PRIMARY HEALTH NETWORK CRITICAL SUCCESS FACTORS
AHHA PRIMARY HEALTH NETWORK DISCUSSION PAPER SERIES: PAPER ONE

INTRODUCTION
In April 2015 the Commonwealth Health Minister, the Honourable Sussan Ley, announced the
establishment of 31 new Primary Health Networks that will “reshape the delivery of primary health care
1

across the nation” . Primary Health Networks (PHNs) are to be ‘outcome focussed’ on improving
frontline services and ensuring better integrated care between primary and acute care services.
Specifically the Minister stated that the Government seeks to “ensure Australians are able to access
the right care, in the right place, at the right time and Primary Health Care Networks form a core part
2

of our plan” .

In improving the delivery of local primary health care services, Minister Ley noted that the Government
has set Primary Health Networks six priority areas for targeted work in:


mental health;



Aboriginal & Torres Strait Islander health;



population health;



health workforce;



eHealth; and,



aged care.

To facilitate discussion of the key challenges and opportunities arising from the establishment and
operations of PHNs, this series of discussion papers published by the Australian Healthcare and
Hospitals Association (AHHA) considers a combination of the critical success factors for PHNs and
explores each of the priority areas in the context of organised primary health care in Australia.

The PHN program has the potential to make a significant positive difference in health outcomes for all
Australians. This paper, PHN Discussion Paper #1 - Primary Health Network Critical Success
Factors, reflects on the lessons learnt from previous organised primary health care models in
Australia, considers the factors that are essential for PHNs to create true public value, and identifies
some key issues which PHNs and the Government need to address to ensure that PHNs are given
every opportunity to succeed.
1
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PHN MISSION / PURPOSE
The stated mission of Primary Health Networks is to be “clinically-focused and responsible for
3

improving patient outcomes in their geographical area” .
More specifically, PHNs are “being established with the key objectives of (1) increasing the efficiency
and effectiveness of medical services for patients, particularly those at risk of poor health; and (2)
improving coordination of care to ensure patients receive the right care, in the right place, at the right
4

time” .
To achieve these objectives, PHNs will be “aligned to Local Hospital Networks and will improve
frontline service delivery by working to integrate the primary, community and secondary sectors for the
benefit of patients. PHNs will actively engage General Practitioners, health professionals and the
community through local level structures to identify and respond to local health priorities, establish
care pathways and monitor the quality and performance of services. A key focus of the PHNs will be
5

working collaboratively with LHNs to reduce hospital admissions and re-admissions” .

The focus and structure of the PHN model builds on the evolution of organised primary health care
underway in Australia since the 1990s. This evolution has seen successive transitions from Divisions
of General Practice, to Medicare Locals, and now onto Primary Health Networks. As such, there is
much insight, capability and local infrastructure in the sector upon which PHNs can build.

CRITICAL SUCCESS FACTORS

Five discrete, yet inter-related, critical success factors are evident when considering the legacy of the
previous models of organised primary health care – Divisions of General Practice and Medicare
Locals. It will be important for PHNs to get these right in order to be successful in pursuing their
stated objectives.

1. Results: In order for PHNs to be successful they need to able to demonstrate the achievement of
meaningful and measurable outcomes. That is, “PHNs must be held accountable to their local
communities, working in collaboration with other regional stakeholders, to improve patient and
6

community health outcomes” .
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A major flaw in the Medicare Local model was the lack of an effective performance management
framework. In his review of Medicare Locals, Prof John Horvath noted that, with respect to
performance reporting and monitoring “reporting requirements mandated by Government at the
establishment of Medicare Locals resulted in a complex and often burdensome situation…
7

performance measures were input and process driven, not outcome focussed” .
Furthermore, notwithstanding the National Health Reform Agreement stating that “the
8

Commonwealth will establish performance management arrangements for Medicare Locals” and
the National Health Performance Authority’s role in developing a Performance Accountability
9

Framework to “report on the performance of every Medicare Local” , in practice the arrangements
that were in place were inadequately designed and inappropriately applied. As noted in the
Medicare Local Review “performance against objectives is difficult to measure both at an
individual Medicare Local collective network level…there is not a single point of accountability for
the performance of the Medicare Local network…the current performance framework is heavily
input or process-based, with very limited output or outcome-based KPIs. This style of
performance reporting is perceived to be burdensome and emphasises a low risk appetite in
10

managing the network” .

This situation was not helped given that the stated strategic objectives

11

of Medicare Locals were

considered by many to be ambiguous and difficult to measure.
In learning from the Medicare Local experience Prof Horvath recommended that “to enable PHNs
to perform effectively, reporting requirements and processes need to be pruned and streamlined,
12

with a major focus on measurable outcomes” .

As such, a performance management and reporting framework which clearly identifies priorities
and achievable KPIs, and is focused on health outcomes, must be in place. This performance
information must be both attributable to the actions of the PHN, comparable across PHNs, and
within scope of the health system to influence. Furthermore, the performance framework must
enable Governments to measure the overall performance of the PHN program and demonstrate
value for money at the state/territory and national levels.
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Put simply “clear identification of priorities (essential, important, desirable) and achievable KPIs
13

will be critical to avoid PHNs being set up for failure” .

2. Resources: PHNs require the right resources (people, expertise, funding, government support,
etc) in order to deliver on their stated objectives. The operating context of each PHN will differ
depending on factors such as location, demography, socio-economic status, population health
factors and predicted changes over time. As such, funding must reflect the costs of addressing
these needs, not just the number of people in a given location. This view is supported by key
stakeholders in the sector as evidenced through consultations conducted by the AHHA and the
Public Health Association of Australia (PHAA) in 2014 where the widely held view was that
“resourcing of PHNs will be problematic if funding is provided on a population basis, rather than
14

according to need” .

An immediate challenge for newly-established PHNs will be to ensure appropriate, adequate and
experienced staffing is in place. As a result of the level of uncertainty in the sector since the
announcement of PHNs in May 2014, many communities have lost experienced health
professionals as they have sought more stable employment opportunities. This has resulted not
only in a loss of services, but also the loss of local knowledge and local relationships, both of
which are fundamental elements for PHN success.

Investment in health literacy and prevention strategies is key to effectively addressing population
health outcomes. Likewise, system improvement and redesign, together with investment to
stimulate local markets, may be more effective than simply commissioning services. There is little
mention of these activities in the PHN model. A focus purely on plugging service gaps, and
improving efficiency and effectiveness of service provision within the current system “comes with
an associated risk of continuing under-investment in areas such as prevention, early intervention
15

and whole-of-system redesign” .

In order for PHNs to succeed they require the right level of resources. That is, the combination of
qualified staff, local knowledge, adequate funding for services to meet local needs, and additional
resources for investment in health literacy, early intervention and prevention, as well as local
health system innovation and redesign.
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3. Relationships: It is widely agreed that the success, or otherwise, of PHNs depends on their
ability to engage and collaborate with others - “The key to progressing and enhancing outcomes
through PHNs will be an ability to work collaboratively, and in genuine partnership with other, like16

minded organisations and key stakeholders, to deliver better health outcomes” .
17

Whilst there are some Medicare Local examples of leading practice with regards to collaboration ,
the Medicare Local experience has also shown that effective collaboration can prove challenging
to achieve in practice. For example, although engagement and collaboration between Medicare
Locals and Local Hospital Networks was of crucial importance, the Medicare Local Review noted
that “there are undoubtedly instances where Medicare Locals and LHNs have proactively engaged
and successfully collaborated. However, both the extent and scope of engagement has varied
18

significantly” .

It is in this context that PHNs must consider how best to build a core competency in collaboration
so as to effectively work directly with General Practice, other primary health care providers,
secondary care providers, hospitals and other stakeholders, to ensure that health services are
working together with maximum benefits for their patients and communities.

Notwithstanding that engagement with clinicians and community representatives is prescribed in
the PHN model (via Clinical Councils and Community Advisory Committees) there is much work
for PHNs to do. It is imperative that from the date of their establishment, PHNs invest time, effort
and resources into identifying and engaging their key stakeholders, and translating engagement
into meaningful, productive collaboration that delivers both mutual benefits for partners and health
outcomes for communities. This task should not be underestimated by PHNs as they seek to
engage existing stakeholders who invested their time and effort into relationships with
organisations (Medicare Locals) that no longer exist. As Prof Horvath notes in his review of
Medicare Locals - “there is potential for reform fatigue to erode positive relationships and
19

goodwill” .
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In addition to engagement with health services providers, PHNs must also be equally adept at
engaging the patients and carers in the communities they serve. Lyn Morgain, Chief Executive of
Cohealth, one of Australia's largest community health organisations, articulates the need and
value of consumer engagement for PHNs, noting “evidence from the consumer health movement
is clear: that active consumer participation at all levels in the development, implementation and
evaluation of health strategies and programs is integral to their success. Whilst clinicians are vital
to the quality of care and have to contribute to enhancing the efficiency and effectiveness of the
system, this knowledge cannot be a substitute for the insight brought to the design process by
those with lived experience”

20

Particularly important will be effective engagement with Indigenous communities and
stakeholders, noting the role PHNs will have in supporting Indigenous health programs.

4. Reputation: Within the sector some have argued that the objectives and functions of Medicare
Locals were not widely understood by key stakeholders and the wider community. This led to “a
sense of confusion and relevance with service sectors, governments and the community”

21

with

regards to what Medicare Locals were set up to do. Similar concerns have been voiced about the
PHN model.

22, 23

PHNs must proactively take ownership of this issue by creating and communicating an engaging
narrative that “clearly articulates the value proposition for patients, GPs, primary health care
providers and the broader community”

24

of the PHN. This will require PHNs to adopt a strategic

and adaptive approach to communication that:


utilises the resources and relationships at their disposal;



articulates their objectives and demonstrates their performance in achieving them;



provides a compelling rationale for their purpose and functions; and



demonstrates how they contribute to keeping people well and out of hospital.

Early investment in building their profile and reputation will pay dividends to PHNs as they seek to
make a difference in their communities.
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5. Levers: Despite efforts of PHNs to articulate and communicate their role and objectives, they
cannot rely solely on influence and reputation to drive significant change. Structural and
resourcing levers are also required to ensure that PHNs have a credible place at the negotiation
table with their health sector peers. A lesson from the Medicare Local model is clear - “Medicare
Locals have a limited mandate within the system and this is exacerbated by the limited set of
25

levers available to them” .

Given this, other players within the health system must also act in order to provide a mandate
across the system for PHNs to execute their responsibilities. This needs to be supported through
an alignment of relevant legislation and structures, ensuring PHNs are equipped with adequate
levers, enabling them to play their role in effecting system level change.
The Australian Government’s soon to be formed Primary Health Care Advisory Group could play a
major role in enabling system level change. The Group’s purpose to “explore innovative models of
primary health care funding and delivery” including “consideration of alternative funding models
26

and partnership arrangements with the States and Territories” provides a useful vehicle to effect
system level reform and provide PHNs with the necessary levers to deliver on their objectives.
Notwithstanding this, the Group’s stated membership is a “mix of clinicians, academics and
consumers”

27

and without the inclusion and active participation of Commonwealth, state and

territory health bureaucrats, as well as representation from PHNs and the broader health sector, it
may prove difficult to translate new ideas generated by the Group into action and outcomes.

PHNs DELIVERING PUBLIC VALUE

In addition to each of the critical success factors explored above, Harvard academic, Mark Moore’s
‘public value model’

28

offers a useful way to further consider what PHNs and the Commonwealth

Department of Health must get right in order to deliver on the Government’s desired policy objectives.
The public value model considers the overall value, legitimacy and feasibility of the translation of
public policy into programming and outcomes. Central to Moore’s public value model are three
distinct, yet inter-related, factors that are seen as essential for creating public value. These three
factors are considered below in the context of the successful establishment and operation of PHNs.

1. Public Value Outcomes: a clear definition and specification of the public value outcomes which
the PHN program will deliver
25
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2. Authorising Environment: an overarching policy narrative and requisite cross-jurisdictional support
which provides legitimacy and mandate for PHNs in the health system
3. Operational Capacity: operational and administrative feasibility, with requisite levels of resourcing
within Government to administer, manage, support and evaluate the PHN program, and the
provision of adequate levels of resourcing to PHNs in order for them to deliver on their objectives

FACTOR ONE

Public Value
Outcomes

REQUIRED ELEMENTS


Clear and measurable objectives aligned to needs and expectations



Agreed performance evaluation framework for PHN operations and outcomes



Clearly defined roles and responsibilities for monitoring and evaluation of PHN
performance



Performance reporting informing best practice and continuous improvement

FACTOR TWO

Authorising
Environment

REQUIRED ELEMENTS


Mandate to act and relationships to enable delivery



Federal and State/Territory bi-lateral agreements in place



Shared understanding of the PHN role and responsibilities at regional/local

29

scale and strong relationships with key stakeholders


LHN/PHN agreed roles, responsibilities and accountabilities



Agreed ‘rules’ for working with PHNs and appropriate administration by
Department of Health



Commitment from all levels of government and across all political parties to
support the PHN model and their role within the health system



Appropriate levers enabling PHNs to drive achievement of their objectives and
the delivery of public value

FACTOR THREE

REQUIRED ELEMENTS


Appropriate levers and adequate resources



Appropriate governance arrangements which balance accountability and

Operational
Capacity

flexibility, and foster rather than discourage innovation


Functional capabilities aligned to PHN and Department of Health objectives



Access to data and appropriate analytical capability



Transition arrangements that ensure service continuity

29

This is consistent with AHHA’s Primary Health Care Coordination position statement calling for “the finalisation of bi-lateral
National Primary Health Care Strategic Framework implementation plans must be a priority for the Commonwealth, states and
territories”.

8

Identifying the required elements using the public value model reveals that the PHN program
potentially offers substantial public value. However, this assessment does also raise some significant
issues regarding key elements required to ensure the success of the PHN model, including:


Clarity is needed regarding the specific objectives for PHNs and the performance evaluation
framework which will be applied to their work.



There has been limited discussion regarding the levers available to PHNs to enable them to
deliver optimum public value and overall system change. Without these levers, PHNs potentially
will be ‘toothless tigers’.



Clarity on the enablers available to PHNs is also required – for example, data accessibility,
support for cross-sector relationships, and the building of capacity and capability in general
practice.



The absence of executed bilateral agreements regarding the respective roles and responsibilities
of the Commonwealth and State/Territory governments with respect to PHNs and their functions
within each State/Territory health system is problematic.



There is a lack of information regarding the resourcing and capability within the Department of
Health with regards to managing and supporting the PHN program, noting the responsibility of the
Department to support PHNs in sharing best practice, knowledge and experience, and facilitating
innovation in order to drive continuous improvement within PHNs.



Innovation sharing and communication across the health sector must be proactively fostered –
while Department of Health processes will be important in this regard, the breadth of relationships
across the sector will require an inclusive approach to engagement with a wide range of
stakeholders.



Each PHN’s operational budget will need to be adequately resourced to enable the PHN to deliver
on the objectives set by the Government and meet the needs of the communities they serve. This
will require continual refinement, informed by population health data, and taking into account the
need to invest longer term in health literacy and prevention.



Continuity of programs, services and support for patients and service providers in the operational
transition from Medicare Locals to PHNs has been seriously hampered by protracted
administrative processes since the 2014 Commonwealth budget announcements. Recent
uncertainty in funding allocations has also heightened the degree of scepticism amongst
providers, and their consequent reluctance to engagement will need to be overcome. Ensuring
PHNs have sufficient time and support to become fully operational post 1 July 2015, given the
challenging transition arrangements, will be critical.

9

Further consideration of these key issues is warranted by PHNs, Commonwealth and State/Territory
governments and other stakeholders in order to ensure that the PHNs are afforded every opportunity
to deliver on the stated intent and objectives.

CONCLUSION

The concept of organised primary health care is widely seen as a solution to: providing better value for
money; improving population health outcomes; responding to the increasing chronic disease burden;
addressing health system fragmentation; and, improving service accessibility.

Primary Health Networks are the next step in the evolution of organised primary health care in
Australia. There are some salutary lessons to be learnt from their antecedents and these must be
taken into account to avoid the risk of both not building on the legacy of Divisions of General Practices
and Medicare Locals, and repeating the mistakes of the past.

FOR MORE INFORMATION ON THE AHHA PRIMARY HEALTH NETWORK DISCUSSION PAPER
SERIES, CONTACT:
Alison Verhoeven
Chief Executive
Australian Healthcare & Hospitals Association
T: 02 6162 0780 | F: 02 6162 0779 | M: 0403 282 501
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MENTAL HEALTH
AHHA PRIMARY HEALTH NETWORK DISCUSSION PAPER SERIES: PAPER TWO

INTRODUCTION

In April 2015 the Commonwealth Health Minister, the Honourable Sussan Ley, announced the
establishment of 31 new Primary Health Networks that will “reshape the delivery of primary health care
1

across the nation” . Primary Health Networks (PHNs) are to be ‘outcome focussed’ on improving
frontline services and ensuring better integrated care between primary and acute care services.
Specifically the Minister stated that the Government seeks to “ensure Australians are able to access
the right care, in the right place, at the right time and Primary Health Care Networks form a core part
2

of our plan” .

In improving the delivery of local primary health care services, Minister Ley noted that the Government
has set Primary Health Networks six priority areas for targeted work in:


mental health;



Aboriginal & Torres Strait Islander health;



population health;



health workforce;



eHealth; and,



aged care.

To facilitate discussion of the key challenges and opportunities arising from the establishment and
operations of PHNs, this series of discussion papers published by the Australian Healthcare and
Hospitals Association (AHHA) considers a combination of the critical success factors for PHNs and
explores each of the priority areas in the context of organised primary health care in Australia.

The PHN program has the potential to make a significant positive difference in health outcomes for all
Australians. This paper, PHN Discussion Paper #2 – Mental Health, considers this topic in the
context of organised primary health care in Australia and identifies key issues for exploration and
resolution.

1
2

Media Release “New Primary Health Networks to deliver better local care” Minister for Health (11/4/15)
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MENTAL HEALTH
3

Each year more than 3.6 million adults and 60,000 children in Australia experience mental ill-health .
Further, the National Mental Health Commission reports that“over a lifetime, nearly half of the
4

Australian adult population will experience mental illness at some point” .

The nature of mental illness is such that individual mental health disorders are often experienced
along with other physical and mental health conditions 5. This situation is further exacerbated by
people suffering mental ill-health often also experiencing a range of non-medical stressors (eg: social
and/or economic hardship) that impacts their health and wellbeing 6.

The estimated economic cost of mental ill-health in Australia is said to be up to $40 billion a year
(more than 2% of GDP) in direct and indirect costs, lost productivity and job turnover 7. Worryingly, the
future costs of mental illness are anticipated to rise, with the World Economic Forum forecasting that
over the next two decades the global economic cost of mental illness will exceed that of cancer,
diabetes and respiratory ailments combined 8.

Recognising the scale and impact of mental health issues in Australia, now and into the future, the
9

Australian Government is “committed to supporting Australians with, or at risk of, mental illness” .
Expressed as a financial commitment, in 2012-13 the Australian Government “spent almost $10 billion
on mental health and suicide prevention”

10

in programs administered by16 Commonwealth agencies.

Notwithstanding the introduction of the National Mental Health Strategy in the 1990s, four subsequent
National Mental Health Plans, and ongoing investment by Commonwealth and state/territory
governments in numerous mental health programs and reform initiatives, for many Australians seeking
treatment and support for mental illness, their experience and health outcomes are sub-optimal.
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Patients and their carers are often confronted with a complex and fragmented array of uncoordinated
services that are unevenly distributed, disconnected from each other, and focussed on the needs of
the providers and not their patients. For those seeking treatment this situation makes it difficult to
navigate and organise appropriate care and support – “the current system is not designed with the
needs of people and families at its core, and navigating the mental health system is complex and
11

difficult, meaning people are unable to access the support and services they need” .
PRIMARY HEALTH CARE AND MENTAL HEALTH

If the risk of people experiencing mental illness is to be reduced, and the lived experience of people
with mental illness is to be improved, there is much work to do.

The National Mental Health Commission’s 2014 Review of Mental Health Programmes and Services
noted that “the mental health system has fundamental structural shortcomings…the overall impact of a
poorly planned and badly integrated system is a massive drain on peoples’ wellbeing and participation
12

in the community – on jobs, on families, and on Australia’s productivity and economic growth” .
Primary care plays a major role in treating mental illness in Australia as it is acknowledged that “much
of the clinical responsibility for providing mental health care sits with primary care providers”

13

and that

“primary health care mental health services encompass a range of services, including counselling,
pharmacological treatments, referrals and follow-up care, provided by health professionals in PHC
14

setttings (eg: general practice) to treat or prevent mental health problems” .

However, primary health care providers (GPs, nurses, allied health professionals, pharmacists,
Aboriginal health workers and community health workers) are a sub-set of the mix of professions and
organisations, operating across multiple settings and sectors, and acting at the micro, meso and
macro levels, in addressing mental illness in Australia.
It is in this context that PHNs can play a pivotal role - “PHNs provide us with a real opportunity to work
on the ground to develop stronger local services and overcome some of the current system failures
that have confounded the experience of millions of Australian, particularly those living with both
physical and mental health problems who cannot get the care they desperately need because of a
lack of knowledge about how to navigate our complex system, the scarcity of community-based
15

services in some areas and the often prohibitive cost of private treatment for uninsured consumers” .
11
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PRIMARY HEALTH NETWORKS AND MENTAL HEALTH
The desired goal for mental health reform is to “build a better integrated, person-centred system that
achieves desired outcomes through the effective use of existing resources, and a flexible approach
16

that recognises diversity of people, culture, circumstance and location” .
Central to achieving this goal is integration – “in order to provide more effective and efficient mental
health care, it is important to improve integration between the primary, secondary and tertiary sectors,
and across mental, physical and social services…. the potential benefits of integrated mental health
care are widespread, including not only improving the quality of care individuals receive but also
17

reducing costs for health systems” .

Addressing the challenges of local health system integration is a fundamental role for PHNs.
Specifically, the roles for PHNs can be categorised as follows:
•

•

Comprehension: develop and document deep understanding and knowledge of:
o

mental health issues;

o

patient and provider experiences;

o

system practices, processes and dynamics; and,

o

service needs and gaps in the PHN catchment.

Connection: meaningfully engage with consumers, carers, health care providers (primary,
secondary, tertiary), social services and other stakeholders operating across local systems to
understand service complexities and gaps so that seamless service links and pathways can be
built.

•

Coordination: applying a person-centric view of services and systems that span the care
continuum and assume leadership in designing, facilitating, incentivising, and
programming/commissioning services in ways that facilitate system and behavioural change (eg:
patient journey health pathways).

•

Education: conducting targeted education activities for consumers (eg: awareness raising, health
literacy, self-care promotion, prevention, etc) and practitioners (eg: practitioner training, local
needs and system awareness, early intervention, care pathways, etc).

•

Innovation: stimulating collaborative pilot initiatives between consumers, health care providers
and other stakeholders to address local needs in new and better ways; and sharing these
innovative approaches across the broader health sector in Australia.

16
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•

Evaluation: developing and applying robust performance evaluation approaches to local
programs and initiatives, considering qualitative and quantitative measures of processes, costs
and outcomes, and using evaluations to inform continuous quality improvement.

•

Redesign: providing a platform for service review and redesign which will better meet the needs
of the whole person, as opposed to the person fitting into the eligibility requirements of each
service within the system.

For PHNs seeking to realise effective and lasting improvement in mental health outcomes through
integration within local health systems, there are significant challenges to overcome - “the task,
however, is not simple. Integrating mental health care is complex due to the interaction between
18

different systems” .

Major barriers for consideration and further exploration include:
•

Culture & Behaviours: The current mindset dominant within the health system often views and
19

manages physical and mental health often viewed and managed as separate issues . This
understanding drives individual behaviours, influences professional cultures, and shapes system
architecture, resulting in fragmentation. Furthermore, the way mental health services are funded
based on eligibility criteria, and the lack of connection between mental health and social services
reinforces professional and structural silos. Viewing physical and mental health issues and
systems as interdependent requires a shift in mindset. Integrating health services with relevant
social services requires an even greater shift.

The paradigm to draw these shifts together is a‘person-centred approach’. That is, services
should be designed and delivered in order to meet the needs of people (patients, carers and
families), rather than requiring people to organise themselves around a system based on the
needs of service providers. Although the person-centred model is acknowledged as a key part of
the solution, the challenge remains for PHNs to overcome entrenched behaviours, cultures and
inertia in local health systems.
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Research & Information Service (Jan 2015)
19

National Mental Health Commission: Fact Sheet 9 – What This Means for General Practice and Primary Health Care (2015)

5

•

Competency & Capacity: In order to create integrated, person-centred, local health systems
PHNs will require proficiency in a range of number of competencies. These include:
o

mental health expertise;

o

consumer participation;

o

stakeholder engagement and management;

o

cross-sector partnering;

o

health system design;

o

care pathways development and implementation; and

o

commissioning services.

To play their role effectively, PHNs will need to develop or acquire core competencies in these
areas. As new organisations, this may prove difficult in the near term for PHNs as they work to
establish their operations.

Furthermore, even if competency issues are adequately addressed, another issue arising is that of
each PHN's capacity for action. That is, given the scale of the geographies and populations that
each PHN is responsible for, it remains to be seen whether they will have the capacity (adequate
levels of staff and funding) to realise system integration across their PHN catchment.
•

Legitimacy and Levers: PHNs will need to have a mandate, agreed across the system, for their
role in local health system integration leadership. This mandate must be provided and supported
by macro level health system players (eg, Commonwealth and state/territory governments,
national/state professional associations, etc) and it must be respected and supported by local
health sector actors (eg: GPs, allied health, hospitals, social services, etc). Without a legitimate
mandate that is agreed and supported across the system, PHN integration actions will most likely
fail to produce desired outcomes.

Even with an acknowledged mandate, PHNs' efforts will not be effective if they have to rely solely
on their local relationships and influence to effect change. PHNs require a suite of tools to realise
local health system integration. These tools need to include a mix of incentives and sanctions to
facilitate programming and behaviours that result in integration. Further work is required to
identify and apply appropriate levers of change and much can learnt from experiences in other
health services around the world.

6

CONCLUSION

PHNs have a key role to play in realising effective and lasting improvement in mental health
outcomes, through adopting a person-centred approach in service design and enabling integration
across service providers in local health systems.
The 2014 National Mental Health Commission report noted that “They (PHNs) can work in partnership
and apply targeted, value-for-money interventions across the whole continuum of mental wellbeing
and ill-health to meet the needs of their communities,

20

Notwithstanding this, there are challenges and barriers to be resolved in order to effect meaningful
and sustainable improvement in mental health outcomes and health system performance.

Further exploration of the challenges and barriers is warranted in order to enable PHNs to deliver on
their objectives.

20

Report of the National Review of Mental Health Programmes and Services (Summary) – National Mental Health Commission
(Nov 2014)
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ABORIGINAL AND TORRES STRAIT ISLANDER HEALTH
AHHA PRIMARY HEALTH NETWORK DISCUSSION PAPER SERIES: PAPER THREE

INTRODUCTION

In April 2015 the Commonwealth Health Minister, the Honourable Sussan Ley, announced the
establishment of 31 new Primary Health Networks that will “reshape the delivery of primary health care
1

across the nation” . Primary Health Networks (PHNs) are to be ‘outcome focussed’ on improving
frontline services and ensuring better integrated care between primary and acute care services.
Specifically the Minister stated that the Government seeks to “ensure Australians are able to access
the right care, in the right place, at the right time and Primary Health Care Networks form a core part
2

of our plan” .

In improving the delivery of local primary health care services, Minister Ley noted that the Government
has set Primary Health Networks six priority areas for targeted work in:


mental health;



Aboriginal & Torres Strait Islander health;



population health;



health workforce;



eHealth; and,



aged care.

To facilitate discussion of the key challenges and opportunities arising from the establishment and
operations of PHNs, this series of discussion papers published by the Australian Healthcare and
Hospitals Association (AHHA) considers a combination of the critical success factors for PHNs and
explores each of the priority areas in the context of organised primary health care in Australia.

The PHN program has the potential to make a significant positive difference in health outcomes for all
Australians. This paper, PHN Discussion Paper #3 – Aboriginal and Torres Strait Islander Health,
considers this topic in the context of organised primary health care in Australia and identifies key
issues for exploration and resolution.

1
2

Media Release “New Primary Health Networks to deliver better local care” Minister for Health (11/4/15)
Media Release “New Primary Health Networks to deliver better local care” Minister for Health (11/4/15)

1

ABORIGINAL AND TORRES STRAIT ISLANDER HEALTH
In Aboriginal and Torres Strait Islander cultures, the notion of health is viewed holistically – “Aboriginal
health is not just the physical well-being of an individual but refers to the social, emotional and cultural
well-being of the whole community in which each individual is able to achieve their full potential as a
3

human being, and thereby contributing to the total well-being of their Community” .

As at June 2014 the estimated population of Aboriginal and Torres Strait Islander people in Australia
4

was 713,600 people . Of these, around 75% live in major cities and regional areas where mainstream
5

6

health services are located . Notwithstanding this, access to and use of health services is often low .

The outcome of this for Aboriginal and Torres Strait Islander people is that they continue to experience
unacceptably poor health relative to other Australians - “Aboriginal and Torres Strait Islander people
experience a burden of disease 2.5 times that of other Australians. Cardiovascular disease, cancer,
diabetes and respiratory diseases are the major diseases contributing to this unacceptable gap in life
7

expectancy” .

There are many factors that contribute to the poor health outcomes experienced by Aboriginal and
Torres Strait Islander people in contemporary Australia. Some barriers include: limited availability
and/or affordability of services, lack of transport to access services, low levels of health literacy, and
8

9

cultural appropriateness of services , as well as institutional racism . However, it is well documented
that many factors outside of the health sector have an influence on the health outcomes of Indigenous
Australians - “much of the gap in life expectancy can be explained by social inequalities, which arise
10

from the conditions of daily life and the fundamental drivers that give rise to them” .
These factors, also known as the ‘social determinants of health’, are a confluence of social, economic,
geographic and cultural circumstances that have an impact on health. In considering the impact of
these factors on the health of Aboriginal and Torres Strait Islanders, one study suggests that between
one-third and one-half of the health differences between Indigenous and non-Indigenous Australians
11

may be explained by differences in their social determinants of health . Given this, it is
acknowledged that in order to effectively address the health disparities experienced by Aboriginal and
3

Investing in Healthy Futures for Generational Change - National Aboriginal Community Controlled Health Organisation (2013)
Overview of Australian Indigenous Health Status 2014 – Australian Indigenous Health Infonet 2015)
5
Submission to the Australian Government Department of Health and Ageing’s Development of a National Aboriginal and
Torres Strait Islander Health Plan: Discussion Paper - Australian Medicare Local Alliance (2013)
6
Submission to the Australian Government Department of Health and Ageing’s Development of a National Aboriginal and
Torres Strait Islander Health Plan: Discussion Paper - Australian Medicare Local Alliance (2013)
7
Investing in Healthy Futures for Generational Change - National Aboriginal Community Controlled Health Organisation (2013)
8
Submission to the Australian Government Department of Health and Ageing’s Development of a National Aboriginal and
Torres Strait Islander Health Plan: Discussion Paper - Australian Medicare Local Alliance (2013)
9
A Woman of Influence – Health Advocate (December 2014)
10
Marmot, M. 2010. Fair Society Healthy Lives (the Marmot review). UCL Institute of Health Equity. Available at:
http://www.instituteofhealthequity.org/projects/fair-society-healthy-lives-the-marmot-review
11
Booth and Carroll (2005) The health status of Indigenous and non-Indigenous Australians (Centre for Economic and Policy
Research ANU)
4

2

Torres Strait Islander people “the health system must be linked to and supported by a range of
12

programs and services that address wider social and economic disadvantage” .

It follows that, in seeking to demonstrably and sustainably improve health outcomes for Aboriginal and
Torres Strait Islander people, the notion of ‘health’ must give due consideration to physical and mental
elements of good health, as well as to the social, economic, cultural and spiritual factors at play in the
lives of Aboriginal and Torres Strait Islander people.

PRIMARY HEALTH CARE AND ABORIGINAL AND TORRES STRAIT ISLANDER HEALTH

A major component of the solution to addressing the unacceptable health outcomes experienced by
Aboriginal and Torres Strait Islander people is comprehensive primary health care - “comprehensive
primary health care is central to achieving real outcomes and health benefits for Aboriginal people,
rather than a selective or disease-focussed approach that concentrates exclusively on the treatment of
13

illness” .

Aboriginal Community Controlled Health Organisations (ACCHOs) and Aboriginal Medical Services
(AMSs) provide comprehensive primary health care service to many Aboriginal and Torres Strait
Islander people and communities. These organisations range from large multi-functional services
employing medical practitioners, nursing and allied health practitioners providing a wide range of
services, to small services that rely on Aboriginal Health Workers and/or nurses to provide the bulk of
14

primary care services .

In the health sector ACCHOs represent the longest serving primary health model in Australia

15

and the

care they provide is seen as an appropriate and effective way to provide health services to Indigenous
16

families and communities and improve Indigenous health outcomes” . Furthermore, there is evidence
that services provided by ACCHOs are valued by their clients and also tend to improve socio-cultural
outcomes, such as patient satisfaction, preferences for attending an ACCHS, confidence in the
17

service, and adherence to treatment regimens .

However, it should be noted that delivering primary care services to Aboriginal and Torres Strait
Islander people is a shared responsibility between ACCHOs and mainstream primary care health
services. Whilst there are some claims that ACCHOs deliver better results for Aboriginal and Torres
Strait Islander patients, the evidence is not available to “determine whether or not the quality of clinical

12

Investing in Healthy Futures for Generational Change - National Aboriginal Community Controlled Health Organisation (2013)
Investing in Health Futures for Generational Change - National Aboriginal Community Controlled Health Organisation (2013)
14
Investing in Health Futures for Generational Change - National Aboriginal Community Controlled Health Organisation (2013)
15
Investing in Health Futures for Generational Change - National Aboriginal Community Controlled Health Organisation (2013)
16
Consumers Health Forum – Submission to the Federal Treasurer on the 2015-16 Federal Budget (2015)
17
Deeble Institute Evidence Brief – The relative effectiveness of Aboriginal Community Controlled Health Services compared
with mainstream health service (2014)
13

3

18

care provided by ACCHOs is better than that provided by mainstream health services” . This is
supported by the first National Key Performance Indicator report (2014) which found high levels of
variation in the performance of both ACCHOs and non-ACCHOs funded by the Commonwealth to
19

deliver comprehensive primary health care .

So, whilst it is acknowledged that individual ACCHOs and AMS already adopt a comprehensive
approach to primary health care, there is a need to strive for the adoption of this model within the
overall health system (and beyond) in order to effect better coordination and integration of services to
meet the needs of Aboriginal and Torres Strait Islander people.

It is in this context that the National Aboriginal and Torres Strait Island Health Plan (2013-2023)

20

provides the pathway for improving the health of Aboriginal and Torres Strait Island people by
emphasising their right to live a healthy, safe and empowered life. Central elements of this include:


Aboriginal and Torres Strait Islander community control and engagement – there is a full and
ongoing participation by Aboriginal and Torres Strait Islander people and organisations in all levels
of decision-making affecting their health, and



Partnership – partnership and shared ownership between Aboriginal and Torres Strait Islander
people, Governments and service providers operates at all levels of health planning and delivery.

Three specific areas for further consideration by the primary health care sector include:


Collaboration: As noted in the National Aboriginal and Torres Strait Island Health Plan (20132023)

21

“working in partnerships to remove barriers to good health and building evidence around

health interventions is critical for improving the health of Aboriginal and Torres Strait Islander
people. Partnerships also provide a mechanism to effectively engage with communities on their
goals and priorities for health”.


Workforce: The Council of Australian Governments acknowledges that developing the capacity of
the Aboriginal and Torres Strait Islander workforce is a key building block in closing the
22

unacceptable mortality and morbidity gap for Aboriginal and Torres Strait Islander people . In this
context there are three workforce related issues for consideration:
o

Workforce Distribution - “The most significant health workforce issue, particularly in the
area of general practice medicine, is not one of total supply but one of distribution, which
is to say inadequate or non-existent service provision in some rural and remote areas, and
to populations of extreme disadvantage, most particularly the Aboriginal and Torres Strait
23

Islander communities and some outer metropolitan communities” .

18

Deeble Institute Evidence Brief – The relative effectiveness of Aboriginal Community Controlled Health Services compared
with mainstream health service (2014)
19
Deeble Institute Evidence Brief – The relative effectiveness of Aboriginal Community Controlled Health Services compared
with mainstream health service (2014)
20
National Aboriginal and Torres Strait Islander Health Plan (2013 – 2023)
21
National Aboriginal and Torres Strait Islander Health Plan (2013 – 2023)
22
Health Workforce Australia – Building a Sustainable Health Workforce (2013)
23
Review of Australian Government Health Workforce Programs (2013)

4

o

Aboriginal and Torres Strait Islander people in the health workforce - “Any effort to close
the gap between Indigenous and Non-Indigenous Australians must acknowledge the
important contribution that Aboriginal and Torres Strait Islander Health Workers make to
this process. The value of Aboriginal and Torres Strait Islander Health Worker workforce
is, however, not currently well understood or recognised by a large proportion of health
24

professionals, or the broader Australian community” , and
o

Culturally appropriate care – ensuring that “mainstream services are better equipped to be
25

responsive to the needs of Aboriginal and Torres Strait Islander peoples” by promoting
and embedding cultural safety and respect among all health professionals, ensuring that
mainstream health planning processes take account of priorities identified in agreed
Aboriginal and Torres Strait Islander health national plans, and increasing participation in
the planning and managing of health services by Aboriginal and Torres Strait Islander
peoples


26

.

Social Determinants of Health: Notwithstanding that the factors influencing health outcomes in
Aboriginal and Torres Strait Islander Australians are varied and cross-sectoral, with many residing
outside of the direct influences of health sector organisations, there is much the primary health
care organisations can do to address the social determinants of health. Being people-centred and
place-based, primary health care organisations (both ACCHO and non-ACCHO) are well placed to
27

provide leadership and drive action at multiple levels within health and social systems .

PRIMARY HEALTH NETWORKS AND ABORIGINAL and TORRES STRAIT ISLANDER HEALTH

A key guiding principle in the National Aboriginal and Torres Strait Island Health Plan (2013-2023) is
Aboriginal and Torres Strait Islander community control and engagement – “Health issues must be
addressed at a community level. The community needs to control its health services so that they are
28

concentrated on the important issues in that community” .

Given the role that ACCHOs have played in providing care to Aboriginal and Torres Strait Islander
people at the community level for around 50 years, a useful starting point for PHNs is “to learn from
the work undertaken by ACCHOs and AMSs who have built and operated models of primary care that
are integrated with other parts of the health system, and are characterised by a more holistic approach
29

to healthcare” .

24

Health Workforce Australia (2011) Growing Our Future: final report on the Aboriginal and Torres Strait Islander Health
Worker project
25
National Strategic Framework for Aboriginal and Torres Strait Islander Health 2003-2013 Australian Government
Implementation Plan 2007-2013
26
National Strategic Framework for Aboriginal and Torres Strait Islander Health 2003-2013 Australian Government
Implementation Plan 2007-2013
27
Submission to the Australian Government Department of Health and Ageing’s Development of a National Aboriginal and
Torres Strait Islander Health Plan: Discussion Paper - Australian Medicare Local Alliance (2013)
28
National Aboriginal and Torres Strait Islander Health Plan (2013 – 2023)
29
AHHA Primary Health Care: Opportunities and Challenges Communique (Sept 2014)

5

In practice, this would see PHNs and Aboriginal Health Services actively and jointly involved in service
planning, design, delivery and evaluation. For this to occur, PHNs need to acknowledge the
comprehensive primary health care experience and expertise resident in individual Aboriginal Health
Services. ACCHOs and AMSs must also be willing to accept the role that PHNs play within the
broader primary health care system, and work collaboratively to effect overall sectoral change to
ensure the integrated approaches required to realise better health outcomes for Aboriginal and Torres
Strait Islander peoples are embedded in the system.

In addition, and aligned with the National Aboriginal and Torres Strait Island Health Plan (2013-2023),
through meaningful collaboration between Aboriginal Health Services and PHNs, mutual accountability
for performance and delivery can be agreed and implemented - “structures can be put in place for the
regular monitoring and review of implementation as measured against indicators of success, with
30

processes to share knowledge on what works”.

Building on this understanding, PHNs can play an integral role in partnerships that provide an
integrated and holistic approach to improving Aboriginal and Torres Strait Islander health that
encompasses social, emotional, and cultural well-being.

Recommended Aboriginal and Torres Strait Islander focused initiatives for PHNs include:


Ensure an appropriate representation of Aboriginal and Torres Strait Islander people on Clinical
Councils and Community Advisory Committees



Recognise Aboriginal and Torres Strait Islander health needs in population health plans and proactively engage Aboriginal and Torres Strait Islander peoples in understanding needs and
developing solutions in response, including addressing the causes and impacts of the social
determinants of health



Commit to planning and working in equal partnership with the Aboriginal Health Services in
responding to the gap in health outcomes between Aboriginal and Torres Strait Islanders and
other Australians



Work with General Practice and other mainstream primary care providers and Aboriginal Health
Services to:
o

improve the delivery of culturally sensitive and secure care through promoting improved
identification and recording of Indigenous consumers, provision of cultural safety training,
and use of MBS item numbers for services for people of Aboriginal and Torres Strait
Islander descent

o

support to obtain and/or maintain general practice accreditation

o

establish effective outreach programs that improve access to screening and early
detection, and offer joint chronic disease prevention and management initiatives

o

bring a focus to embedding health literacy considerations in all Aboriginal and Torres Strait
Islander preventive health programs and policies

30

National Aboriginal and Torres Strait Islander Health Plan (2013 – 2023)

6

o

work to address workforce issues through: increasing the rates of participation and
completion of training by Aboriginal and Torres Strait Islander people in the health
workforce; education and training within the primary care system to develop a broader
health workforce able to deliver culturally appropriate care; and, addressing identified
service/workforce gaps in partnership with others.



31

As recommended by RACGP , work with Reconciliation Australia to develop and implement PHN
Reconciliation Action Plans, recently evidenced as being effective in “redressing the disparities in
employment, education and health”

32

experienced by Aboriginal and Torres Strait Islander

peoples.
The above approaches would see “an approach to primary health care that is resourced and structured
to deliver comprehensive care in response to individual and community need”

33

. And that this

approach would include a “focus on community development, prevention and health promotion,
coordinated and integrated care, and action on the social determinants of health”

34

.

A useful vehicle at the systems level to support this action at scale is the National Aboriginal and
Torres Strait Islander Health Plan (2013-2023) Implementation Plan which the Australian Government
has committed to develop and implement in 2015/16

35

.

CONCLUSION

Primary Health Networks have a key role to play in closing the gap in health disparities between
Aboriginal and Torres Strait Islander peoples and other Australians. The challenges in Aboriginal and
Torres Strait Islander health are well documented and solutions reside in the ability of individuals and
organisations in the health sector, and beyond, to work together in ways that are cognisant of crosscultural needs and address the social determinants of health. To this end, there is much for Primary
Health Networks to learn from Aboriginal Community Controlled Health Organisations and Aboriginal
Medical Services, as well as the experiences of Medicare Locals and Divisions of General Practice.

31

Health Voices: Primary Health Networks need GPs at core to improve patient outcomes - Dr Frank R Jones (April 2015)
Media Release: National Reconciliation Week launch highlights Reconciliation Action Plan success – Reconciliation Australia
(2015)
33
Submission to the Australian Government Department of Health and Ageing’s Development of a National Aboriginal and
Torres Strait Islander Health Plan: Discussion Paper - Australian Medicare Local Alliance (2013)
34
Submission to the Australian Government Department of Health and Ageing’s Development of a National Aboriginal and
Torres Strait Islander Health Plan: Discussion Paper - Australian Medicare Local Alliance (2013)
35
2015-16 Health Portfolio Budget Statement: Outcome 5.3 Aboriginal and Torres Strait Islander Health
32

7

FOR MORE INFORMATION ON THE AHHA PRIMARY HEALTH NETWORK DISCUSSION PAPER
SERIES, CONTACT:
Alison Verhoeven
Chief Executive
Australian Healthcare & Hospitals Association
T: 02 6162 0780 | F: 02 6162 0779 | M: 0403 282 501
Post: PO Box 78, Deakin West, ACT 2600
Location: Unit 8, 2 Phipps Close, Deakin, ACT
E: averhoeven@ahha.com.au
W: www.ahha.asn.au

© Australian Healthcare and Hospital Association, 2015. All rights reserved.

8

POPULATION HEALTH
AHHA PRIMARY HEALTH NETWORK DISCUSSION PAPER SERIES: PAPER FOUR

INTRODUCTION

In April 2015 the Commonwealth Health Minister, the Honourable Sussan Ley, announced the
establishment of 31 new Primary Health Networks that will “reshape the delivery of primary health care
1

across the nation” . Primary Health Networks (PHNs) are to be ‘outcome focussed’ on improving
frontline services and ensuring better integrated care between primary and acute care services.
Specifically the Minister stated that the Government seeks to “ensure Australians are able to access
the right care, in the right place, at the right time and Primary Health Care Networks form a core part
2

of our plan” .

In improving the delivery of local primary health care services, Minister Ley noted that the Government
has set Primary Health Networks six priority areas for targeted work in:


mental health;



Aboriginal & Torres Strait Islander health;



population health;



health workforce;



eHealth; and,



aged care.

To facilitate discussion of the key challenges and opportunities arising from the establishment and
operations of PHNs, this series of discussion papers published by the Australian Healthcare and
Hospitals Association (AHHA) considers a combination of the critical success factors for PHNs and
explores each of the priority areas in the context of organised primary health care in Australia.

The PHN program has the potential to make a significant positive difference in health outcomes for all
Australians. This paper, PHN Discussion Paper #4 – Population Health, considers this topic in the
context of organised primary health care in Australia and identifies key issues for exploration and
resolution.

1
2

Media Release “New Primary Health Networks to deliver better local care” Minister for Health (11/4/15)
Media Release “New Primary Health Networks to deliver better local care” Minister for Health (11/4/15)

1

POPULATION HEALTH
The term population health refers to “the health of a population as measured by health status
indicators and as influenced by social, economic and physical environments, personal health
practices, individual capacity and coping skills, human biology, early childhood development, and
health services”.

3

In adopting a population health approach to health policy, planning and programming “the overall goal
of a population health approach is to maintain and improve the health of the entire population and to
4

reduce inequalities in health between population groups” .
5

Given that “Australia’s health system is large, fragmented and complex” and that “no single
6

organisation has full responsibility for health, and in many areas responsibilities overlap” , the
responsibility and accountability for population health is shared across governments, health care
providers and non-government organisations.

Furthermore, it is acknowledged that within the Australian population there are groups who experience
poorer health outcomes than the general population due to a range of environmental and socioeconomic factors. These groups include:


Aboriginal and Torres Strait Islander people;



people in rural and remote areas;



socio-economically disadvantaged people;



veterans;



prisoners; and,



overseas born people .

7

In theory, adopting a population health approach “focuses on inter-related conditions and factors that
influence the health of populations over the life course, identifies systemic variations in their patterns
of occurrence, and applies the resulting knowledge to develop and implement policies and actions to
8

improve the health and well-being of those populations” .

3
4
5
6
7
8

Toward a Lexicon of Population Health - J.Dunn and M.Hayes (1999)
Health Canada – Taking Action on Population Health (1998)
Productivity Commission Research Paper: Efficiency in Health (2015)
Productivity Commission Research Paper: Efficiency in Health (2015)
Australian Institute of Health and Welfare – Population Health (2015)
Toward a Lexicon of Population Health - J.Dunn and M.Hayes (1999)

2

In practice, when seeking to apply a population health approach in the context of organised primary
health care in Australia, firstly through Divisions of General Practice and then Medicare Locals, it has
proven challenging - “it is evident to date that realising a broader concept of primary health care, with
a strong focus on population health and planning has been difficult to achieve in general practice
settings, despite the wide range of reforms around funding, financial incentives and delivery system
changes.”

9

Notwithstanding this, given our current experience of increasing chronic disease burden and rising
health costs, population health based approaches that seek to enhance the overall health of the
population and sub-groups within the population; incorporate disease prevention and health
promotion; and, tackle the determinants of health across and beyond the health system, are seen as
an effective solution.

PRIMARY HEALTH CARE AND POPULATION HEALTH

The expansive and systemic nature of population health approaches within the primary health care
10

sector is well represented in the RACGP’s Population Health Strategic Framework . Notwithstanding
the Framework’s understandable general practice centricity, with a focus on “strengthening and
extending general practice involvement in population health at national, state, division and practice
11

levels in Australia” , the key areas of the Framework are equally applicable across all participants in
the primary health care sector.

These key areas, adapted to consider population health across the primary health care sector, are as
follows:


Organisational structures and roles – developing organisational structures and systems to
enable primary care providers to identify and undertake effective population health activities and
interventions, and to facilitate collaboration with outside services and professionals



Communication – including community awareness, patient education and communication
between population health agencies and primary care providers



Information management/information technology – developing population health data
collection, dissemination and analysis, and relevant service provider tools and guidelines for
information management and decision support



Workforce planning, education and training – developing materials to improve access by
primary care providers to education, training and quality assurance programs; and increasing
understanding and skills in relation to the population health role of primary care providers, patient
risk assessment and effective interventions

9

Medicare Locals and the Performance Regime in Primary Health Care – A.Gable and M.Foster (2013)
The RACGP Curriculum for Australian General Practice 2011
11
The RACGP Curriculum for Australian General Practice 2011
10

3



Financial systems – implementing appropriate incentives and payment systems to support the
engagement of primary care providers in effective population health activities



Partnership and referral mechanisms – developing and implementing organisational supports to
facilitate effective collaboration between primary care providers and others working in a population
health context, and



Evaluation and research – participating in research and evaluating alternative models of primary
care organisation, funding and integration.

The holistic view of population health outlined above, that interconnects primary care practices,
infrastructure, workforce, data, technologies, and relationships is the perspective that Primary Health
Networks (PHNs) will need to bring to their operations as they strive to meet their objectives.

PRIMARY HEALTH NETWORKS AND POPULATION HEALTH
With respect to population health, Primary Health Networks will “undertake regional needs
assessments and conduct service planning for their regions, in collaboration with Local Hospital
Networks and State and Territory Governments. With support from Clinical Councils and Community
Advisory Committees, PHNs will seek to develop local strategies to improve the operation of the
health care system for patients and facilitate effective primary health care provision, to reduce
12

avoidable hospital presentations and admissions within the PHN catchment area” .

It is anticipated that PHNs will adopt a similar approach to this function as was required of Medicare
Locals, that is: “Medicare Locals also have responsibility for: population health planning and needs
assessment for their regions, identifying gaps in primary health care services, and developing and
implementing strategies, in collaboration with communities, population groups and service providers
13

that address these service gaps” .
In practice, directed by Medicare Local Accreditation Standard #6 – Analysis & Planning, Medicare
Locals adopted “a planned approach to service delivery informed by adequate and appropriate
14

research, analysis and consultation” . This required Medicare Locals to: (a) understand the health of
their catchment population; (b) identify health needs and gaps in services at the local level;
(c) examine opportunities for better targeting of services; and, (d) establish formal and informal
linkages with the acute and aged care sectors, and other services in the primary health care sector.

12

2014/15 Department of Health Portfolio Budget Statement - Outcome Five Primary Health Care
Standing Council on Health: National Primary Health Care Strategic Framework (2013)
14
Medicare Local Accreditation Standards; A Quality Framework for Medicare Locals (2013)
13

4

Central to this approach were the Comprehensive Needs Analysis

15

(CNAs) that were conducted by

Medicare Locals, in consultation with key stakeholders, to inform Population Health Plans in their
catchments. The Medicare Local experience in population health planning revealed the following
issues, which remain relevant for PHNs:

1. Data
Challenges with regard to sourcing accurate, timely, useful and verifiable health data in Australia are
well recognised - “Currently the health information landscape is characterised by discrete islands of
information with significant barriers to the effective sharing of information between health care
participants. It also poses challenges when trying to understand and report on what is really
happening to support population health surveillance and guide policy, service planning, innovation and
16

clinical and operational decision-making” . The primary care sector is not immune to this situation
noting that “the primary health care sector does not have access to significant data to inform decision17

making” .

It is in this context that PHNs will be seeking to source and analyse data to understand local needs,
plan and deliver services, and measure overall performance. In consulting with the primary care
sector, and building on the experience of Medicare Locals, the AHHA found that “There is a role for
PHNs in developing and implementing technologies including data collection and reporting platforms
to support an enhanced evidence base for primary care, as well as improved communication and
patient care. These bottom-up initiatives may deliver more useful, relevant information than top-down
18

national performance reporting agencies are able to achieve” .
Furthermore, AHHA recommended that “work commenced by a number of MLs on building data
collection, warehousing and reporting platforms which integrate highly granular primary care, hospitals
and population data using statistical linkage methodologies should continue, with appropriate funding,
19

supported by data sharing agreements, and with methodologies shared across the PHN network” .

A useful example of this is the POLAR collaboration in Victoria. This collaboration saw relevant data
shared across 17 Medicare Locals, as well as Victorian community health services, local
governments, hospitals, Ambulance Victoria, and the Victorian Government Department of Health.

15

For example, the ACT Medicare Local states - “the main objectives of the CAN are to work in partnership with the community

and consumers, GPs, and other health professionals and other stakeholders to: Assess the health status of the population and
identify the key health issues/needs and problems for the ACT; Identify the population groups or localities most affected and
identify the social determinants at play and/or the health inequities present; and, Identify gaps in programs and services and
opportunities to improve coordination and collaboration and the responsiveness of care
16
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5

This approach was dependent on cooperation amongst data custodians to overcome traditional
barriers to data access and to build a resource that provided value to multiple actors in the health
sector. In large part, its value was built on the strategic relationships developed amongst the data
contributors, and the return of analysed data to contributors to facilitate their own business
requirements.

It is worth noting the value of longitudinal data in assessing both individual and community needs.
The My Health Record (individual electronic health record) potentially offers a useful source of
longitudinal data - “the eHealth agenda will have the potential to harness practice information
resources and improve service planning thereby contributing to a more robust primary health care
data set”

20

– however, how this might work in practice remains to be seen.

Given this, the challenge remains for PHNs to source accurate, timely, useful and verifiable health
data in efficient and effective ways.

2. Performance Reporting
A key challenge in the population health approaches is to provide an evidence base that links
investments and interventions to health outcomes - “the need for accountability argues strongly for the
inclusion of outcome and distributional considerations if a population health approach is to be useful in
guiding policymaking regarding resource allocation across determinants and sectors. Without such a
framework, advocacy and financial incentives for individual determinants can proceed independently
21

of their impact” .

The National Health Performance Authority (NHPA) provides comparative information about the
performance of local health care organisations across Australia. Informing the assessment of the
performance of Medicare Locals, the NHPA produced Healthy Communities reports. It is anticipated
that this will also be the case for PHNs.
The value of the Healthy Communities reports is seen in “being able to identify and readily target
determinants that improve performance in these areas, given they are likely to involve a complex
combination of clinical (at the practice level), social (at the community level) and structural (at the
22

political and systems levels) factors” . Notwithstanding this, major challenges include the scope and
timeliness of reported data and “the complexity of unravelling these factors and uncertainty about
where to credit and target accountability”.

20

Review of Medicare Locals – Report to the Minister of Health and Minister for Sport – Prof.John Horvath (2014)
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American Journal of Public Health: Models for Population Health – What is Population Health (2003)
Medicare Locals and the Performance Regime in Primary Health Care – A.Gable and M.Foster (2013)
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In practice, the Medicare Local experience has shown that, given the large number of determinants
and variables at play in any community with regards to population health outcomes, attributing
causality to an individual organisation or initiative presents a challenge. PHN performance will be
assessed using a PHN Performance Framework. This framework will “outline the arrangements for
23

monitoring, assessing and reporting on the performance of PHNs” . Given this, it is imperative that
the PHN Performance Framework adequately addresses the issues of causality and attribution when
assessing a PHN’s impact on population health outcomes.

3. Addressing the Determinants of Health
As mentioned previously, population health takes account of all factors influencing health and wellbeing. More often than not, many of these factors reside outside of the control of not only PHNs, but
also other players in the health sector. This was a recognised issue for Medicare Locals - “Many of
the challenges are related to determinants of health which extend into the social and structural
domains and which the Medicare Locals will have to grapple with if they are to address key
24

performance indicators around equity and effectiveness” .

A major component of the remedy to this situation is collaboration within and across the health care
sector – “sustainable change requires partnerships and action by individuals and families,
25

communities, the non-government sector and governments” . Such collaboration sees the
“development of stronger partnerships between primary health care clinicians and other local
community services, which traditionally have a focus on a broader concept of health and non-health
26

determinants” . This approach in practice proved challenging for some Medicare Locals, given the
combination of disparate levels of available skills, resources and support, as well as local
environmental factors, that impacted performance. It will be incumbent on both Commonwealth and
state/territory governments, in partnership with PHNs and the private sector, to address this
complexity.

4. Resource Allocations
PHNs will be required to “analyse the health needs of their population through formal planning
27

processes to enable better targeting of available resources and services” . In this context, the finite
levels of resources available to meet identified needs will present challenges for each PHN.
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Department of Health website – accessed June 2015
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In the case of Medicare Locals’ population health planning activities, it was well understood that
28

“Medicare Locals will not be able to meet all identified needs” . It was also noted that population
health planning was about making informed choices about priorities, with the resulting challenge being
acknowledged as “determining what a Medicare Local will not do is as important as determining what
29

it will do” .

To address this challenge, Medicare Locals put in place transparent approaches to prioritisation based
on delivering the best possible health outcomes for their communities. This required:


the collection of both qualitative and quantitative data regarding needs, services and gaps;



processes to analyse data and prioritise needs;



consideration of alternative options available to address priorities; and,



all of this conducted with significant stakeholder engagement and expectations management.

It will be important for PHNs to build on the experience and capabilities developed by Medicare Locals
in population health data collection, reporting and planning activities.

CONCLUSION

Given that no one organisation (public, private or NGO) has overall responsibility for health
improvement, “the importance of a population health perspective is that it forces review of health
30

outcomes in a population across determinants” .

This expansive and inclusive approach to health, incorporating cause and effect factors across health
and non-health drivers, requires a systems thinking approach to health and well-being in Australian
communities.

With a mandate to improve the efficiency, effectiveness and outcomes of local health systems, PHNs
are well placed to affect meaningful positive change in their communities. To this end, a PHN’s ability
to adopt and apply population health based planning and programming to organised primary health
care in their communities will determine their success, or otherwise.
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HEALTH WORKFORCE
AHHA PRIMARY HEALTH NETWORK DISCUSSION PAPER SERIES: PAPER FIVE

INTRODUCTION

In April 2015 the Commonwealth Health Minister, the Honourable Sussan Ley, announced the
establishment of 31 new Primary Health Networks that will “reshape the delivery of primary health care
1

across the nation” . Primary Health Networks (PHNs) are to be ‘outcome focussed’ on improving
frontline services and ensuring better integrated care between primary and acute care services.
Specifically the Minister stated that the Government seeks to “ensure Australians are able to access
the right care, in the right place, at the right time and Primary Health Care Networks form a core part
2

of our plan” .

In improving the delivery of local primary health care services, Minister Ley noted that the Government
has set Primary Health Networks six priority areas for targeted work in:


mental health;



Aboriginal & Torres Strait Islander health;



population health;



health workforce;



eHealth; and,



aged care.

To facilitate discussion of the key challenges and opportunities arising from the establishment and
operations of PHNs, this series of discussion papers published by the Australian Healthcare and
Hospitals Association (AHHA) considers a combination of the critical success factors for PHNs and
explores each of the priority areas in the context of organised primary health care in Australia.

The PHN program has the potential to make a significant positive difference in health outcomes for all
Australians. This paper, PHN Discussion Paper #5 – Health Workforce, considers this topic in the
context of organised primary health care in Australia and identifies key issues for exploration and
resolution.

1
2

Media Release “New Primary Health Networks to deliver better local care” Minister for Health (11/4/15)
Media Release “New Primary Health Networks to deliver better local care” Minister for Health (11/4/15)
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HEALTH WORKFORCE
Australia’s health workforce is “large and diverse, ranging from highly qualified and specialised health
professionals (about 43% of the health workforce) to workers with limited or no qualifications providing
3

in-home care and support services” . As at 2013, there were 591,503 people registered as health
4

practitioners in Australia . Notwithstanding this, the full breadth of the Australian health workforce is
unknown given there are many practitioners in the workforce that fall outside of the 14 health
professions regulated by the Australian Health Practitioner Regulation Agency.
Australia’s health workforce spans many professions and disciplines within the health sector (and
beyond if comparable roles in the community services sector are considered) and has a complex
arrangement of structures, legislation, policies and programs that govern, accredit, regulate and
develop the workforce.

The 2013 Review of the Australian Government Health Workforce Programs, chaired by Jennifer
Mason, stated that “the challenges of meeting the health workforce needs of the community are
increasing with the ageing of the population, changing expectations, competing financial and
economic priorities and a rapidly changing technological environment which demands an agility to
5

respond to change” . Furthermore, it should be noted that, within this workforce there is the likelihood
6

of “health workforce shortages out to 2025 for doctors and nurses” .

It is in this context that a number of solutions to current and future health workforce issues have been
7

identified in major studies . The key elements of proposed solutions can be summarised as follows:


refocusing on service delivery to develop a workforce that meets the health care needs of
consumers, rather than focusing on practitioners



a move from acute models of care to a community driven population and primary health care
approach



retention of existing workforce and increased productivity with an emphasis on expanded scopes
of practice and generalist roles



use of technology, role redesign and greater flexibility and inter-professional training



improved distribution of the health workforce particularly to rural and remote areas and to
populations of extreme disadvantage, and



increased participation rates of Aboriginal and Torres Strait Island people in the health workforce.

3

Deeble Institute Issues Brief – Changing Health Professionals’ Scope of Practice: How Do We Continue To Make Progress
(2014)
4
Australian Institute of Health and Welfare – Health Workforce (2014)
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Health Workforce Australia – Building a Sustainable Health Workforce (2013)
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Health Workforce 2025: Doctors, Nurses and Midwives Volume 1 - Health Workforce Australia (2012)
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Health Workforce 2025: Doctors, Nurses and Midwives Volume 1 - Health Workforce Australia (2012), Australia’s Health
Workforce – Productivity Commission Research Report (2005), and Review of the Australian Government Health Workforce
Programs – Jennifer Mason (2013)

2

PRIMARY HEALTH CARE WORKFORCE

From a primary health care perspective, supporting and developing an effective and efficient health
workforce underpins the objectives of organised primary health care – “A connected primary health
care sector delivers the right care in the right place at the right time. It aims to keep people well and
out of hospital, prevent illness and support those with a chronic condition to achieve their best quality
of life…To achieve this we need a highly skilled, affordable and sustainable primary health care
8

workforce” .

Notwithstanding this, there are a number of constraints affecting the ability of the primary health care
workforce to optimally play its role in the health system. These include:


Culture: The need for a cultural shift across the health sector to a system that puts the needs of
people at the centre, with practitioners assembled around the needs of patients and carers “the health system exists in order to improve the health of the population and of the health
consumer. Health workforce programs, in turn, exist to assist in meeting patient need. While this
should be self-evident, it is too easy in considering health workforce programs to become focused
9

on whether they meet the needs of practitioners” .


Structure: a major structural constraint affecting workforce is the dominant focus on acute care in
the health system – “the current system, despite reforms, continues to be focused heavily around
increasingly expensive and specialised acute care in major metropolitan centres, rather than on
measures to redirect resources to the provision of high quality primary care, population health
initiatives and preventative care. This is both unaffordable in terms of escalating future cost, and
10

inimical to optimum patient care, particularly of chronic conditions” .


Workforce Distribution: there is an inequitable distribution of service providers between
metropolitan/suburban locations, and locations that are at the urban fringe, regional, rural or
remote - “the most significant health workforce issue, particularly in the area of general practice
medicine, is not one of total supply but one of distribution, which is to say inadequate or nonexistent service provision in some rural and remote areas, and to populations of extreme
disadvantage, most particularly the Aboriginal and Torres Strait Islander communities and some
11

outer metropolitan communities” .
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Productivity: current health workforce practices have not kept pace with changing needs and
models of care - “there is evidence that the current organisation of health professionals and health
practitioners, and their associated scope of practice, are not suited to meet the needs of the
Australian health system. This is contributing to unsafe and inefficient care delivery. There have
been substantial changes in population health needs and the technologies, structures and
processes of the health care system, yet there has been little change in the health workforce to
12

adapt to system requirements” .


Data: effective workforce planning is data driven - “nationally consistent data plays an important
13

role in informing workforce policy and planning” . Notwithstanding this, there are acknowledged
limitations in the systems and processes that currently provide workforce data. For example,
reliance on surveys that are voluntary and have variable response rates or are national in scope
14

and coverage with limited ability to interrogate below the state/territory level .
PRIMARY HEALTH NETWORKS AND HEALTH WORKFORCE
Through PHNs the Government commits to “continue strengthening primary care by focussing funding
15

to frontline health services and improving delivery and quality of services in primary care” . There will
be an implicit, strategic role for PHNs to support workforce planning, retention and development
activities matched to the population health needs of their communities.

In this context, three specific health workforce focus areas emerge for PHNs:

1. Improving access to services in response to local need
Within this focus area there are two specific domains of activity. Firstly, PHN service planning
decisions will be underpinned by comprehensive needs assessments (CNA) of current and future
16

health care needs in their catchments . This will inform the mapping of services to needs. This
process forms the basis of evidence-based, population health planning at PHN and sub-PHN scales
and enables PHNs to readily identify service and workforce gaps. Issues arising for PHNs in this
process include:


consumer and provider engagement;



access to reliable and consistent data; and



availability of appropriate population health / epidemiology capability for workforce/service
analysis and planning.

12
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Secondly, PHNs will have at their disposal a number of ways to address service needs and gaps, such
as practice incentive schemes (eg: After Hours Practice Incentive Payments); workforce
attraction/development programs (eg: scholarships and rural incentives); and a service commissioning
function. Commissioning may be viewed as an iterative and collaborative process where PHNs
coordinate services that deliver “the best possible quality and outcomes for patients, meet population
17

health needs and reduce inequalities within the resources available” . The Medicare Local
experience demonstrated varying levels of success in utilising these approaches in addressing
service/workforce needs and gaps. Furthermore, as clinical training placements and supervision are
key elements in health workforce development, PHNs might also consider specifying these
requirements when commissioning services.

2. Increasing capacity and capability of General Practice and other service providers
It is widely acknowledged that “general practice is critical for a high performing, cost effective, primary
18

health care system” . A key function for PHNs will be to support continuous improvement in quality,
safety and efficiency of General Practice, and other primary care providers. This will be enabled by
PHNs providing support services enabling general practices and practitioners to access continuing
professional development and teaching incentive schemes in practice settings. Furthermore, PHN GP
support activities will also build skills to: improve patient outcomes through better use of MBS system
and local health pathways navigation; effectively utilise Practice Incentive Payments; and ensure
meaningful participation in reform programs such as the MyHealthRecord.

However, working with General Practice in this way has proven challenging in the past “GP disengagement from Medicare Locals was a contributing factor to some dissatisfaction with
Medicare Locals, and while engagement requires both parties to make best endeavours, it must be
19

addressed in the establishment of PHNs to ensure optimal outcomes” . As such the challenge
remains for PHNs to learn from past experiences and meaningfully engage with both General Practice
and other providers in local health systems.

3. Boosting productivity through innovation
In meeting the needs of their communities a useful focus area for PHNs will be to boost productivity
through adopting new approaches to service delivery, providing more flexible, cost-effective health
services. Two areas for consideration are:

17
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19
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Scope of practice: There is ongoing debate within the health sector to address service needs and
gaps through expanding the scope of practice of disciplines within the profession - “There is
evidence that some tasks that are currently the exclusive responsibility of particular professionals
could be performed just as effectively by others, without compromising patient safety or the quality
of care….Extending the scopes of practice for particular health care professionals — subject to
appropriate education and training — could produce a more flexible, sustainable and responsive
20

workforce while maintaining (or even improving) the quality and safety of care” . Having said this,
there are barriers outside of the PHN domain that impede changes to scope of practice at scale in
Australia, including legislative, regulatory and resourcing issues.


Telehealth: Telehealth is described as the “use of telecommunication techniques for the purpose
of providing telemedicine, medical education, and health education over a distance”21. Innovative
uses of information and communications technologies offer alternative mechanisms for health
service provision and health provider support, overcoming spatial, temporal, social and cultural
barriers. There are numerous examples where the predecessor Medicare Locals provided and/or
supported health care services and these offer useful approaches to overcoming inherent clinical
and technological challenges, as well as workforce maldistribution in rural and remote
communities.

The challenge remains to build broader systemic support for expanded scopes of practice and
telehealth solutions and for PHNS to then translate this into building a capable local health workforce
and enabling infrastructure.
CONCLUSION

The challenge of ensuring a flexible, high quality and productive health workforce in Australia, now
and into the future, cannot be understated - “Australia is already experiencing workforce shortages
across a number of health professions and it is predicted that even with substantial reform, demand
22

for health services and our ageing population will result in workforce shortages” .

The three specific health workforce focus areas discussed above, (1) improving access to services, (2)
increasing workforce capacity and capability, and (3) boosting productivity, will be key objectives for
PHNs if they are to effectively contribute to attracting, retaining, developing and growing a high quality,
productive primary health care workforce.

Working in this way, the PHN model offers opportunities to develop and apply new ways to utilise
existing resources to meet local health care needs, address service gaps and build and grow a
productive and effective health workforce.
20
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eHEALTH
AHHA PRIMARY HEALTH NETWORK DISCUSSION PAPER SERIES: PAPER SIX

INTRODUCTION

In April 2015 the Commonwealth Health Minister, the Honourable Sussan Ley, announced the
establishment of 31 new Primary Health Networks that will “reshape the delivery of primary health care
1

across the nation” . Primary Health Networks (PHNs) are to be ‘outcome focussed’ on improving
frontline services and ensuring better integrated care between primary and acute care services.
Specifically the Minister stated that the Government seeks to “ensure Australians are able to access
the right care, in the right place, at the right time and Primary Health Care Networks form a core part
2

of our plan” .

In improving the delivery of local primary health care services, Minister Ley noted that the Government
has set Primary Health Networks six priority areas for targeted work in:


mental health;



Aboriginal & Torres Strait Islander health;



population health;



health workforce;



eHealth; and,



aged care.

To facilitate discussion of the key challenges and opportunities arising from the establishment and
operations of PHNs, this series of discussion papers published by the Australian Healthcare and
Hospitals Association (AHHA) considers a combination of the critical success factors for PHNs and
explores each of the priority areas in the context of organised primary health care in Australia.

The PHN program has the potential to make a significant positive difference in health outcomes for all
Australians. This paper, PHN Discussion Paper #6 – eHealth, considers this topic in the context of
organised primary health care in Australia and identifies key issues for exploration and resolution.

1
2

Media Release “New Primary Health Networks to deliver better local care” Minister for Health (11/4/15)
Media Release “New Primary Health Networks to deliver better local care” Minister for Health (11/4/15)
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eHEALTH IN AUSTRALIA
The World Health Organisation defines eHealth (or electronic health) as ‘the combined use of
3

electronic communication and information technology in the health sector’ .
In practice, eHealth refers to “the health care components delivered, enabled or supported through the
use of information and communications technology. It includes: clinical communications between
healthcare providers; patient access to specialist services via online consultation and a range of online
4

tools and resources; and, professionals’ access to information databases and decision support tools” .
Furthermore, it can also refer to applications that can assist people to better manage their own health
and health care, as well as technologies to monitor patients’ conditions remotely.

It is generally accepted that there is much to be gained by getting eHealth right at scale across the
Australian health care system - “The ultimate benefit achieved from a national eHealth strategy is a
safer and more sustainable health system that is equipped to respond to emerging health sector cost
and demand pressures. Improvements in the Australian health care system will also drive stronger
5

workforce productivity that is integral to Australia’s long run economic prosperity”.

In recent times, there have been a number of Australian Government eHealth initiatives including:
Broadband for Health (2004-2007); HealthConnect (2004-2008); Managed Health Networks Grants
Program (2005-2008); National eHealth Strategy (2008); and, the Personally Controlled Electronic
Health Record (2012-2015). Notwithstanding these activities and investments, experience has shown
6

that “there are many obstacles to developing national eHealth policies and programs” .

For example, with regards to the introduction of the Personally Controlled Electronic Health Record
7

(PCEHR) in Australia, a recent review conducted by an independent panel found that
“notwithstanding overwhelming support for continuing with implementing a consistent electronic health
8

record for all Australians, a change in approach is needed to correct early implementation issues” .
This ‘change in approach’ sees the PCEHR being “rebooted as a personalised myHealth Record
9

system” . This was as a result of an investment of over $1 billion dollars in the PCEHR failing to
deliver on expected outcomes. As the Australian Healthcare and Hospitals Association noted:
“eHealth records have the potential to be an effective tool supporting high quality healthcare, but a

3

National eHealth Strategy (2008) – Australian Health Ministers’ Conference
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comprehensive approach which addresses the needs of both clinicians and consumers is required,
10

and the wasteful approaches of the past must be brought to an end” .

So, the concept of eHealth promises much and is well supported. However, the Australian experience
has shown that translating intent into results in a complicated and contested environment is
challenging.

For the purposes of this paper, the focus of eHealth is limited to discussing the further development
and implementation of the personalised electronic health record – myHealth Record.

Notwithstanding this, other areas of eHealth such as telemedicine are critical enablers to achieving
better health outcomes and reducing costs by increasing equity of access and system efficiencies –
“telehealth services such as video-conferencing – when used appropriately – are emerging as
effective ways to complement local health services. They can: deliver health services into remote
communities, reducing the need for travel; provide timely access to services and specialists, improve
the ability to identify developing conditions; help educate, train and support remote healthcare workers
on location; and, support people with chronic conditions to manage their health”.

11

The application of telemedicine solutions will be crucial to PHNs in meeting the needs of their
respective communities efficiently and effectively. As such, future eHealth initiatives need to focus on
all elements of eHealth and not just electronic health records.

PRIMARY HEALTH CARE AND eHEALTH

The ubiquitous application of information and communication technology in our daily lives has
transformed many sectors. However, this cannot be said for the Australian health sector – “An
Australian consumer can use an ATM anywhere around the globe to access their bank accounts.
Australian consumers can also seamlessly transfer their telephone and broadband services from one
provider to another and can access global telecommunications networks from any point in the
developed world. By contrast, the health care sector struggles to share potentially critical information
between service providers within the same postcode.”

12

Given this, the lack of a fully functioning electronic health record (EHR) system in Australia, where
clinicians and patients can readily access, record, store and review individual clinical information,
contributes to increased risks, costs and inefficiencies in the health system.

10

Australian Healthcare and Hospitals Association: Media Release – New Approach to eHealth But Will it Lead to More Waste?
(2015)
11
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12
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To remedy this, the Australian Governments sees “a functioning national electronic medical records
system as essential to ensure doctors, nurses and pharmacists across the country have instant
access to the information needed to treat patients safely and efficiently, without having to ‘gamble on
13

unknowns’ in their medical history” .

Building on the lessons learnt from the PCEHR experience, the Australian Government is set to
implement the myHealth Record. The vision for the myHealth Record, as articulated in the final report
of the independent review of the PCEHR, is “The electronic health record for Australians will be a
reliable, secure and trustworthy source of key clinical information. It will facilitate efficient and effective
treatment of patients by health practitioners and enable consumers to access and manage their own
health records in cooperation with their health providers to improve care….The value of sharing health
information electronically between healthcare professionals, will be demonstrated by enhanced
efficiency and effectiveness of the delivery of healthcare, reduced hospitalisations and ultimately lives
saved.”

14

From a clinician’s viewpoint this approach will see “the system made more user friendly and better
reflect the needs of health professionals including better alignment with existing clinical workflows
within practices, and to ensure additional information such as current medication lists, and known
15

adverse drug interactions are easily identified by practitioners”.

From a patient’s perspective, this approach “can provide an important mechanism to improve the
safety of healthcare, as well as providing an avenue for health care consumers to better manage their
own health”.

16

Notwithstanding the intent of this revamp of the EHR system, there are many primary care related
issues that need to be addressed. These include issues relating to the:


value proposition for users including: what benefits do primary care clinicians and patients
accrue by using the system; when will benefits be realised assuming the need for a ‘tipping point’
in use by health care providers and patients; what risks arise in use of the record if information is
unreliable or incomplete; and, ensuring design solutions equitably balance the needs of
practitioners and patients



meaningful use of the electronic health record including: system and process design that meets
the needs of end-users and addresses the shortcomings of the PCEHR model; appropriate
change management and adoption approaches for primary care clinicians and their practices, to
embed the use of myHealth Record in practice/clinic systems and processes; ongoing support for
end-users in implementation and use of the myHealth Record system; and, incentives to support
system adoption and behavioural change

13

Media Release: Hon Sussan Ley Minister for Health – Patients to get new myHealth Record (2015)
Review of the Personally Controlled Electronic Health Record (2013)
15
Media Release: Hon Sussan Ley Minister for Health – Patients to get new myHealth Record (2015)
16
Consumers Health Forum of Australia – Submission to the Federal Treasurer on the 2015-16 Federal Budget (2015)
14

4



security and privacy of the electronic health record including: what information is contained in
the record; who has access to this information; how is this information secured; and, what level of
control does the patient have over the content of, and access to, the information.

PRIMARY HEALTH NETWORKS and eHEALTH

Primary Health Networks, as coordinators and change agents of local primary health care systems,
can play a vital role in driving the uptake and effective use of the myHealth Record system across the
sector through their primary care service provider and consumer engagement roles. Key tasks for
PHNs include:

1. Build on and apply the eHealth experience base resident in Medicare Locals, in particular the
PCEHR ‘hub’ sites, given the substantial body of corporate knowledge, skills and past experience
Medicare Locals had in supporting general practice and others to implement eHealth systems.
2. Leverage PHNs’ local relationships with clinicians and patients to gain stakeholder input and buyin, given the pathway to a wide-scale adoption of myHealth Record will not be achieved without
on-the-ground support from end-users.
3. Apply Medicare Local knowledge and relationships in assisting other health care providers,
including pharmacy, allied health, hospitals, specialists, aged care, NGOs and private sector
organisations, to utilise the myHealth Record, implement secure messaging and develop
applications that clinicians can use to collaborate and provide better care to their patients.

4. Continue to support the uptake and meaningful use of the myHealth Record through:


Supporting all primary health care providers to ‘navigate the system’ in becoming myHealth

Record ready


Supporting General Practice to adopt best practice clinical records approaches to ensure

patient information is easily exchanged between providers using the myHealth Record


Educating clinicians in use of the myHealth Record and provide ongoing technical support if

required


Building on the deployment of the myHealth Record to facilitate other related initiatives, such

as care planning, care pathways, and secure messaging, across community health, aged care and
acute care, to create connections, foster collaboration and realise integrated care, and


Working with others to overcome location specific barriers to myHealth Record uptake, such

as poor internet connectivity/bandwidth or lack of available/skilled resources within a practice, as
this will affect adoption results in some locations.

5. Work with the Australian Government, and the soon to be formed Australian Commission for
eHealth, in supporting the planned transition for electronic health records to an opt-out system. In

5

this regard, Government would do well to consider PHN boundaries, and within these, locations
with a history of past eHealth performance and innovation, as it identifies suitable trial sites.

CONCLUSION
While eHealth has been heralded as ‘revolutionary’, it has at times proven difficult to realise the
17

foreshadowed benefits as ‘not only is eHealth revolutionary, it is complicated’ . There are many
obstacles to overcome - “some of these have been resolved; others persist; still others are only just
18

beginning to emerge” .

Notwithstanding this, the Australian Healthcare and Hospitals Association recognises and supports the
role that Primary Health Networks can play in the introduction of the myHealth Record, with specific
regard to addressing identified issues such as: creating the value proposition for users; facilitating
meaningful use of electronic health records; and resolving security and privacy concerns.

Furthermore, in implementing the myHealth Record, the Australian Healthcare and Hospitals
Association makes the following recommendations


19

for consideration within the sector:

Focus on enhancing information exchange between systems rather than developing additional
data repositories



Identify and address the barriers to clinician and patient participation



Provide incentives to engage clinicians beyond hospitals and general practice



Achieve a suitable balance between the clinician’s need for information and the patient’s right to
privacy.

17
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PRIMARY HEALTH NETWORKS AND AGED CARE
AHHA PRIMARY HEALTH NETWORK DISCUSSION PAPER SERIES: PAPER SEVEN

INTRODUCTION
In April 2015 the Commonwealth Health Minister, the Honourable Sussan Ley, announced the
establishment of 31 new Primary Health Networks that will “reshape the delivery of primary health care
1

across the nation” . Primary Health Networks (PHNs) are to be ‘outcome focussed’ on improving
frontline services and ensuring better integrated care between primary and acute care services.
Specifically the Minister stated that the Government seeks to “ensure Australians are able to access
the right care, in the right place, at the right time and Primary Health Care Networks form a core part
2

of our plan” .

In improving the delivery of local primary health care services, Minister Ley noted that the Government
has set Primary Health Networks six priority areas for targeted work in:


mental health;



Aboriginal & Torres Strait Islander health;



population health;



health workforce;



eHealth; and,



aged care.

To facilitate discussion of the key challenges and opportunities arising from the establishment and
operations of PHNs, this series of discussion papers published by the Australian Healthcare and
Hospitals Association (AHHA) considers a combination of the critical success factors for PHNs and
explores each of the priority areas in the context of organised primary health care in Australia.

The PHN program has the potential to make a significant positive difference in health outcomes for all
Australians. This paper, PHN Discussion Paper 7 - Primary Health Networks and Aged Care,
considers this topic in the context of organised primary health care in Australia and identifies key
issues for exploration and resolution.

1
2

Media Release “New Primary Health Networks to deliver better local care” Minister for Health (11/4/15)
Media Release “New Primary Health Networks to deliver better local care” Minister for Health (11/4/15)

1

AGED CARE
3

The Australian population is growing and ageing . The proportion of Australia’s population aged over
4

65 year has grown from 8 per cent in 1970-71 to 14.4 per cent (or 3.3 million people) in 2013 . This
trend is expected to continue, with the proportion of the population aged over 65 years projected to
5

almost double to around 25 per cent of the total population by 2055 .

As they age, many Australians will experience chronic illnesses, disability, and/or physical or cognitive
6

decline . These Australians require varying levels of care and support, and aged care is the term for
services provided to older Australians who “either need some help at home or can no longer live
”7

independently .

These services include a range of health and social care services, and are delivered by a mix of
8

public, private and not-for-profit organisations (either community based or residential aged care ), as
well as informal carers (family and friends). Presently, over one million older Australians receive
formal aged care services, and by 2050 this number is expected to rise to over 3.5 million Australians
9

using aged care services each year .

However, predictions relating to the impact of an ageing population on aged care services are
challenging. There is a complex array of factors that contribute, with conflicting trends appearing in the
relationship between morbidity, longevity and disability:


An increase in the survival rate of sick people would be expected to expand morbidity.
However, there is no evidence of absolute expansion of morbidity or disability in Australia.
While life expectancy has increased for both sexes, most of this increase corresponded with
an ‘increase in years free of disability and severe or profound core activity limitation’.



10

A control on the progression of chronic disease would “explain a subtle equilibrium between
11

the fall of mortality and the increase in disability”. However there is no evidence suggesting a
‘dynamic equilibrium’ in Australia. Rather, the number of years with severe limitations
continued to increase slightly along with the increase in years lived with disability as a whole;

12

and

3
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An improvement in health behaviours and the health status of older people would explain a
compression of morbidity.

13

However, there is no evidence of absolute compression of

morbidity or disability in Australia (where the period living with ill-health and disability before
death is shortened). Rather, gains in years with disability were no greater than increases in life
expectancy.

14

Regardless, the increased number of people and proportion of the population over 65 year and over
85 years means all services need to take more account of the needs of the old and the very old.
Services need to reflect consideration of

1516

:



the significant increase in the number of older people



the increasing incidence of age-associated disability and disease (e.g. dementia, stroke, COPD,
diabetes), along with complex multimorbidity



the rising expectations about the type and flexibility of care that is received



community concerns about variability in the quality of care



the expected relative decline in the number of informal carers



the need for significantly more nurses and personal care workers with enhanced skills.

These issues are recognised as considerable and come with associated costs - “Australian
governments will face additional pressures on their budgets equivalent to around 6 percent of national
GDP by 2060, principally reflecting the growth of expenditure on health, aged care and the Age
17

Pension” . This projected increase in costs is further exacerbated by an anticipated reduction in
government revenues - “growth rates in output and income per capita are likely to slow, while
18

increased demands on governments to fund age-related expenditure will generate fiscal pressures” .
In summary, an ageing population will “strain pension and social security systems, increase demand
for acute and primary health care, require a larger and better trained health workforce and increase
19

the need for long term care, particularly in dealing with dementia” .

PRIMARY HEALTH CARE AND AGED CARE
In responding to the challenges presented by an ageing population, the National Aged Care Alliance’s
vision is to see that “every older Australian is able to live well, with dignity and independence, as part
of their community and in a place of their choosing, with a choice of appropriate and affordable
20

support and care services when they need them” .
13
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In supporting this vision, “Age appropriate primary care services need to be reorganised and trained,
to better meet the needs of their increasingly aged clientele. Reforms should include a commitment to
provide continuing care, capacity for outreach including home-based assessments, and holistic
integrated care for patients with multimorbidities. Simple structured assessment and attention to
underlying frailties (little mobility, undernutrition, pain, incontinence, and cognitive and sensory
impairment) might promote increased attention to the needs of older people and limit disability and
dependence”.

21

There are a range of factors for consideration by the primary health care sector and its interactions
with the wider health care system. Similarly, these factors equally apply to the intersect between
22

primary care services and aged care services, now and into the future. These factors include :


providing care that enables the independence and wellness of older Australians and their
continuing contribution to society



ensuring all older Australians needing care and support have access to person-centred primary
care services



delivering consumer-directed primary care that allows older Australians to have choice and control
over their lives and to die well



ensuring services are easy to navigate so older Australians know what care and support is
available and how these can be accessed



making sure that older Aboriginal and Torres Strait Islander peoples’ needs are met with regards
to culturally safe, health, aged and social services



assisting older veterans who may have unique and complex needs, and



providing assistance to informal carers that supports them in their caring roles.

Informed by the factors identified above, Primary Health Networks (PHNs) must consider their role in
meeting the needs of older Australians.

PRIMARY HEALTH NETWORKS AND AGED CARE
PHNs can play a key role in supporting older Australians to lead healthy, productive and connected
lives, ensuring they enjoy greater social and economic participation in society. As primary health care
organisations, PHNs are uniquely placed to meet the needs of older Australians by applying a
population health approach. This includes PHNs identifying needs, assessing current services, and
developing solutions to fill priority gaps in primary care services for older Australians. Through this
process, PHNs can also create networks and systems that connect providers across health and aged
care services, thereby aligning services to the needs of older Australians.
21
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In particular, there are three specific areas in which PHNs can play a leadership role at the local level.
These being:


Access: It is acknowledged that “the needs of older Australians vary from person to person and
over time, as ageing is a unique experience… Accordingly, older Australians need access to a
flexible range of care and support services that address their specific current needs and, to the
23

extent possible, restore their independence and wellness” .
Notwithstanding this, access to primary health services for older Australians is “variable and
difficult to navigate due to our fragmented health care system”

24

and “the distribution of services

25

available to older persons is uneven across Australia” .
PHNs have a mandate to “undertake regional needs assessments and conduct service planning
for their regions”

26

in order to “develop local strategies to improve the operation of the health care

system for patients and facilitate effective primary health care provision, to reduce avoidable
27

hospital presentations and admissions within the PHN catchment area” . Given this, as PHNs
assess needs and plan services, they are well placed to accommodate the needs of older
Australians and ensure equitable access to appropriate aged care services.


Integration: Presently, states and territories manage the acute hospital system, with responsibility
28

for primary care and aged care residing with the Federal Government . Given this, and the
multitude of organisations providing health care and other services for older Australians (both
public and private), “coordination of aged care services is important, both to provide services cost29

effectively and to provide the appropriate care for people at the appropriate time” . This situation
gives rise to problems “at the interface of these systems as older people move between acute
30

hospital and aged care services” .
As local health system integrators, PHNs have a role to play in “improving coordination of care to
31

ensure patients receive the right care, in the right place, at the right time” . In seeking to meet the
needs of older Australians this translates to PHNs adopting a people-centred view of the patient
journey across the local health and aged care services systems. Ideally this will result in PHNs
23
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ensuring that “aged care, disability, community services and health care systems are aligned to
ensure consumers can transition between service systems seamlessly and always receive the
care and support that best meets their needs in the most appropriate service setting”


32

Aged Care Reform: In response to the ageing population in Australia, the Federal Government is
implementing a range of aged care reforms. These reforms are founded on a restorative
approach (incorporating wellness and reablement), aimed at encouraging healthy ageing so as to
enable people to continue to productively contribute to the economy and to reduce the burden on
the health care system. With clear evidence of the importance of continued risk factor modification
into older age, “a greater emphasis on the neglected areas of health promotion and disease
prevention in older age may yield substantial benefits.”

33

Further, the reforms seek to “create a better system to give older people more choice, more
34

control and easier access to a full range of aged care services” . Service providers will be
expected to offer to do more ‘with’ clients, than just ‘for them’. Shifting a workforce which has
operated under different principles for so long will require strong leadership to embed this
35

approach in workplace culture and support workforce development.

The changes to the aged care system are informed by the Productivity Commission’s Caring for
Older Australians report (2011) and are being progressively implemented in three phases over a
ten year period that started in 2013. These reforms include new policy and programming
regarding home care, quality, residential care, needs assessment and care coordination.
Medicare Locals were instrumental in effecting Australian Government reform initiatives in both
health care and aged care and it is anticipated that PHNs can also play a valuable role.

CONCLUSION
The current aged care system is under pressure and has many weaknesses - “It is difficult to navigate.
Services are limited, as is consumer choice. Quality is variable. Workforce shortages are exacerbated
36

by low wages and some workers have insufficient skills” .

The health care and aged care sectors intersect and this nexus affords opportunities for PHNs to
exercise their mandate to understand and respond to the primary health care needs of older
Australians in their communities. Effective PHN responses will support and enable a “quality,
affordable patient-centred aged care system in which consumers, the health and aged care sectors
work in partnership to ensure timely and holistic care for older Australians across the spectrum of their

32
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care needs – from wellness and health promotion to early detection, diagnosis, treatment and
37

rehabilitation through to palliative and end of life care” .

The challenge remains for PHNs to translate this intent into reality, meeting the individual needs of an
increasing number of older Australians.
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