need 6 

- Appropriately resourced and vertically- integrated professional 
development, training and teamwork 7 

- Population-based focus 7 
- Functions within an over arching regional governance model, with 

local engagement, responsibility and appropriate decision making 
capacity, accepting of and managing diversity & complexity locally 7 

- Uses a funding model which encourages maximal management of 
complex disease in the community, an outcomes focus, and health 
promotion / disease prevention 7 

 
3. Key features of the new model 8 

- Regional governance structure 8 
- Local planning and delivery of primary care services 9 

o The basic building block � the family general prac tice 9 
o Expansion of evidence based Preventative Care 9 
o Complex community care- Clinical Community Hubs and  
 Beacon Practices 9 

 
4. Next Steps 11 

- First two years 11 
- Consolidation 3-5 years 14 

 
5. References 15 
 
6. Appendices 
Appendix 1: Regional Health Council and linkage with �clinical hubs� and beacons 18 
Appendix 2: Comparison of �beacon� practice with traditional general practice and  

GP SuperClinic planning  19 

The views expressed in this paper are those of the author(s) and should not be taken to be the views of the National Health and Hospitals Reform Commission or the Australian Government.



 3

1. BACKGROUND 
 
Our current health system 
 
There are many �good� things about the current Australian health care system.   
 
Medicare has supported general population access to health care that is internationally-
recognised; our system is well-funded by international standards; the full gamut of 
cutting edge health technologies are available in most states; and Australian doctors and 
health clinicians are some of the best trained in the world.  Yet the system increasingly 
struggles under the inefficiency of split Commonwealth-state responsibilities, inexorably 
rising costs, an overburdened tertiary sector, a fragmented, under resourced primary 
care sector, and an ageing, diminishing and often demoralised  workforce. 
 
And now a change in disease demography, aetiology and management renders current 
approaches increasingly unsustainable if the delivery of high quality, safe, equitable, 
affordable care is to be possible in 2010. 
 
Flashpoints for change 
 
Life-style related disease 

The meteoric rise in the prevalence of chronic disease in Australia owes as much to our 
lifestyle as the ageing phenomenon.  Prevalences of diseases such as obesity, diabetes, 
hypertension, renal disease and osteoarthritis are increasing (1), and without a focus on 
health education,  promotion and prevention, our weights, diets, inactivity and other 
illness-inducing behaviours will herald in an increasing societal health burden.  The 
health system of the future must broaden its scope to include such measures and 
promote personal responsibility for lifestyle. 
 
Health workforce and availability of high quality training 

The greatest threat to our future health system is our lack of workforce � particularly in 
primary care.  Whilst our current ageing workforce is attempting to adapt to new roles 
and opportunities, the lack of general practitioners and those health professional 
colleagues who would form our future primary health care teams Australia-wide is 
reaching crisis point.  Well-trained GPs and strong primary health care teams are central 
to any future vision.  Without urgent action to increase numbers and training capacity, 
the future will be bleak. 
 
Pace of change/ update 

The general practice sector is particularly change weary, having been the focus of 
constant but frequently poorly thought through funding and practice reform for 15 years.  
Assisting practices to keep abreast of constantly-changing evidence across a myriad of 
health disciplines presents a further challenge requiring careful thought, educational 
support and the engagement of the software industry to make evidence-based practice 
as easy as possible for busy clinicians. 
 
Need for co-ordination of care across sectors and health disciplines 

While the need for coordinated care across services and sectors appears self evident, in 
reality, this remains one of our greatest quality and safety threats � particularly for older 
Australians and those with chronic disease.  Despite 10 years of rhetoric, real progress 
is minimal, with basic measures of communication, connectivity and continuity of care 
between sectors still absent in most settings. Political commitment, planned investment 
and change management  leading to some tangible �wins� in the next 12 months, are 
essential. 
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 Inequality in health access and outcomes, most importantly for Indigenous Australians 

�Closing the gap� for communities suffering significant socio-economic and health 
disadvantage remains  a critical challenge for Australian primary care, with marked 
health inequalities  found in all geographic locations from remote to inner urban, and 
also a particular feature of refugee, CALD (culturally and linguistically diverse) and ATSI   
communities. Equitable investment policies, cross sector collaboration, community 
engagement and capacity building and locally appropriate approaches are essential 
elements. For ATSI people, the active involvement of Aboriginal Community Controlled 
Health Services and an extended �health� support network are critical. 
 
Lack of infra-structure investment � particularly i n primary care 

General practice and the primary health care sector are historically under resourced, 
with areas of greatest community need disproportionately penalised. The tertiary sector 
continues to dominate health resource allocation: a function of history, workload 
pressures and a system that � against the evidence - advantages highly specialised 
hospital services at the expense of community based generalist services.  Australian 
general practice could take on a larger and more complex clinical workload and greater 
teaching responsibilities, given appropriate practice teams, infra structure, connectivity 
and financing systems.  In the future they will need to. 
 
Focus on process of care rather than outcome 

Our systems and funding models primarily reward processes of care rather than   
outcomes. International approaches to reform of health system financing now provide 
valuable lessons - both positive and negative - on strategies to achieve agreed priority 
outcomes.  We are currently well-placed to realise lessons learned internationally (9), 
and to careful incorporate them into the proven elements of our existing health system.  
 
A primary care �system� rather than �sector� 

While individual system components (general practices, community health services, 
NGOs,) function very well, they are, in the main, poorly co-ordinated - numerous 
organisations having different business rules, accessibility, funding models, after-hour 
access and productivity.  The result is barriers to care, service duplication and gaps, and 
communication break down - serving communities and patients sub-optimally. In today�s 
primary care system, every encounter presents multiple barriers to the provision of 
whole person, continuing, comprehensive and coordinated care.  
 
Linking the players in our fragmented health system is perhaps the key challenge for the 
future. Our new approach must acknowledge and build on the strengths of our current 
health system.  Tomorrow�s primary care system should  enable patients, communities 
and health professionals to develop continuing relationships based on trust, work in 
partnership to develop new care and service models, make the most of scarce  
resources (particularly workforce resources), connect important clinical information 
across the continuum of care and close the gaps in services and sectors.  
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2. KEY CHARACTERISTICS OF A NEW PRIMARY AND COMMUNITY CARE 
MODEL 

 
In March 2008, the 3rd National Health Care Reform Conference in Sydney addressed 
�Linking Evidence, Policy and Practice: growing innovative models of integrated primary 
care�. A group of presenters from that conference met subsequently at Clear Mountain, 
Queensland to develop key conference themes toward a national strategy for primary 
care.   
 
At that meeting they identified the following 9 characteristics (based on the international 
literature (2,3,4)), which must underpin the Australian primary and community care 
sector for the future.  Whilst not identical to those of the National Health and Hospital 
Reform Commission (5), the level of concordance is high. 
 
i. Delivers uniformly accessible, patient-centred, continuity of care 
 
Australian primary care providers currently deliver organisation-specific access and 
continuity of care which rates well by international standards (6). 86 % of the population 
access a GP each year (7) and Multi Purpose Centres, rural hospitals, and community 
health and NGO groups provide significant numbers of primary care services every year.  
A primary care system requires this to be far more integrated across the sectors and 
�joined up� with appropriate secondary care services.  This is particularly important for 
aged Australians and those with chronic disease, receiving care from multiple providers. 
Patients are increasingly sharing responsibility and becoming active managers of their 
conditions.  Access to quality information via the internet is fuelling and supporting this.  
Our new arrangements must support and facilitate this approach.  Without it, we will 
never be able to resource our growing national health need. 
 
Arrangements which allow easy access for those in need, yet recognise the finite 
workforce and funding resources within the sector, are essential.  Access to high quality 
consumer information on-line could assist greatly with this, as could high-quality GP and 
pharmacy patient information.  The UK has recently reformed widely in an attempt to 
improve uniform primary care access and quality (8).  Recent assessment indicates this 
has been complex, costly, reduced after hours access, and fragmented care delivery 
(6,9).  Our future system must learn from what has worked and not repeat the mistakes. 
 
ii. Identifies and reduces health inequalities  
 
This will be a key focus for our new primary care system.  Medicare is acknowledged 
internationally to have underpinned one of the most accessible medical systems in the 
world.  Currently nearly 90% of Australians see a general practice each year and for 
those with or at risk of chronic disease, a number of MBS funded allied health services 
are available.  Little is known of the characteristics of the remainder. (10,11)  Are they 
well, self-managing minor ailments?  Or vulnerable clients not accessing primary and 
preventive services optimally?  How primary care is accessed by vulnerable or 
disadvantaged patients is largely unknown, although most general practices see patients 
from this group. After hours primary care services are available in many, but not all, 
areas via GP co-operatives, deputising services or private arrangements. Specific 
approaches which target the health inequalities of Indigenous peoples are a priority. 
Supporting Aboriginal Controlled Community Health Services (ACCHS) and their linkage 
with secondary care are key components of this. 
 
Health literacy is a key component of inequality and we should take note of the work 
ACCHS have undertaken in providing care models that span health, education, housing 
and employment as key components of �good health� for vulnerable peoples. 
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iii. Provides high quality, safe, evidence-based care  
 
Whilst widespread general practice accreditation and the implementation of the National 
Primary Care Collaboratives program in 06/07 have revolutionised and documented 
quality improvement within general practices Australia-wide, little publicly available 
information exists concerning other primary care sectors. The Australian Commission for 
Safety and Quality in Health Care has highlighted primary care as an important area of 
focus for the future. This could be enhanced by appropriate electronic decision-support 
at the consultation level, good information linkage between providers, and regular, 
appropriate professional development. Future funding into the sector should support this. 
 
A focus on evidence-based prevention and health promotion is central to the best 
possible primary care and to reducing the prevalence of many serious diseases currently 
increasing in prevalence. It is addressed specifically below. 
 
iv. Clinical care well-integrated and coordinated with secondary care, with ICT 

systems that interact effectively within and across the health care system 
 
This is one of the greatest challenges to an effective, safe primary care system and the 
source of much current frustration for clinicians, and risk to patients.  Crucial clinical 
information flow between primary care providers and hospitals continues fragmented 
and incomplete. Much promising work has been done to create good connectivity 
prototypes but lack of systematic commitment has seen them isolated, unfunded and 
largely unsustained. (12)  Despite the National E-Health Transmission Authority 
(NEHTA) having been in existence since 2005, significant change in connectivity across 
the health system has been negligible.  Some parts of the health care sector are highly 
computerised, particularly general practice (13), others severely under-resourced and 
uncommitted to information sharing.  System-wide information communication 
technology (ICT) linkage is an absolute national care priority and strategies to build on 
successful initiatives nationally (14,15,16,17,18) and mandate incentives and 
performance indicators which ensure audit, review and quality assurance in this area are 
central to the safe, efficient health system Australia needs for the future. 
 
v. Must have a primary care workforce appropriate to local conditions and need 
 
All general practice sectors report severe pressure on workforce capacity, most 
particularly rural / remote regions. Whilst many are enthusiastic to grow their role within 
the health system, they are mindful of the stretch to provide existing services already. 
General Practice nurses have revolutionised the delivery of immunisation and chronic 
disease management in Australian general practice (19), and their role, like those 
overseas, (20) could be greatly enhanced.  The Australian Practice Nurses Association 
(APNA at http://www.apna.asn.au/) provides a central co-ordination, recording and 
professional development role for the 7000 nurses currently in this role.  Potential 
additional new roles eg medical assistants (21) and physician assistants (22,23), have 
been described internationally and many sectors, particularly rural, are keen to see them 
trialled in Australia (24).  Such roles should be developed in concert with the current 
workforce, appropriately evaluated in the Australian urban, rural and regional primary 
care context, and fit within remuneration models for the sector. Such new roles would 
require training attachments in the sector and allowances for the time and cost of such 
supervision should be identified and allocated as part of such work. 
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vi. Appropriately resourced and vertically- integrated professional development, 
training and teamwork 

 
This has been the subject of much current debate. (25,26)  Work is urgently required to 
identify the scope, cost and feasibility of enhancing the scarce current training resources 
into those required for the significant increase in primary care teamwork ahead. 

vii. Population-based focus 

We do not have a well-defined population-based focus in primary care � currently limited 
to needs assessments/ data conducted by a small number of divisions, local councils 
and state governments, but rarely co-ordinated into a single regional approach to 
addressing local health priorities collectively.  Yet, our health system is hungry for key 
health data, relevant across the patient care continuum.  Australian patients are not used 
to population-based registers and despite the obvious public health / funding allocation 
benefits, an approach which recognizes their input and autonomy is very important.  
Voluntary patient enrolment with their local general practice for chronic disease 
management and appropriate disease prevention could improve care co-ordination, 
allow a much clearer understanding of the service utilization and availability across a 
population, and minimize waste and duplication. 
 
viii. Functions within an over arching regional governance model, with local 

engagement, responsibility and appropriate decision making capacity, 
accepting of and managing diversity & complexity locally 

 
Real community participation in setting priorities for the local delivery of primary care is 
rare and could be better addressed within regional governance arrangements for health 
care (27,28,29).  Primary care services can no longer be planned for and delivered in 
separation from secondary, public health and other local health services.  Regional 
governance structures which align commonwealth and state, public and privately-funded 
services around integrated service delivery within a region are a top reform priority.  
Local clinical and community champions and leaders should be actively sought and 
encouraged to participate. This arrangement would also allow better management of 
diversity and complexity in local service delivery.   
 
ix. Uses a funding model which encourages maximal management of complex 

disease in the community, an outcomes focus, and health promotion / disease 
prevention 
 

Current MBS funding for general practice is impossibly complex and creates tension, 
confusion and frustration in a time-poor workforce and intensely-busy clinical 
environment. Funding for primary care within the system described in this paper should 
encourage integration of care, build on existing strengths, maximise value for money, 
and reward the achievement of care outcomes aligned with good health and high quality 
complex care, managed close to families within the community, rather than in the 
hospital setting.  It should also include special allocations for vulnerable populations 
where equitable service delivery will involve greater health workforce challenge and 
diversity eg interpreter services, home visiting, community engagement, low health 
literacy, and be aware of the special needs of rural / remote areas. 
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3. KEY FEATURES OF THE NEW MODEL 
 
a. Regional Governance Structure 
 
The new approach must be underpinned by a regional governance structure, which 
allows local health service planning, innovation and delivery to be co-ordinated and 
funded across all sectors in the region � primary a nd secondary (27,28,29).  This has 
been recognised by researchers (27) and key organisations and stakeholder nationally 
(28,29).  Jackson, Nicholson et al using a recent systematic review/ key informant 
methodology described three potential models for integrated health care governance at 
the regional level (Figure 1).  Regional Health Councils, serving 500,000 to 1 million 
people, could be created to be accountable for the integrated delivery of all heath care 
across a geographic area.  Block funding should be based on a distribution formula 
reflecting socio-economic, health and geographic factors.  Each Council should have 
informed representation from its Area / District Health Manager, Division of General 
Practice, public hospital, private sector, indigenous community, non-GP community 
health sector or Clinical Hub, and 2 community leaders (including one from local 
business or local Council).  The Chair should be elected from the group for their ability in 
this role.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1: Integrated Health Care Governance Options 
 
 
The Council�s roles and responsibilities in the first instance should include: 

• Integrated service planning across the region 
• Allocation of funding to address important service gaps 
• Ensuring an appropriate health  workforce for the local population 
• Collation of local health data across the care continuum 
• Support for the practice change / professional development needed to implement 

changing health agendas / approaches 
• Marketing of key local health messages 
• Promotion of integrated care models in key local priority areas 
• Service innovation to deliver patient and family-centred care across the region 
• Review of �gap� and innovation reports from Clinical �Hubs� and strong support for 

appropriate and flexible local health service delivery. (see below). 
• Measure impact and TQI. 
• Promote local ICT connectivity. 
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