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Building better foundations for primary care

Overview

Primary care in Australia is a renovator’s opportunity. Avoidable hospital

admissions cost the health system more than $320 million each year.

Providing better care for people with diabetes, asthma, heart disease

and other chronic conditions could save a significant proportion of this,

as well as improving the working and social lives of the people affected.

Reforms identified in this report provide the basis for achieving those

changes and reaping those savings.

The time to start the makeover is now. The 2017 Commonwealth Bud-

get is expected to commit more than half a billion dollars over the next

few years to lifting the Medicare rebate freeze. The Government should

seize this opportunity to buy system change.

The primary care system – Australians’ first point of contact for health

care – was designed in and for another era. It is failing on the preven-

tion and management of chronic disease, the heaviest burden on to-

day’s health system. We showed in our previous report, Chronic fail-

ure in primary care, that despite the government spending more than

$1 billion each year on planning, coordinating and reviewing chronic

disease management, many people with chronic conditions do not re-

ceive best care.

The Government recognises there is a problem. It has announced a

trial of Health Care Homes, designed to improve the way general prac-

tices work with other health professionals to treat patients with chronic

conditions. Health Care Homes may be a good start, but they will not

be enough. More ambitious changes are needed, especially to the way

we organise and pay for primary care services.

The first step should be to gather more information about what happens

in general practice. We know, roughly, how long a general practice visit

is, but we have no idea why the patient went to the doctor or what was

decided. Without data, there is no sound basis for system reform. A

new payment should be made to general practices to gather and supply

the necessary data.

The second change required is to build on the development of local pri-

mary care systems. Primary Health Networks need to be strengthened

and given explicit responsibility for creating more effective and efficient

primary care systems in their local areas. In particular, they need to be

held accountable for making improvements that will reduce unneces-

sary hospital admissions – those which could have been prevented with

better primary care.

The Commonwealth and the states need to step up too. Common-

wealth and state bickering and blame-shifting needs to be replaced by

new Primary Care Agreements – an overarching deal for each state,

supplemented by localised agreements signed by the Commonwealth,

the state and the Primary Health Network. These agreements should

set specific goals and create joint accountability for failure to meet

them.

Over the long term, the fee-for-service payment system for GPs needs

to change, so general practices get rewarded for getting the best out-

comes for their patients.

But none of this will be possible without more data and better local sys-

tems. We need to start building the foundations for better primary care

now.
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Recommendations

Recommendation 1: Pay for better data

We need more information about what happens in general practice.

Without data, there is no sound basis for system reform. Better data will

enable realistic targets to be set for improvement in primary care. The

lifting of the Medicare rebate freeze should be taken as an opportunity

to make a new payment to general practices for gathering and supply-

ing the necessary data.

Recommendation 2: Primary Care Agreements should be made

between the Commonwealth, the states and Primary Health

Networks

Commonwealth and state bickering and blame-shifting needs to be

replaced by new Primary Care Agreements – an overarching deal for

each state, supplemented by localised agreements signed by the Com-

monwealth, the state and the Primary Health Network. These agree-

ments should set specific goals and create joint accountability for failure

to meet them. As part of these Agreements, states should commit to

invest in Primary Health Networks and help them develop programs to

reduce demand on hospitals.

Recommendation 3: Strengthen Primary Health Networks

Primary Health Networks should be given the resources and the ex-

plicit responsibility for creating more effective and efficient primary care

systems in their local areas. In particular, they need to be held account-

able for making improvements that will reduce unnecessary hospital ad-

missions – those which could have been prevented with better primary

care.

Recommendation 4: Reform fee-for-service funding over the long

term

Over the long term, the fee-for-service payment system for GPs needs

to change, so general practices get rewarded for getting the best out-

comes for their patients.
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1 The renovator’s opportunity

Australia’s primary care system needs renovation. It was designed for

another era. The growing burden of chronic disease makes reform ur-

gent. The expected removal of the Medicare rebate freeze in the 2017

federal budget provides the perfect opportunity to plan and fund the

renovations.

1.1 The chronic disease challenge

Our March 2016 report, Chronic failure in primary care, described in

detail the challenge that chronic disease poses to the health care sys-

tem.1

Spending on health care is growing faster than the population, inflation

and economic activity, and chronic disease is a major cause.2

In 2008-09, the most recent year for which the analysis is available,

spending on chronic disease was around $33 billion,3 or just under 30

per cent of the total health expenditure of $113 billion in that year.4 By

2014-15, total health expenditure had grown to $162 billion.5

In 2014-15, more than 44 per cent of Australians reported having three

or more long-term health conditions.6 In 2012-13, the 12.5 per cent of

Australians that visited their general practitioner (GP) the most – and

were therefore most likely to have chronic conditions – accounted for 41

per cent of non-hospital Medicare benefits expenditure.7

1. Swerissen et al. (2016).

2. Australian Institute of Health and Welfare (2016a, Table 2.3 and Table 2.6).

3. Swerissen et al. (2016, p. 5); and Australian Institute of Health and Welfare (2014,

Figure 2.6).

4. Australian Institute of Health and Welfare (2010, p. ix).

5. Australian Institute of Health and Welfare (2016a, p. vii).

6. ABS (2016a).

7. National Health Performance Authority (2015, p. 14).

Chronic disease is becoming more prevalent and new technologies are

expanding treatment options, although not always improving patient

outcomes commensurately with cost.8 When Australians become sick,

more can and is being done for them. As Figure 1.1 on the following

page shows, people over 65 are going to hospital and seeing the doctor

much more than they were a decade ago.

For some chronic conditions, whether a patient ends up needing to go

to hospital often depends on the quality of the primary care they re-

ceive. Good information systems – that is, having the right data and

using it effectively – is a crucial part of providing high-quality care.

Box 1: What is ‘primary care’

Primary care provides the first point of contact with, and the main

pathway into, the health system.

We use the term primary care broadly to include general practice

and other services such as advice from pharmacists in pharma-

cies, community nursing care and allied health services. Not all

primary care services are funded through Medicare; some are

funded by state governments, and some are paid for by patients

directly.

Australia has comparatively high numbers of hospital admissions for

chronic disease which could be managed in primary care.9 As dis-

cussed in Box 2 on page 8, cutting the number of potentially pre-

ventable hospital admissions would create big cost savings. The pre-

8. Lakdawalla et al. (2015).

9. OECD (2015).
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vention and management of chronic disease must therefore be a major

priority for Australia’s health system.

1.2 The opportunity for reform

The Commonwealth and the states are jointly responsible for funding

and regulating Australian health services. The states manage public

hospitals, while the Commonwealth has accepted ‘lead responsibility’

for primary care. However, the way they perform these roles is quite

different: the states have clear responsibility for delivering hospital ser-

vices, but the Commonwealth confines its responsibility for primary

care primarily to funding (see Box 3 on page 9). This division of re-

sponsibility makes regional coordination of hospital and primary care

services that much harder.

In 2014-15 the Commonwealth contributed 42 per cent of government

public hospital expenditure and the states 58 per cent.10 The Common-

wealth is committed to funding up to 6.5 per cent of the cost of hospital

growth to 2020.11

In 2014-15 the Commonwealth contributed 75 per cent of government

primary health care expenditure and the states 25 per cent.12 There

is no Commonwealth-state agreement on funding future primary care

growth.

Both levels of government say they want to reduce demand for hospi-

tal services by better coordinating the care of people with complex and

chronic conditions.13 Better prevention and management of these con-

ditions in primary care is central to this aim.

10. Grattan analysis of Australian Institute of Health and Welfare (2016a, p. 41).

11. COAG (2016, p. 3).

12. Grattan analysis of Australian Institute of Health and Welfare (2016a, Table A3).

13. COAG (2016, p. 2).

Figure 1.1: People over 65 are using health care services much more

than they were a decade ago
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But there is no clear systems manager for primary care, who can be

held accountable for gaps in services.14 In the absence of such a man-

ager, the coordination burden falls on: public hospitals, which rarely

have good links with primary care; GPs, who rarely have the resources

to develop effective programs to reduce hospital demand; and nascent

Primary Health Networks, which have a broad remit but limited author-

ity.

In 2013 the Commonwealth Government froze the indexation of GP

rebates. The freeze is expected to be removed – at least partially – in

the 2017 budget, at a cost of more than half a billion dollars over the

next few years.15 Lifting of the freeze provides a unique opportunity for

the Government to drive much-needed systemic reforms to Medicare in

return for increased GP remuneration.

14. The term ‘systems manager’ is used to describe the state’s role relating to public

hospitals in the state (see Box 3 on the next page).

15. Dunlevy (2017).

Box 2: The ‘size of the prize’

In Chronic failure in primary care we estimated the cost of poten-

tially preventable hospital admissions related to chronic disease at

around $2 billion.a

But not all that money could be saved, because not all potentially

preventable admissions are equally avoidable in practice. For ex-

ample, a theoretically preventable admission which results in the

patient staying in hospital for more than two days suggests a se-

vere problem, so the admission may have been difficult to avoid in

practice, at least immediately before the admission.

A more realistic estimate of the savings available can be made by

looking at potentially preventable hospital admissions that resulted

in a stay of two days or less. In Chronic failure in primary care we

estimated the cost of such admissions at around $322 million in

2010-11.

In addition to those hospital costs, there are other health system

costs which could be saved with better management of chronic

disease in general practice, such as costs of visits to medical spe-

cialists. There are also potential savings to the broader economy

through improved workforce participation by people with chronic

conditions.b

a. Swerissen et al. (2016).

b. D. Schofield et al. (2015); Verikios et al. (2015); and D. Schofield et al.

(2016).
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Box 3: Commonwealth and state roles in health care

The most recent expression of roles for the Commonwealth and

states is the Heads of Agreement between the Commonwealth

and the States and Territories on Public Hospital Funding reached

on 1 April 2016.a It says:

• The states will remain system managers for public hospitals

and will remain responsible for their infrastructure, operation,

delivery of services and performance.

• The Commonwealth will continue to have lead responsibility

for general practice and primary health care, including the

Primary Health Networks, and continue to support private

health services through the Medicare Benefits Schedule, the

Pharmaceutical Benefits Scheme, and the Private Health

Insurance Rebate.

a. COAG (2016, p. 1).
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2 What needs fixing

2.1 The way we fund primary care does not create the right

incentives

The Commonwealth is responsible for three quarters of primary care

expenditure, mainly through Medicare. Spending on Medicare is now

$20 billion a year.16 This figure is projected to grow to $37 billion over

the next decade as the population grows, people expect more from the

health system, new technologies are introduced, and chronic disease

becomes more prevalent.17

For medical and some allied health services, practitioners charge pa-

tients a fee for each service, and the patient, or the practitioner on the

patient’s behalf, can claim a rebate from the Commonwealth to offset

the fee in full or in part (see Box 4).

In 2015-16, the Commonwealth spent $7.1 billion on GP items (see

Figure 2.1 on the next page). Of this, $5.9 billion was spent on individ-

ual consultations. Items typically related to the ongoing management

of disease, such as the development of care plans, mental health treat-

ment, health assessments, and Practice Incentive Program payments,

comprised $1.2 billion of the spending.

2.1.1 Debates about spending have hidden other problems

While universal, publicly funded health services have been recognised

as the best way of ensuring access and equity, user-pay models (co-

payments) have been proposed to constrain spending. There have

been repeated attempts to introduce mandatory co-payments and

16. This figure is for all Medicare expenditure, not just general practice expenditure.

PBO (2015, p. 3).

17. Ibid. (p. viii).

Box 4: How Medicare works

All Australian residents are eligible for Medicare benefits.a

Patients or their doctor receive a benefit payment (‘rebate’) of 100

per cent of the fee determined by Government and published in

the Medicare fee schedule for clinically relevant primary care ser-

vices provided by a GP, a practice nurse or an Aboriginal and Tor-

res Strait Islander health practitioner. Other professional services

delivered outside hospitals, including specialist medical, diagnos-

tic and a limited range of allied health services, attract a rebate of

85 per cent of the schedule fee.

Medical services (including diagnostic services) provided to pri-

vate inpatients attract a 75 per cent rebate, with private health

insurance funds able to pay the balance. A Medicare Safety Net

provides further coverage for out-of-pocket costs.

Practitioners can choose to collect only the Commonwealth re-

bate as the full fee for their service (‘bulk bill’), or they can charge

an additional amount, which patients have to pay out of their own

pocket (‘co-payment’).

a. Visitors from New Zealand, Ireland, the United Kingdom, the Netherlands,

Sweden, Finland, Norway, Italy, Malta, Belgium and Slovenia are also eligi-

ble for medically necessary treatment.
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means testing, and to allow private insurance to expand into primary

medical care.18

However, as we have argued previously, co-payments can hit the poor

hard.19 Debates about Medicare co-payments are a distraction from the

real reforms needed to improve the efficiency, equity and effectiveness

of primary care services.

2.1.2 Medicare needs to change to address chronic disease

Medicare was originally designed in the 1960s and 1970s, when the

population was much younger and health services were much more

focused on conditions which were one-off and could be managed in a

single visit.20 Times have changed; Medicare needs to change too.

2.1.3 Problems with fee-for-service

Fee-for-service is entrenched in Medicare. Most medical payments

are paid as fees for individual services. The typical answer to emerg-

ing problems has been to graft new items on to the old fee-for-service

system. The result is that very little has changed in the basic structure

of GP payments since Medicare was introduced more than 30 years

ago.21

The fee-for-service model gives practitioners a financial incentive to

increase the number of services provided and reduce consultation

times.22 Services on the Medicare schedule are reimbursed, regard-

less of their complexity or impact on the patient’s health. More than 80

18. Boxall et al. (2013).

19. Duckett (2014).

20. Boxall et al. (2013).

21. Russell (2013).

22. Although a service can only be claimed if it is ‘clinically relevant’, defined as a

service ‘generally accepted in the medical profession as necessary for the appro-

priate treatment of the patient’.

Figure 2.1: Most Medicare GP spending is payment for individual

consultations
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per cent of GP consultations last less than 20 minutes.23 These shorter

consultations are better rewarded by the Medicare payment system,

because they generally yield higher income per minute of a doctor’s

time (see Figure 2.2).

With chronic disease becoming more prevalent, and more patients hav-

ing multiple conditions, a ‘standard’ consultation may not be adequate

to manage all of a patient’s problems. Yet a general practice will be

paid more if it schedules a second standard consultation at a later date,

rather than extend the original consultation.

Most of a GP’s practice income comes from patient fees: the more pa-

tients seen, the more income the practice receives. Yet chronic con-

ditions often require more complex care and support, which is more

difficult to remunerate with fee-for-service payments. Under the cur-

rent fee-for-service system, GPs have no financial incentive to manage

a patient’s illnesses more efficiently, and so reduce future visits.24 All

the risk of paying for extra services, including consultations, referrals,

pathology, scans and pharmaceuticals, is borne by the Commonwealth.

The fee-for-service funding rules also limit the ability of general prac-

tices to use the skills of nurses. The rules, with few exceptions, require

that the service billed is actually provided by the GP. Yet evidence sug-

gests that in some situations, delegating work to nurses, thus substitut-

ing nurses’ time for doctors’ time, helps patients.25

One exception to the general rule is that practices can bill for some

services of nurses who provide support to chronic-disease patients,

23. There are four levels of consultation: Level A (Medicare item 3) are brief; Level B

(23) are less than 20 minutes; Level C (36) are between 20 and 40 minutes; and

Level D (44) are at least 40 minutes. Medicare statistics show that Level A and B

consultations together made up 84 per cent of the total number of Level A, B, C

and D consultations in 2015-16.

24. Boxall et al. (2013).

25. Sibbald et al. (2006); Martínez-González et al. (2014); Martínez-González et al.

(2015); and Parker et al. (2016).

Figure 2.2: The shorter the consultation, the more money per minute for

the GP

$ per minute earned by GP for different levels and lengths of consultation
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such as checking on clinical progress, monitoring medication use, and

collecting information to help GPs review care plans (Medicare item

10997). However, this item can only be claimed up to five times for a

patient in any year. It was used only 1.2 million times in 2014-15, which

is on average just one claim per 10 people who had chronic disease in

that year.26

After a period of stability, Medicare spending on general practice has

increased from about $200 per person in the early 2000s to almost

$300 per person, after adjusting for inflation (see Figure 2.3), with no

clear evidence about what has driven this change in use patterns, nor

what has been achieved in terms of patient outcomes. Most of the in-

crease in spending per person has been driven by government policy

changes, particularly new assessment and coordination items.27

Fee-for-service works well for simple health problems that are relatively

easy to treat. But people with chronic conditions, or who are at risk of

developing them, need well-planned and ongoing care from a range of

service providers.

The lack of financial incentives to provide such coordinated care leads

to reactive, fragmented care. Claims for completing recommended

cycles of care for people with diabetes and asthma, for example, are

low.28

Patients with chronic illnesses are often seen by a range of health care

professionals, each responsible for part of the patient’s care. Patients

report receiving conflicting information from different doctors, and that

doctors involved in their care did not share information appropriately.29

26. Medicare statistics and ABS (2016a, Table 18.1).

27. PBO (2015).

28. Swerissen et al. (2016).

29. In a survey conducted by the New York-based Commonwealth Fund, 10 per cent

of Australian respondents reported conflicting information and 20 per cent poor

sharing of information; Osborn et al. (2016).

Figure 2.3: Real Medicare GP spending per person has increased in the

past decade

Spending on GP Medicare items per person, $2015-16
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In theory, GPs are meant to coordinate the care. In practice, they often

do not have the tools, incentives or authority to do so.

This problem has been obvious for some time, and specific service

items for health assessment, care planning, care coordination and re-

view for chronic conditions have been introduced in an effort to address

it. But these services are also reimbursed on a fee-for-service basis.

As shown in Figure 2.1 on page 11, more than $1 billion was spent

through Medicare on these services in 2014-15.

There are no incentives or requirements for assessment, planning,

coordination and review to be integrated for individual patients. If a

plan is drawn up, there is no guarantee it will be implemented or moni-

tored.30 Any practitioner can claim rebates for assessment, regardless

of whether they are the patient’s regular GP.31 This reduces continuity

of care and can reduce the quality of the assessment. Payments are

not increased for more difficult illnesses.

Medicare’s Practice Incentives Program does include some incen-

tives to provide good-quality care, but only for treatment of diabetes

and asthma. These incentives are not integrated with the assessment,

planning, monitoring and review services for people with chronic condi-

tions. And, again, they are not adjusted up or down depending on the

patient’s illness and need.

The evidence suggests the quality of care for Australians with chronic

disease is poor: people with conditions including diabetes, high blood

pressure, obesity and mental illness often do not get the recommended

care.32

30. RACGP (2015).

31. Although the Medicare rules state that the assessment ‘should be undertaken by

the patient’s usual doctor’ [emphasis added].

32. Swerissen et al. (2016).

2.1.4 The incentive arrangements are wrong

Carefully designed payment systems can promote better quality, inte-

grated care, and ensure services are delivered more efficiently.33

Around the world there is a diverse range of ways to pay for primary

health care.34 Payments can be made for a service or consultation

(fee-for-service), an episode of care (episode payments), or a set of

services for an individual patient for a specific period of time (capita-

tion payments). Extra payments can be made as reward for good pa-

tient outcomes (Pay for Performance) or for improvement (Pay for Im-

provement), although the evidence on the success of such schemes is

mixed.35

Different payment models have different impacts on service volumes,

care quality, patient outcomes, and service efficiency.36 The best mod-

els attempt to maximise the strengths and offset the weaknesses by

blending a combination of capitation, fee-for-service payments and

performance-based payments.37

In Australia, blended payment models were introduced in the early

1990s, but there has been too little adjustment or development since.

The best payment systems assign responsibility for managing different

aspects of a patient’s treatment, and identify which types of risk should

be managed by the funder/payer and which by the provider. Organisa-

tions that receive capitation payments, for example, are responsible for

managing variation in the use of services – so there is a financial incen-

tive to provide only those services that are necessary to meet patient

needs. The risks of providing unnecessary services fall on the provider,

not the payer.

33. Tsiachristas et al. (2013).

34. OECD (2016).

35. Scott et al. (2016).

36. Oliver-Baxter et al. (2013).

37. OECD (2016).
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In Australia, however, all the risks for variation in the number of patient

visits falls on Medicare. GPs have no financial incentive to reduce un-

necessary patient visits to their practice.38 In recent years, the only pro-

posals to mitigate Medicare’s exposure to these risks have been to shift

some of the risk to patients through increased co-payments. Yet such

moves could hit poorer patients hardest.39

2.2 Data on the quality of care and patient outcomes is

inadequate

There are mountains of data in primary care but it is not systematically

collected, integrated or analysed. The quality of the data collected is

also highly variable. The Commonwealth pays more than $7 billion a

year to GPs and other primary care providers, yet GPs are not required

to maintain consistent, good-quality data on patient characteristics, as-

sessments, diagnoses, referrals, interventions or patient outcomes.40

Medicare statistics are available for services and payments, but they do

not provide detailed information on patient characteristics, conditions,

services or patient outcomes. We know a lot about the cost of Medi-

care, but very little about why a patient presented for treatment or what

was achieved.41

Yet nearly all GPs use electronic health record systems that include

information on patient characteristics, conditions, treatments and ser-

vices provided, referrals and clinical results. These systems, which

include Medical Director, Best Practice and Zemed, could contain the

38. Over-servicing is monitored through the Medicare Practitioner Review Program

which compares individual GP billing to average billing practices. Counselling and

penalties may be applied to GPs who over service or abuse Medicare guidelines

and regulations.

39. Duckett et al. (2014).

40. J. Gordon et al. (2016).

41. In sharp contrast, England has a comprehensive system of quality review and

reporting, including for consumers, overseen by the Care Quality Commission.

information that is needed. There are also systems for extracting data

from electronic GP patient management systems, including Canning

and PenCS.

A range of factors has limited the aggregation and assessment of GP

data across the system, including variations in patient management

software, inconsistencies in coding systems, contractual issues, and

privacy concerns.42 Whatever the cause, the result is clear: Australia

has too little system-wide data on why people see their GP, what treat-

ment they receive, and how much the treatment provided improved the

patient’s health.

2.3 There is no framework for measuring quality and rewarding

performance

There is no comprehensive framework in Australia for measuring

or rewarding quality and performance in primary care. Yet pay-for-

performance schemes, which we described in our previous report,

Chronic failure in primary care, are increasingly common in health care

around the world: for example, the Quality and Outcomes Framework in

England (see Box 5 on the next page) and a variety of schemes in the

United States.

Threshold-based payments, such as in the English scheme, allow in-

centives to be tailored so that larger payments are made to practices

which were poor performers at first. In this way, quality improvement is

stimulated where it is needed most.43

Many countries are experimenting with payment incentives to encour-

age practices to collect and report data on their performance. Australia

could develop such a scheme for primary care by reforming the Prac-

tice Incentives Program, which currently targets quality improvement

42. National Prescribing Service (2008).

43. Greene et al. (2015).
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payments to treatment of asthma and diabetes only. Some of the data

that could be incorporated into pay-for-performance schemes are al-

ready collected in Australia. For example, the Medical Director data

set includes ‘before’ and ‘after’ measurements that chart a patient’s

progress on key clinical indicators.

2.4 No one is responsible for the local management and

performance of primary care in Australia

Although the Commonwealth and the states have agreed that the Com-

monwealth is responsible for managing the national primary care sys-

tem, this responsibility has not been delegated. The Commonwealth

established Divisions of General Practice 25 years ago as a step in

that direction. Divisions have since been combined into Medicare

Locals, and more recently Primary Health Networks. But they have

not been given responsibility for the governance and development of

Commonwealth-funded primary care services, nor the tools and skills

to create an effective local primary care system out of the myriad of

separate services providing primary care.

Box 5: Pay-for-performance for diabetes in England’s Quality

and Outcomes Framework

The 2016-17 Framework has 11 diabetes mellitus indicators.a

Each indicator is assigned points and performance thresholds.

The first indicator is that:

• The (practice) establishes and maintains a register of all pa-

tients aged 17 or over with diabetes mellitus, which specifies

the type of diabetes where a diagnosis has been confirmed.

The register is the source of information for other indicators which

assess management of patients with diabetes. For example:

• The percentage of patients with diabetes, on the register, in

whom the last IFCC-HbA1c is 59 mmol/mol or less in the pre-

ceding 12 months.

This indicator is worth up to 17 points for the practice, with each

point being worth £165.18. The minimum threshold on this indica-

tor is 35 per cent, with the upper threshold 75 per cent. Points are

allocated proportionately between the two thresholds.

a. NHS Employers (2016).
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3 Health Care Homes and beyond

A key goal of reforming primary care should be to improve the care

of patients in general practice. An added benefit is this should reduce

hospital demand. This is where Australia can make savings to help off-

set future increases in health-care costs.

Almost every developed country is trying to improve its primary care

system, and most are concluding that the old ways of organising gen-

eral practice no longer work. In the United Kingdom, for example, a

House of Lords committee concluded that the ‘traditional small busi-

ness model of general practice is no longer fit for purpose and is inhibit-

ing change’.44

In Australia, the Commonwealth is reviewing the Medical Benefits

Scheme and the Practice Incentives Program and plans to introduce

Health Care Homes to improve Medicare, particularly for people with

chronic conditions.

The concept of Health Care Homes has been discussed for decades,

and different models have been used in different parts of the world. Ini-

tial international findings suggest Health Care Homes may cut costs

and improve patient care, but the evidence is still equivocal.45

3.1 Health Care Homes are just a first step

The Australian variant of Health Care Homes proposes to organise pro-

fessional teams to deliver integrated care for people with chronic and

complex conditions (see Box 6).46

44. Select Committee on the Long-term Sustainability of the NHS (UK) (2017).

45. Carlin et al. (2016); Afendulis et al. (2017); Sinaiko et al. (2017); and Smith et al.

(2017).

46. Department of Health (Cth) (2017a).

Box 6: How Health Care Homes are proposed to work

Key points from the Commonwealth Government’s media re-

lease:a

• Patients can voluntarily enrol with a general practice to pro-

vide a clinical home base.

• Patients and their families and carers are partners with clini-

cians, to give patients a greater role in their own care.

• Patients get enhanced access to services including through

the use of new technology.

• Patients nominate a preferred clinician as their care coordina-

tor.

• Patients receive flexible, team-based care with an emphasis

on continuity and a commitment to quality and safety.

• Patients and their health-care team collect and share data.

• Fee-for-service payments are bundled into quarterly (capi-

tation) payments that can be used more flexibly to meet the

patient’s needs.

• The goal is better performance by the system, and improved

care for the patient.

a. Ley (2016).
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Under the Healthier Medicare package announced by the Federal Gov-

ernment in 2016, general practices and Aboriginal Medical Services

can become Health Care Homes. Eligible patients can choose to enrol,

in which case a tailored plan to integrate their care will be developed for

them.

The Commonwealth has redirected more than $110 million of existing

general practice funding for a Health Care Homes trial that will involve

200 practices between 2016 and 2019.47

Practitioners and reform advocates broadly support the concept of

Health Care Homes. However, the Royal Australian College of Gen-

eral Practitioners has criticised the design and funding of the trial. In

particular, the College is concerned that the capitation payment model

is underfunded.48

While the Health Care Home trial is a useful first step, it does not ad-

dress all the funding, accountability and information problems identified

in Chapter 2.

3.2 How do we go further?

In the long term, public health and prevention measures, such as re-

ducing the prevalence of obesity, should improve patient well-being and

reduce demand for hospital care.49 But population-wide health mea-

sures can take a long time to work. So interventions that deliver in the

short term are also needed.

But indiscriminate increases in spending on primary care are not the

answer. There is no clear evidence that simply providing more primary

care will lead to significant reductions in hospital admissions.50

47. Department of Health (Cth) (2017b).

48. RACGP (2016).

49. Duckett et al. (2016a).

50. Gibson et al. (2013); Duckett et al. (2016b); and Van Loenen et al. (2016).

3.2.1 The Chronic Care Model provides guidance

Fortunately, there is some evidence on what policies and interventions

work best to enhance primary care and reduce hospital admissions.

These initiatives are commonly targeted at particular patient popula-

tions, and many have been influenced by the Chronic Care Model de-

veloped by US clinician Ed Wagner in the 1990s.51

The Wagner Model identifies six essential elements of a health care

system that provides high-quality care for chronic disease:

1. Health System: a culture, organisation and mechanisms that pro-

mote safe, high-quality care.

2. Delivery System Design: the delivery of effective, efficient clinical

care and self-management support.

3. Decision Support: clinical care that is consistent with scientific evi-

dence and patient preferences.

4. Clinical Information Systems: patient and population data to facili-

tate efficient and effective care.

5. Self-Management Support.

6. The Community: community resources to meet the needs of pa-

tients.

Table 3.1 on the next page shows the common features of initiatives

that have reduced hospital admissions in Australia and overseas,52 and

how each of these features relates to elements of the Chronic Care

Model.

51. Bodenheimer et al. (2002a); Bodenheimer et al. (2002b); Wagner et al. (2002);

and Rothman et al. (2003).

52. A summary of Australian initiatives is provided in the Appendix.
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These features are ultimately about improving the integration and man-

agement of care, rather than improving the quality or quantity of care at

any individual link in the chain. The Canterbury District Health Board in

New Zealand provides an example of this kind of integrated care reform

(see Box 7 on the following page).

3.2.2 Start with general practices or systems?

Better integration of patient care is clearly needed, but should reform

be driven at the level of the general practice or at a system level?

The genesis in the 1990s of the Divisions of General Practice – the

precursors of the Primary Health Networks – was a recognition that

individual general practices did not have the size or skills to drive the

system-wide changes that are needed.53

3.2.3 The Australian experience points to the need for a

system-level approach

Several localised programmes and initiatives in Australia have suc-

cessfully integrated patient care and reduced hospital demand, albeit

to varying degrees.54

As Table 3.2 on page 22 shows, each of these initiatives reflected ele-

ments of the Chronic Care Model. Some examples are:

• Health System: the NSW Chronic Care Collaborative made

system-level improvement by identifying and disseminating best-

practice for patients with heart failure and chronic obstructive pul-

monary disease.

53. General Practice Consultative Committee (1992); and Coote (2009).

54. These initiatives are described in detail in the Appendix.

Table 3.1: Successful initiatives have common features that reflect the

Chronic Care Model

Feature

Related elements of

Chronic Care Model

Continuity of care for patients in the health

providers they see, particularly GPs.
1, 2

Organisation of multidisciplinary care for patients

(e.g. GPs, Allied Health, nursing, specialists).
1, 2, 3, 4

Integration of primary, community and hospital-

level services, both in terms of information

sharing and care pathways.

1, 2, 3, 4, 6

Access to and use of specialist services in the

community.
1, 2, 3, 6

Facilitation of patient self-management. 5

Discharge plans and follow-up procedures to

reduce the risk of re-admissions.
2, 4, 5, 6

Source: Clinical Epidemiology and Health Service Evaluation Unit (2009), Purdy

(2010), Katterl et al. (2012), Dorling et al. (2015), Erny-Albrecht et al. (2016),

Gonçalves-Bradley et al. (2016), Van Loenen et al. (2016), Caughey et al. (2017) and

Imison et al. (2017).
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Box 7: The Canterbury model

Facing unsustainable growth in hospital funding costs, the Canterbury

District Health Board in New Zealand in the late-2000s introduced re-

forms to reduce the demand on hospital services. These changes were

accelerated when the region – particularly Christchurch – was struck by

a severe earthquake in 2011.

The initiatives include:

• Health Pathways: GPs and hospital doctors consult on the best

pathways for patients with different conditions.

• Acute Demand Management: hospital admissions are prevented,

or people who present to emergency departments are discharged,

if community- or home-based care will suffice.

• Community Rehabilitation Enablement and Support Teams: Case

managers seek to ‘pull’ patients out of hospital, and instead pro-

vide care via home visits, up to seven days a week for people

with the greatest need. The aim is to reduce the length of hospital

stays, reduce the chances of re-admission, and delay admission to

aged residential care.

• Use of efficiency and queue theory in hospitals.

• 24-hour GP services.

• Electronic referrals.

• Sharing of electronic patient records.

The reforms worked. Emergency department presentations and hospi-

tal admissions decreased.a GPs and practice nurses believe that Health

Pathways are leading to better care for patients.b And the system as a

whole turned around a NZ$17 million deficit in 2007 to be on track for a

NZ$8 million surplus in 2010-11, prior to the earthquake.c

Although Canterbury provides a model, it should be remembered that

its severe fiscal problems combined with the earthquake to create a

unique ‘burning platform’. In turn, this led to significant ‘buy-in’ to the

reforms from the local health-care workforce.

a. Schluter et al. (2016).

b. McGeoch et al. (2015).

c. Timmins et al. (2013).
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• Delivery System Design: the HealthOne programme in NSW uses

GP liaison nurses to coordinate the delivery of Commonwealth-

funded and state-funded care services.

• Decision Support: the Chronic Care for Aboriginal People pro-

gramme uses guidelines developed from a project that identified

effective care practices for Aboriginal people.

• Clinical Information Systems: the Fitzroy Valley Partnership in-

volves sharing electronic medical records.

• Self-Management Support: the My Health Guardian programme

focuses on giving people the information and support they need to

manage their health.

• The Community: the Aged Care Emergency model at John Hunter

Hospital coordinates various care providers in the community, in-

cluding individual carers, aged care facilities and GPs.

Table 3.2 on the following page also shows these initiatives were all

driven by an agent or organisation other than the patient’s GP. The

change to the model of care was delivered at a system-level, typically

either through cooperation among providers or the top-down coordina-

tion of providers. Although GPs often played an important role in these

programmes, they were never relied on to be the sole coordinator of

care or initiator of change.55 This is not unexpected, given that the need

is to improve the primary care system, not just general practice. The

need is also to improve the relationship between primary care, medical

specialists, allied health professionals and hospitals. General practices

cannot improve care paths by themselves, neither can they improve

hospital discharge planning.

55. The cost effectiveness of the individual programmes is also a relevant considera-

tion. Although we do not review the costs of these programmes in this report, we

consider that systemic implementation of more integrated care is likely to max-

imise cost effectiveness.

3.2.4 Primary Health Networks are best placed to deliver reform

Primary Health Networks (PHNs) are best placed to provide the type of

system-level coordination that has proven to be effective. Indeed, PHNs

were set up with the explicit objective of improving coordination, effec-

tiveness and efficiency of the care services in their respective areas.

Yet the capacity and authority of PHNs should be boosted. In particular,

they should be given the role of systems manager for primary care, a

role which – as discussed in Section 1.2 – is only partly fulfilled by the

Commonwealth at present.
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Table 3.2: Many successful Australian initiatives reflect Wagner’s Chronic Care Model and have not been driven by GPs

Agent Elements of Wagner’s Chronic Care Model

Initiative GP Other

Health

System

Delivery

System

Design

Decision

Support

Clinical

Information

Systems

Self-

Management

Support

The

Community

Silver Chain Home Hospital X X X ? X X X

My Health Guardian X ? X X

HealthOne (NSW) X X X ? X X

Chronic Care for Aboriginal People (NSW) X X X X X X X

NSW Chronic Care Collaborative X X X X X X X

Community Acute Post-Acute Care (CAPAC)

Service (NSW)
X X X ? X X? X

Hospital Admission Risk Program (HARP) (VIC) X X X ? X X X

Inala Chronic Disease Management Service

(QLD)
X X X ? X X X

Fitzroy Valley Partnership (WA) X X X ? X X X

Aged Care Emergency, John Hunter Hospital

(NSW)
X X X ? X X X

Restoring Health Program, St. Vincent’s Hospital

(VIC)
X X X ? X? X X

Pulmonary rehabilitation program, Fairfield

Hospital (NSW)
X X X ? ? X

Notes: The level of focus on the Decision Support element is difficult to assess on the information reviewed because it partly refers to the extent to which providers in each initiative provided

care consistent with the most up-to-date clinical guidelines.

Source: See Appendix A.

Grattan Institute 2017 22



Building better foundations for primary care

4 The way forward

Primary care in Australia is a renovator’s opportunity. Numerous vis-

its to emergency departments and inpatient admissions could be pre-

vented with better management in primary care. The evidence sug-

gests that general practice should make a much stronger contribution to

better health care, particularly for people with chronic disease.

Health Care Homes are potentially an important part of the renovation.

They could provide more comprehensive and integrated care for people

with chronic disease.

But we have shown in this report that some of the essential foundations

for the renovation are missing.

For example, Australia does not yet have enough data to develop a

blended payments model that includes capitation payments. Risk ad-

justment for capitation payments has not yet been developed. The best

ways to measure the quality of patient care have not yet been decided.

Nor is there sufficient support for primary care providers to introduce

new data systems, payment models and service-delivery measures so

they can provide integrated care for people with chronic conditions.

All these are required to ensure better outcomes for patients and to

slow hospital cost growth by reducing potentially preventable admis-

sions. There is no quick fix. These foundations can’t be built overnight.

Even when they are built, change will take time as general practices

and other elements of the primary care system learn to work together

in new ways.56

Australia cannot simply import a model from overseas. The details of

what is right for Australian primary care need to be worked through with

56. Afendulis et al. (2017).

all stakeholders in the system. A consensus needs to be built. How-

ever, the renovation should start now with two key foundations: getting

the data necessary to manage the primary care system, and improving

local planning and coordination of primary care.

The expected lifting of the freeze on Medicare rebates for GPs provides

the catalyst for the Commonwealth to negotiate strategic reforms. It

would be a lost opportunity for Australia if the Government simply rein-

stated indexation without winning agreement on primary care reforms

to improve patient care and cut hospital costs.

4.1 Start by paying for better data

Without much better data on primary care patients, services and pa-

tient outcomes, we are managing in the dark. If we don’t know what the

baseline is, we cannot measure progress. Better data is fundamental to

any systematic reform of primary care.

The practices that act as Health Care Homes will provide some helpful

information, but system-wide data is needed.

As a first step, an additional payment should be made to general prac-

tices that agree to collect and report data on patient characteristics,

conditions, services and patient outcomes. Most general practices al-

ready use electronic patient management systems that collect this in-

formation. The data should be provided to Primary Health Networks

(PHNs), and then reported by PHNs to the Commonwealth in a way

that protects patient privacy.57

General practices that agree to participate should get a quarterly pay-

ment. The payment would reflect the number of patients who attend

57. Liaw et al. (2015).
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the practice, using an existing measure, the Standardised Whole Pa-

tient Equivalent.58 The level of the payment would be commensurate

with the amount that would otherwise have been paid to index Medicare

rebates for GPs.

In the first instance, the required information could simply be peeled

off existing practice software, subject to patient privacy safeguards.59

There would be no additional red-tape burden on practitioners.

A national data set is important for monitoring service quality and pa-

tient outcomes. Once new arrangements have been established, pay-

ments should be adjusted depending on service quality and patient

outcomes. Work should start now on developing an agreed Australian

quality and patient outcomes framework for primary care.60

To date, integrated information on patients, services, patient outcomes

and costs has only been available through the Bettering the Evaluation

and Care of Health (BEACH) data set.61 But that was based on only a

limited sample of GP visits. The National Prescribing Service also col-

lects data (NPS MedicineInsight) but that is also sample data. A com-

prehensive Minimum Data Set would provide information on different

groups of patients across all general practices.

A Minimum Data Set for primary care should be developed using stan-

dard definitions and codes which can be linked to those used for hospi-

tals.62 These should be incorporated into patient management systems

used by general practice (e.g. Medical Director, Best Practice).

58. Department of Human Services (Cth) (2017).

59. For example, we were able to use this data for our previous report, Chronic failure

in primary care.

60. The Australian Commission on Safety and Quality in Health Care has developed

a set of Practice-level indicators of safety and quality for primary health care, but

these are only voluntary and have not been implemented systematically.

61. Family Medicine Research Centre (2016).

62. For example, codesets and definitions based on SNOMED CT, an international

health care terminology standard.

The Minimum Data Set should be generated as part of normal elec-

tronic medical record keeping. It need not require additional data entry.

A comprehensive framework for assessing quality and patient out-

comes should be introduced in Australia as part of the Minimum Data

Set. This has been done overseas. The most comprehensive model

is the English Quality and Outcomes Framework for general practice

which has been in place for more than a decade.63 The English scheme

is not without its problems but that experience, and the ideas for re-

placement schemes, should inform the development of an Australian

scheme.64

The quality indicators developed for Australia should be based on con-

temporary approaches to measuring quality in primary care, potentially

including monitoring practitioner adherence to agreed models of care.65

The Australian model should focus on the patient characteristics and

conditions and complications which are preventable through better pri-

mary care and which increase risk of hospital admission. The patient

outcomes indicators should include clinical indicators, morbidity and

mortality measures, and hospital and residential care admissions. Of

course none of this is possible in the absence of good data on what

goes on in general practice.

The quality and patient outcomes indicators should also be linked to the

health pathways currently being developed through PHNs.

Once a quality and patient outcomes framework is in place, payments

to general practices for the data they provide should be increased or

decreased depending on the performance of the practice. These pay-

ments would replace the existing Practice Incentives Program, and

would provide direct, financial incentives for better primary care.

63. McDonald et al. (2009).

64. Doran et al. (2014); and Ashworth et al. (2017).

65. Young et al. (2017).

Grattan Institute 2017 24



Building better foundations for primary care

Strengthening the external accountability of general practices will pro-

vide an incentive for practices to improve their internal management.66

4.2 The Commonwealth and the states need to work together to

making lasting improvements

Better data collection and the introduction of incentives to improve qual-

ity and patient outcomes are important first steps on the path to a ren-

ovated primary care system. But if the job is to be done properly, the

Commonwealth and the states will need to develop a joint strategy over

the next decade to better integrate primary care and hospital services.

Without an overarching strategy, the piecemeal progress of the past two

decades is likely to be repeated.

Primary care providers, including general practices, will need significant

support throughout the reform process. General practices on their own

cannot achieve systemic change.

Data will need to be collected and aggregated from general practices to

provide feedback on costs, quality and patient outcomes to all practices

in their region. More integrated care will require system-wide change.

It will involve GPs, pharmacies, specialist medical practitioners, pathol-

ogy, hospitals and extended-care providers. At the moment no one is

responsible for such cooperation and integration within local health sys-

tems.

Some of the architecture required is already in place. The Common-

wealth is committed to growth in its contribution to hospital funding

of up to 6.5 per cent a year until 2020. Both levels of government are

committed to bilateral agreements to improve care and reduce hospital

admissions for people with complex and chronic conditions. The states

have agreed to work with the Commonwealth in selected regions on

issues such as planning, coordination, information sharing, education,

66. Pimperl et al. (2017).

and pooled funding. Initiatives to improve primary care have already

begun in some states.

These arrangements need to be supplemented by an overarching pol-

icy that pulls the Commonwealth and pushes the states towards im-

provement in every part of Australia. Improvement should not be limited

to those general practices selected to be Health Care Homes.

These arrangements should also be enhanced in the next round of

Commonwealth-state agreements, for 2020 and beyond. Primary care

agreements should be struck between the Commonwealth and each

state. Agreements should specify the investment the Commonwealth

and the state will make to improve primary care for patients. Targets

for reducing hospital admissions should be set. Performance should

be monitored and the Commonwealth, the state and the PHN held ac-

countable for progress.

Negotiations for the 2020 hospital agreements should be accompanied

by negotiations for 2020 primary care agreements. These negotiations

should start now.

4.3 Primary Health Networks need to be given a central role

As part of the new Commonwealth-state agreements, specific tripartite

agreements should be struck with every PHN around Australia. These

should specify funding and results targets, and commit the Common-

wealth, the state and the PHN to specific local system changes to im-

prove patient care and reduce potentially preventable hospital admis-

sions.67

These tripartite agreements should provide a new basis for cooperation

between Commonwealth and state governments, helping to overcome

the disjunctions caused by Australia’s fractured federalism.68

67. Duckett et al. (2016b).

68. Duckett et al. (2007).
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The PHNs should be strengthened as locally governed organisations

to improve care for people in their area. The PHNs should be account-

able to both the Commonwealth and the state, but micro-managed by

neither.

Each PHN should have much greater responsibility for improving the in-

tegration of care in their region. Their mandate should make clear that

they are responsible for supporting and developing local general prac-

tices, and coordinating system changes. PHNs should be required to

incorporate strategies for integrated care into their planning and budget.

And they should report annually on progress.

The data PHNs collect from GPs could be used to identify gaps in ser-

vice provision. For example, if a general practice’s pattern of care sud-

denly changes to include more mental health assessments, this might

signal a need for more specialist mental health services in that region.

PHNs should build on the improvement initiatives that have worked in

the past, such as the primary care collaboratives.69 However, the knowl-

edge base about how to create effective ‘communities of practice’ is

still developing – including how engaging dispersed practices in rural

and remote Australia is addressed – so it is important that PHN local

improvement initiatives are evaluated.70

PHNs will need to strengthen their skill sets in order to discharge this

stronger and more central role in the health system.

4.3.1 A potential primary care dividend

Where reductions in the growth of hospital admissions are achieved,

the Commonwealth should realise a dividend by reducing the growth of

its hospital funding to the states. The Commonwealth may be able to

69. Schattner et al. (2010); and Knight et al. (2012).

70. Li et al. (2009); Ranmuthugala et al. (2011a); and Ranmuthugala et al. (2011b).

phase down its current 6.5 per cent growth cap over the life of the new,

post-2020 hospital agreements.

Similarly the states, in a coordinated effort with the Commonwealth,

could invest in primary care prevention and substitution of hospital ad-

missions to reduce their hospital spending growth.71

4.3.2 Agreements as a platform for future improvement

Agreements between PHNs and primary health care providers (i.e. Pri-

mary Care Practice Agreements) could provide a mechanism for nego-

tiating changes in practice with GPs and other health care providers to

improve patient care.

Once new data collection and reporting, quality and patient outcomes

measures, and payments are in place, PHNs could commission and

manage extra payments from the Commonwealth and the states to fur-

ther improve the coordination of care in their area. PHNs will have the

data and could also assess general practices to recommend levels of

reward payments such as in a revamped Practice Incentive Program,

and administer these payments. This would enhance the PHNs’ ability

to shape the primary care system in their region.

PHNs should feed back to general practices their own data, and how

they are tracking compared to their peers, thus enabling practices to

benchmark their own performance and work out where they can im-

prove.

71. Despite a primary care dividend providing a potential source of ongoing funding for

this investment, there may be one-off, transition costs associated with investing in

the necessary data systems at the primary care level. Imison et al. (2017) find that

in the UK such fixed costs have sometimes been neglected when assessing the

economic benefit of primary care reforms.
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4.3.3 Don’t forget prevention and equity

The PHNs should focus on the most disadvantaged. In our 2016 re-

port Perils of place, we showed that parts of Australia had very high

rates of potentially preventable hospital admissions for a decade. We

recommended that PHNs take a lead in developing local, place-based

interventions to reduce those admissions.

In parallel with the changes to the primary care system we have dis-

cussed in this report, the Commonwealth, the states and the PHNs

need to work with other sectors to improve equity of health outcomes

by addressing broader social determinants of health.72

4.4 The benefits of reform are significant

Australia’s current system of primary health care is failing sufferers of

chronic disease. Our report, Chronic failure in primary care, described

these failings and the substantial scope for improvement.

We also know from Australian and overseas experience that better in-

tegrated care can reduce hospital admissions.73 As discussed in Box 2

on page 8, potentially preventable hospital admissions accounted for at

least $322 million of expenditure in 2010-11.

72. Baum et al. (2009).

73. See Chapter 3.
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5 Conclusion

The problems with primary care in Australia have been apparent for at

least two decades. Chronic conditions have become a much greater

burden. Care for patients with chronic conditions is fragmented; patient

outcomes can and should be improved; unnecessary admissions to

hospital can be reduced; and resources could be used much more

efficiently.

If these problems are to be addressed, better integration of care is

essential, and that requires better systems management. Initiatives

like the Health Care Homes trials are useful but they are not enough.

Individual general practices cannot and should not be expected to drive

systems change.

A more strategic ‘whole of system’ approach that brings together data

systems, performance management, care pathways, service develop-

ment, funding reform and systems management is required.

The Commonwealth and the states need to agree on delegated systems

managers for local populations. Primary Health Networks are in the

best position to take on this role.

This will take time – perhaps a decade or so. But it is important to have

a plan and make a start. The expected lifting of the freeze on Medicare

rebates provides an opportunity for the Commonwealth to pay GPs

for much more comprehensive patient data. As better data becomes

available, standards for care quality and patient outcomes can be set

and monitored, and payment systems reformed to reward practices that

get the best results.

The benefits of reform are significant. Hospital and primary care costs

are growing, particularly for people aged over 65. Many hospital ad-

missions could be avoided with better primary care systems, saving

hundreds of millions of dollars each year.

More importantly, dramatic improvements are possible in the care of

patients with chronic and complex conditions.
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A Examples of Australian initiatives that have reduced hospital demand

Name Description Results

Non-government

Silver Chain Home

Hospital

(McGowan et al. (2013))

Silver Chain group is a non-profit health care provider. The

Home Hospital programme involves hospital substitution

services, hospital avoidance, and post-discharge services.

Potentially avoidable hospitalisations were 29% lower in the

Perth metropolitan health system in the year following the

introduction of Home Hospital (2010-11) relative to the year

prior (2007-08).

My Health Guardian

(Hamar et al. (2015))

A free online programme offered to HCF members. Involves

health assessments, health action plans, personalised

health support, education and health behaviour tracking.

Registered nurses provide telephone support to assist self-

management.

Over the period 2010 to 2013, the likelihoods of hospital

admission and re-admission for a sample of people with heart

disease and/or diabetes using the programme were 27% and

45% lower, respectively, relative to a control group.

State-level

HealthOne (NSW)

(McNab et al. (2013))

Brings together Commonwealth- and state-funded care

services. GP liaison nurses identify and coordinate care

needs across multiple disciplines.

For 125 patients at the Mount Druitt hub, an analysis of the 12

months before and after enrolment in the programme found

significant reductions in average:

• number of emergency department presentations per

patient (3.1 versus 2.6 per year);

• time spent by patient in emergency departments (12.5

versus 6.6 hours); and

• length of stay in hospital (6.3 versus 3.7 hours).

There was also an insignificant reduction in average admis-

sions per patient (1.4 versus 1.2 per year).
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Name Description Results

Chronic Care for

Aboriginal People (NSW)

(R. Gordon et al. (2012))

Seeks to provide better access to chronic disease services

for Aboriginal people, as well as provide ‘best practice’

care consistent with the eight elements identified through

the Walgan Tilly project as being effective for the care of

Aboriginal people.

Follow-up in the 48 hours following discharge from hospital was

found to reduce re-admissions by 4%.

NSW Chronic Care

Collaborative

(W. Schofield et al.

(2005))

Brought together teams from multiple hospitals and care

providers to identify and then disseminate improved

care practices for patients with heart failure and chronic

obstructive pulmonary disease.

As a proportion of all NSW admissions:

• Heart failure admissions were significantly lower for

October, November and December in 2004 than for the

same months in 2003.

• Chronic obstructive pulmonary disease admissions were

significantly lower in November and December 2004 than

for the same months in 2003, though in May and October

there were significant differences in the opposite direction.

Findings were tentative.

Community Acute Post-

Acute Care (CAPAC)

Service (NSW)

(Department of Health

(NSW) (2008))

Provided at the level of local health districts, service

involves multidisciplinary in-home care in order to avoid

hospital admission and provide for earlier discharge in the

case of a post-acute episode.

At one metropolitan Sydney hospital, 30% of cellulitis presen-

tations to the emergency department were seen by the CAPAC

service, avoiding admissions to hospital which equated to 741

bed-days saved.
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Name Description Results

Hospital Admission Risk

Program (HARP) (VIC)

(Department of Human

Services (VIC) (2006))

HARP funded hospital- and local-level projects with the

objective of developing new approaches to patient care,

thereby reducing hospital admissions. The majority of

projects focused on improving communication and cohesion

between services, the management of ‘at risk’ patients, and

the proactive management of patients.

HARP patients had:

• 35% fewer emergency department attendances;

• 52% fewer emergency department admissions; and

• 41 fewer emergency bed days.

The reduced need for hospital services was equivalent

to around one emergency department attendance, two

emergency department admissions, and six days spent in

hospital each year for every HARP patient.

Local-level

Inala Chronic Disease

Management Service

(QLD)

(Zhang et al. (2015))

Patients are referred by their GP to a ‘beacon practice’,

where specially trained GPs and a multidisciplinary team

devise a management plan for them.

Over a two-year period, patients using the service were nearly

half as likely to have a potentially preventable, diabetes-related

hospital admission than those receiving regular care.

Fitzroy Valley Partnership

(WA)

(Reeve et al. (2015))

Partnership between hospital, primary and community

care services. Involves sharing of governance, funding and

electronic records.

Evaluation of a six-year period found decreasing trend in

the proportion of hospital admissions requiring emergency

evacuation. Trend in hospital admissions remained relatively

flat.

Hospital-level

Aged Care Emergency,

John Hunter Hospital

(NSW)

(Conway et al. (2012))

Provides triage, consultancy, clinical support, and advice

for aged care facility staff, carers and GPs. A clinical nurse

consultant plays a central role.

Between 2010 and 2011, 35% reduction in length of stay, 16%

reduction in emergency department presentations, and a 19%

reduction in emergency department admissions for patients

aged 75 years and older from residential aged care facilities.
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Name Description Results

Restoring Health

Program, St. Vincent’s

Hospital (VIC)

(Howard et al. (2008))

A HARP programme providing a multidisciplinary model

of care. Key features include hospital-based key contact

liaisons, community-based outreach nursing and allied

health staff, outpatient disease-specific rehabilitation

programs, and a rapid access outpatient clinic for urgent

medical assessment

Emergency department presentations, hospital admissions and

length of stay decreased significantly between six months pre-

recruitment and six months post-recruitment for patients with

chronic respiratory diseases, diabetes and heart failure.

Pulmonary rehabilitation

program, Fairfield

Hospital (NSW)

(Hui et al. (2003))

Operating out of an outpatient physiotherapy clinic,

involved patient sessions with a physiotherapist under the

supervision of a doctor.

Led to lower rates of hospitalisation and shorter lengths of stay

in the 12 months following completion of the programme.

Sources: As noted in table, as well as Erny-Albrecht et al. (2016) and Katterl et al. (2012).
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