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1. Introduction 

Health service integration is essentially about the relationships between the parts of the 

health system.  These relationships may be between service agencies, programs, or 

levels of government.  A well integrated health system is not one without boundaries, but 

one where the boundaries enhance service quality and efficiency.  Poor integration can 

distort the allocation of resources, lead to inefficient practices, and work against best 

practice care and continuity of care 

[National Health Strategy (1991), The Australian Health Jigsaw – Issues Paper Number 1, p 14] 

The Australian Healthcare and Hospitals Association (AHHA) has convened three groups of 

experts, clinicians and academics to develop practical policy options in: 

• National Benchmarking and Data; 

• Information Management; and 

• Service Integration. 

The Service Integration  Priority Group  is chaired by Ms Mary Foley , formerly CEO, St 

Vincents & Mater Health Sydney, and supported by: 

• Professor Kathy Eagar, Centre for Health Service Development, University of 

Wollongong; 

• Ms Annette Schmiede, Health Policy Consultant; and 

• Ms Shaune Noble, Manager, Planning & Projects, St Vincents & Mater Health. 

The Service Integration Priority Group has drawn on the input of a significant number of 

health professionals involved at the frontline delivery of subacute and primary health care 

services from across Australia, as well as academics and service managers (see Appendix 

C). The Group’s findings and recommendations were also reviewed and supported by 

another broad group of health professionals from around Australia at a Think Tank Exchange 

organised by AHHA on 2 May 2008. 
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2. Recommendations 

2.1 Introduction 

The Group has been cognisant that ‘integration’ can occur at various levels (patient, health 

service, region, health system), as illustrated by one example below: 

 

Given this broad scope, the Service Integration Priority Group identified a range of options at 

each level (see Appendix A) and then focused on two main issues: 

• The underdevelopment of primary health care and community based services to 

address the chronic and complex care needs of an ageing population and other 

population groups; and 

• The need to integrate care across provider and funding boundaries of acute, 

subacute, ambulatory and community based care to support the patient journey, 

ensuring the right care at the right place, early intervention, effective case 

management and prevention. 

 

A review of the literature and discourse nationally and internationally indicates that these two 

issues are global concerns of health systems and that significant work has already been 
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undertaken to develop service and funding models.1 2 A major theme is that development of 

integrated primary care, sub acute and community services with appropriate linkages to acute 

care will deliver improved outcomes and reduce the pressure on the acute system. 

Within the Priority Group, many health service practitioners report their experience that the 

Australian health care system is not working in relation to these issues and is in urgent and 

serious need of a total redesign. At the same time, Priority Group participants were able to 

draw on their considerable experience in implementing new service models to identify 

practical recommendations which could be implemented quickly to improve service 

integration across the Australian health system. 

There is a strong view that there are already copious studies and trials available and that it is 

now time to “pick some winners” which can be implemented more broadly.  That said, the 

Priority Group also recognised that, while quick wins are needed, they will go only some way 

to improving integration.  Longer term, structural changes are also required.  These were 

considered outside the scope of the current paper but some are included in Appendix A. 

2.2 Issues 

2.2.1 Workforce Supply 

All proposals for developing primary care and community based health services will require a 

flexible, appropriately trained, structured and willing workforce to meet existing and future 

demand. The Priority Group has not attempted to address these issues but flags that any 

initiatives in these areas will also require short and longer term workforce strategies in which 

the Commonwealth Government will need to take a leadership role. 

2.2.2 Information and Communications Technology 

The Priority Group identified IT connectivity and good patient management systems which go 

across provider boundaries as essential to supporting integration of care.  These issues are 

being addressed by the AHHA Information Management Priority Group. 

2.3 Recommendations 

The Service Integration Priority Group identified 6 priority areas for service integration which, 

if addressed, will contribute to the delivery of “one health system” for the patient as 

recommended by the 2020 Summit. 

 

 

                                            
1 “Primary Care in the Driver's Seat", European Observatory on Health Systems and Policy Series. Editors:  
Richard B Saltman, Ana Rico and Wienke Boerma, 2006   
http://www.euro.who.int/informationSources/publications/catalogue/20060403  
  
2 Zwar N, Harris M, Griffiths R, Roland M, Dennis S, Powell Davies G and Hasan I, “A Systematic Review of 
Chronic Disease Management, Australian Primary Health Care Research Institute and University of New 
South Wales, September 2006 
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Support the Patient Journey 

SI-1  A national and systematic analysis be undertaken of the plethora of existing trials 

and studies to identify best practice service integration models which are cost 

effective, scaleable and transportable across jurisdictions having regard for: 

•••• the reality of the Australian health service delivery network involving 

public and private, government, faith based, charitable and community, 

urban and rural providers; 

•••• priority to primary care models that include multidisciplinary teams, 

workforce substitution and information sharing through Information and 

Communication Technology; 

•••• the need to establish an ongoing central clearing house for service 

integration models, trials, policies and studies. 

SI-2 In the first instance target proven prototypes from the areas of: 

• Primary care integration; 

• Palliative care integration; 

• Integrated rehabilitation; 

• Mental health; 

• Transition and step down care; 

• Chronic and complex disease management; 

• Hospital in the home; 

• Child and family services; and 

• Indigenous health service models. 

 

Build on the GP Super Clinic Model 

SI-3 The tender process for GP Super Clinics give preference to proposals which 

incorporate multi agency collaboration, for example, non-government community 

services providers, multidisciplinary private providers, State/Territory community 

health and hospital ambulatory programs; 

SI-4 All tenders for GP Super Clinics must have as an essential component 

demonstration of coherent governance arrangements to support and conduct the 

Super Clinic; 

SI-5 Commonwealth support for similar programs being developed by State health 

authorities, such as NSW’s HealthOne centres or South Australia’s GP Plus 

centres, be directed through the Commonwealth’s GP Super Clinic Program 

rather than through the Australian Health Care Agreements (AHCAs). This will 



 

 

AHHA POSITION PAPER – Service Integration 7 

create incentives for integration of State/Territory programs with Commonwealth 

funded primary health care; 

SI-6 The Commonwealth with the States and Territories undertake an urgent review 

of State Community Health services with a view to ensuring that all Australians 

have access to prevention, early identification and early intervention services.  In 

particular, the focus should be on reaching agreement between the 

Commonwealth and the States and Territories on those services that are best 

funded and staffed under fee for service arrangements and those services that 

are best funded and staffed in other ways; 

 

Develop Sub Acute Services 

SI-7 A national rehabilitation strategy is required that will include national workforce 

planning, national service planning standards, a rehabilitation integration strategy 

and a clear commitment from all levels of government to providing active 

rehabilitation services to all patients who have the capacity to become more 

functionally independent.  This strategy, jointly funded by both levels of 

government, should be a core feature of the next AHCAs; 

 

Reform the Medical Benefits Schedule 

SI-8 Lift the cap on Medicare funded allied health referrals so that the number of 

referrals is consistent with the needs of the patient as documented in their care 

plan; 

SI-9 Allow patients with private insurance to ‘top up’ their Medicare funded allied 

health to a level consistent with their documented care plan; 

SI-10 Introduce better systems to support GPs and other health professionals to 

develop care plans consistent with best practice; 

SI-11 Expand the list of eligible referring practitioners to allow specialist physicians 

(specifically palliative care and rehabilitation physicians and geriatricians) to 

directly access allied health services under Medicare; 

 

Improve the Acute/Primary Interface 

SI-12 The Commonwealth and States to fund a program that supports extended hours 

of community services where these services support early discharge from 

hospital on the basis of collaborative programs across jurisdictions; 

SI-13 A framework for GP engagement and resourcing of GP liaison be included under 

the new AHCAs; 
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SI-14 National clinical guidelines be implemented in a number of areas which can be 

added to over time starting with maternity shared care guidelines and mental 

health shared care guidelines and possibly rehabilitation and cancer care; 

SI-15 In defined circumstances written advice from a Specialist to a GP to attract an 

MBS item fee; 

SI-16 As part of the establishment of GP Super Clinics and similar multidisciplinary 

primary care practices, models should be supported for GP led teams to conduct 

aged care assessments in shared care arrangements with existing ACAT teams; 

 

Support Informal Systems and Incentives for Regiona l Structures 

SI-17 Wherever possible, synchronise the boundaries of existing regional structures 

including State health, Divisions of GPs, other human service departments and 

programs (eg. HACC); 

SI-18 Create regional liaison structures that bring together health, HACC, Divisions of 

GPs and other health care providers. These could be structured alone the lines 

of existing regional Business Councils and Chambers of Commerce; 

SI-19 Build on the work already undertaken in building Primary Care Partnerships in 

Victoria and elsewhere, including the establishment of electronic referral systems 

at the local and regional levels; 

SI-20 Once those are in place, the next logical step would be the establishment of 

common, shared electronic medical records, including standardised needs 

assessment tools; 

SI-21 Create opportunities and incentives to develop regional health management 

programs for chronic diseases and life stages; 

SI-22 Promote flexible opportunities for regions or other regionally based configurations 

of service providers to test ‘cash out’, ‘cash up’ and funds pooling models for 

specific patient populations (eg. mental health, aged care, homeless and 

disadvantaged); and 

SI-23 Allow regions or other regionally based configurations of service providers to 

identify services that are potentially substitutable and then decide on a regional 

basis who is best placed to pay for what on a case by case basis.  Examples 

might include primary care ED attendances, outpatient departments and hospital 

issued drugs. Under this option, a mechanism would be required whereby a 

region or other group of service providers could seek the agreement of both the 

Commonwealth and the relevant State or Territory to establish such models. 
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3. SI-1 to SI-2 – Patient Journey Across Boundaries  

3.1 Issues 

Figure 1 provides a conceptual overview of the main types of health care in Australia.  These 

are defined by the needs of the patient rather than by the designation of the provider who 

provided the care.  The patient journey for patients with complex needs can cross all types of 

care (primary, acute, subacute and non-acute) and multiple settings of care in both the public 

and private sectors. 

Figure 1: Main types of health care in Australia 

Type of care Examples of streams 

Primary Care 

Prevention, early intervention and 
treatment services for patients 
that can be appropriately met by 
first point of contact services 

 

General Practice 

 

Community health 

 

Acute Care 

Care needs and treatment driven 
by the patient’s medical diagnosis 

 

Medicine 

Principal diagnosis 
is the cost driver 

 

Surgery 

Principal diagnosis is 
the cost driver 

 

Acute Care of the 
Elderly (ACE) 

Multiple diagnoses 
drive costs 

Subacute Care 

Care needs and treatment driven 
primarily by the patient’s 
functional status and quality of 
life, not the underlying medical 
diagnosis 

Therapy is the dominant 
intervention, the goal of which is 
to maximise functional abilities 

 

Rehabilitation 

 

 

Geriatric Evaluation 
and Management 
(GEM) 

(sometimes AKA 
slow stream 
rehabilitation) 

 

Palliative care 

 

Non-Acute Care  

The predominant goal is 
maintenance of a patient's current 
health and functional status 

Therapy is provided to maintain 
current functional abilities. Some 
slow improvement may be 
achieved but, if so, it is a bonus 
and not the predominant goal of 
care 

 

Maintenance Care 
(also called Interim 
Care and 
Convalescent Care) 

 

Transition Care (joint 
Commonwealth 
State funded 
program) 

 

 

A key challenge for the health system is how to achieve better integration across these types 

of care.  A further challenge is to achieve the best balance of investment across these care 

types.  This is particularly the case given the current lack of national focus on sub-acute care 

at the same time as there is increasing investment in both acute and transition care. 

Consumer feedback consistently raises the time and frustration experienced by individuals 

and their families in trying to navigate Australia’s fragmented and poorly coordinated health 

and aged care services. The system has been sustained by the high quality care that is often 
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Hospital Admission Risk Program (HARP)  
In 2001-02 the Victorian Government 
established the Hospital Admission Risk 
program (HARP) which incorporated a range 
of collaborative initiatives targeting the 
management of chronic complex care 
conditions including heart failure and chronic 
obstructive airways disease. 
The purpose of the Program, which is now 
being implemented throughout Victoria, was 
to reduce hospital admissions through a 
focus on prevention and addressing the 
needs of those with chronic and complex care 
conditions, many of whom are frequent, high 
users of the health system. 
This innovative program has resulted in 
reduced demand and increased capacity in 
the health system whilst also improving 
patient care – including self care through 
empowerment and education of participants. 
http://www.health.vic.gov.au/harp-cdm/  

delivered by a professional and well trained workforce. This though is not a sustainable model 

for the future.      

The States and Commonwealth have funded 

and supported many initiatives to encourage the 

development of models that look to improving 

integration and coordination across primary care 

and the acute hospital sector. 

The GP Super Clinic is one model that has been 

chosen by the new Commonwealth Labor 

Government to bring about improved 

coordination and cooperation across primary 

care.  

It has been estimated that current inefficiencies 

due to inadequate integration between 

Commonwealth funded primary care services and State funded community health and 

hospitals cost the health system $4 billion annually.3 

In preparing this Report the Priority Group has sought to identify models, programs and 

service initiatives that have been shown to improve coordination and integration to bring 

about the goal of the seamless patient experience. There is a plethora of programs, pilots and 

initiatives combined with many endeavours to review, evaluate and draw lessons. 

Many of these initiatives were introduced as time limited, and fund limited, pilot programs. 

This has led to considerable frustration among health professionals, particularly, where 

successful services based on innovative models were stopped as funding ceased. 

All Australian States have supported and funded a range of pilot programs and services to 

test different models to improve coordination and integration between the acute hospital 

sector and the community. The Commonwealth has funded a range of agencies and 

organisations including universities, Divisions of GPs, Area Health Services and non-

government organisations to develop and implement demonstration projects. 

There are many good examples of innovation that were brought to the attention of the Priority 

Group in preparing this Report, but many groups, agencies, organisations and jurisdictions 

are working in isolation from one another.   

                                            
3 House Standing Committee on Health and Ageing, the Blame Game: Report on the Inquiry into Health 
Funding. Dec 2006. 
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3.2 Recommendations 

SI-1  A national and systematic audit be undertaken to identify best practice service 

integration models which are cost effective, scaleable and transportable across 

jurisdictions having regard for: 

•••• the reality of the Australian health service delivery network involving 

public and private, government, faith based, charitable and community, 

urban and rural; 

•••• priority to primary care models that include multidisciplinary teams, 

workforce substitution and information sharing through Information and 

Communication Technology; 

•••• the need to establish an ongoing central clearing house for service 

integration models, trials, policies and studies. 

SI-2 In the first instance target proven prototypes from the areas of: 

• Primary care integration; 

• Palliative care integration; 

• Integrated rehabilitation; 

• Mental health; 

• Transition and step down care; 

• Chronic and complex disease management; 

• Hospital in the home; 

• Child and family services; and 

• Indigenous health service models. 

In some instances, such as palliative care, there may already be initiatives which would form 

the basis of developing the appropriate prototype. Additionally, consideration of the 

appropriateness of these models to the needs of rural and Indigenous populations must be a 

consideration. Examples of integration models are provided at Appendix B. 
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4. SI-3 to SI-6 – GP Super Clinics  

4.1 Issues 

The Federal Labor Government’s election policy document New Directions for Australian 

Health-Delivering GP Super Clinics to local communities (August 2007) proposes an 

investment of $220 million to provide infrastructure to establish GP Super Clinics. 

Under the policy, GP Super Clinics will include private practising GPs and a range of other 

health service providers and services, with priority for areas most in need of services, for 

example rural and regional communities where there is poor access to services. Funding will 

be for capital, small recurrent funding streams for administrative support or practice nurses 

and incentives for individual doctors to relocate to a super clinic. 

The Priority Group supports the Super Clinic concept based on the Group’s experience with a 

number of one-off models including: 

• The Cessnock Uni-Clinic, which was established by the Hunter New England Area 

Health Service and the University of Newcastle, to support GP led multidisciplinary 

teams providing comprehensive care for patients; and 

• The Inala Primary Care Centre in Brisbane, which is a collaboration of the University 

of Queensland, Queensland Health and Brisbane Inner South Division of GPs.  The 

model is based on a network of primary care services and linkages with other 

services to improve access and health outcomes.  There are links to secondary and 

tertiary services that work to extend and up-skill the GPs in the practice. 

The Priority Group considered that the GP Super Clinic model is as a potential structural 

vehicle, which could be broadened in application to 

• Strengthen primary health care; 

• Support linkages to outpatient, subacute and acute care services provided by 

hospitals and State community health services; and  

• Bring together related services in private practice, non-government organisations, 

community services and public health services. 

Key observations are: 

• The concept of the GP Super Clinic can be extended beyond the proposed initial 

program to apply to general practice and primary health care more broadly and to 

recognise and support many similar initiatives which have already been established 

and which could be extended.  

• Inter-jurisdictional variations will need to be acknowledged. For example, in Victoria, 

community health services are set up as not for profit organisations which provide 

State funded services but which also involve GPs and other health professionals with 

access to the Medical Benefits Schedule. 
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• The lack of organisational infrastructure and multidisciplinary support in GP practices 

inhibits take up of new MBS fee for service items which support mental health 

nurses, individual patient care plans, referral for appropriate and co-ordinated allied 

health services. A combined funding model of MBS fee for service items and 

infrastructure/incentive payments is a sustainable model; 

• Well defined governance structures are crucial to achieving sustainable integrated 

primary care models. The Australian Primary Health Care Research Institute 

(APHCRI) and the University of Queensland (UQ) have identified a number of 

governance models ranging from shared resources models to establishing 

incorporated entities; 

• The inclusion of public health care ambulatory services within the Super Clinic model 

is strongly supported, for example the location of public hospital diabetes services 

within the Inala Primary Care Centre; and 

• State Community Health models require review as a complementary initiative to GP 

Super Clinics. These programs are generally fragmented and highly variable from 

State to State and region to region. Their service range and configuration is largely a 

matter of history. Since Community Health was first actively promoted by 

Commonwealth Government funding in the 1970s, these programs have largely been 

rolled in with hospital funding and, in many cases, have been subsumed to 

supporting the efficient throughput of hospitals rather than primary health care in the 

community.  While more effective hospital demand management strategies are 

necessary, it is equally important to have a strong community-based network of 

services committed to prevention, early identification and early intervention.  This is 

particularly the case because fee for service funding models are not well suited to 

funding these types of services. 

4.2 Recommendations 

SI-3 The tender process for GP Super Clinics give preference to proposals which 

incorporate multi agency collaboration, for example, non-government community 

services providers, multidisciplinary private providers, State/Territory community 

health and hospital ambulatory programs; 

SI-4 All tenders for GP Super Clinics must have as an essential component 

demonstration of coherent governance arrangements to support and conduct the 

Super Clinic; 

SI-5 Commonwealth support for similar programs being developed by State health 

authorities, such as NSW HealthOne centres or South Australia’s GP Plus 

centres be directed through the Commonwealth’s GP Super Clinic Program 

rather than through the Australian Health Care Agreements (AHCAs). This will 
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create incentives for integration of State/Territory programs with Commonwealth 

funded primary health care; and 

SI-6 The Commonwealth with the States and Territories undertake an urgent review 

of State Community Health services with a view to ensuring that all Australians 

have access to prevention, early identification and early intervention services.  In 

particular, the focus should be on reaching agreement between the 

Commonwealth and the States and Territories on those services that are best 

funded and staffed under fee for service arrangements and those services that 

are best funded and staffed in other ways. 
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5. SI-7 – Subacute Care 

5.1 Issues 

While subacute care is a crucial investment for an integrated health system it is largely 

absent from national discourse about health policy. Utilisation and financial data for subacute 

services are rolled up into acute care statistics and thus invisible in national data sets. 

At its core, rehabilitation and other sub-acute services are about: 

• Maximising a person’s abilities and independence; 

• Maximising quality of life; 

• Restoring lost function; and  

• Preventing new or further functional loss. 

Rehabilitation and other subacute services sit at the interface of much acute and primary care 

and have four target groups: 

• Patients who cannot go home from hospital without a return of, or improvement in, 

function; 

• Patients discharged after an acute admission requiring continuing care as an 

outpatient; 

• People living with congenital or acquired disability, or chronic illness who have inter-

current acute events; and 

• People who are ageing and experiencing the functional losses associated with 

multiple chronic diseases. 

The subacute category also includes palliative care services. 

Better management of all target groups will be essential if the Australian health system is to 

meet the needs of the Australian community into the years ahead.  This will not be possible 

without a national commitment to the development of rehabilitation and sub-acute care in 

both the public and private sectors. 

Contemporary rehabilitation is starting to develop new models of care in response to 

changing patterns of morbidity and changes in the acute care sector.  These include early 

intervention in acute care to prevent complications and maximise function and an increasing 

role working with older patients with coexisting problems.  These patients are traditionally the 

ones that the health system has difficulty managing.  A key feature of this work is its potential 

to reduce the length of stay for patients in acute care. Rehabilitation, when done well, is 

starting earlier and is not waiting for medical stability to be achieved. 

Despite a commitment from the Commonwealth and all States and Territories to achieving 

demonstrable improvements in the efficiency and effectiveness of the Australian health 

system, rehabilitation is not yet on the national agenda.  
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No level of government has clear responsibility for rehabilitation policy, planning, service 

provision or workforce development.  For example, there is no section in the Department of 

Health and Ageing that has responsibility for rehabilitation.  As a further example, disability 

services have been narrowly defined at a national level to exclude the clinical care and 

rehabilitation of people with disabilities.   

The outcome is that responsibility for rehabilitation has been left to the States and Territories.  

The evidence is that some jurisdictions have done better than others.  For example, over 

time, some States have moved their rehabilitation services from acute hospitals to stand-

alone facilities.  One outcome is that the potential contribution of rehabilitation to improving 

the efficiency of acute care has been reduced.  As a further example, there is an available 

and growing rehabilitation medical workforce, a critical mass has been achieved and a very 

good training system is in place.  Nevertheless, there is a significant mal-distribution problem 

across the jurisdictions. 

There is a lack of integration between community care, primary care and rehabilitation.  As 

one example, rehabilitation physicians cannot access allied health services under Medicare 

as these can only be accessed via GP referral only. This issue is addressed under 

recommendations for the reform of the Medical Benefits Schedule. 

A further problem is that the focus of Australian government funded community care is on 

transition (non-acute maintenance) services and explicitly excludes rehabilitation and other 

sub-acute care.  This is despite evidence that two thirds of people seeking community care 

(eg, HACC) are assessed as having the potential for increased independence.  This 

significant group do not receive rehabilitation.  Instead, they receive maintenance care.  The 

end result is a long-term burden for them, their family and the health system.  

There is clear international evidence that effective rehabilitation can only be achieved with 

appropriate resourcing. The evidence is clear that higher intensity therapy improves both 

patient outcomes and service efficiency.4  Due to the lack of national standards, Australia 

lags well behind the US on this issue.  In the US, it is mandatory to provide three hours of 

therapy per day for at least 5 days per week.  Few, if any, Australian rehabilitation units would 

meet the US standard.  It is no coincidence that the US is able to demonstrate better 

outcomes and efficiency than Australia.  

                                            
4 Ham C, York N, Sutch S, Shaw R. Hospital bed utilisation in the NHS, Kaiser Permanente, and the US 
Medicare programme: analysis of routine data. British Medical Journal. 2003; 327: 1257 
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5.2 Recommendations 

SI-7 A national rehabilitation strategy is required that will include national workforce 

planning, national service planning standards, a rehabilitation integration strategy 

and a clear commitment from all levels of government to providing active 

rehabilitation services to all patients who have the capacity to become more 

functionally independent.  This strategy, jointly funded by both levels of 

government, should be a core feature of the next AHCAs. 
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Case Study 
After her stroke, Maria was admitted to 
hospital for acute care and subsequently 
transferred for rehabilitation.  She is now 
ready for discharge but, as documented 
in her discharge plan, will require some 
more physiotherapy and speech 
pathology. Her treating rehabilitation 
physician cannot directly refer her for 
these services and will have no role in 
ensuring she receives continuity of care.  
Instead, she will be referred back to her 
GP in the expectation that the GP will 
make the necessary arrangements.  This 
will delay her therapy at discharge, at 
least for a few days. 

6. SI-8 to SI-11 – Reform of Medical Benefits Schedule (MBS) 

6.1 Issues 

A change in the criteria for a small number of MBS items has the potential to improve the 

integration of patient care, particularly those patients with chronic and complex health 

conditions.  

6.1.1 The cap on allied health referrals under Medicare 

Medicare rebates are currently available for a maximum of 5 allied health services per patient 

in a calendar year. These rebates are available to patients who have a chronic condition and 

complex care needs being managed by their GP under an Enhanced Primary Care (EPC) 

plan. The need for allied health services must be identified in the patient’s plan. Patients with 

private health insurance cannot use their private health insurance ancillary cover to ‘top up’ 

the Medicare rebate.  

Eligible services are those provided by Aboriginal 

health workers, audiologists, chiropractors, 

chiropodists, diabetes educators, exercise 

physiologists, dieticians, mental health workers, 

occupational therapists, osteopaths, 

physiotherapists, podiatrists, psychologists and 

speech pathologists.  The maximum of 5 allied 

health services refers to all of these services in 

total, not 5 per discipline. 

This limit of 5 allied health services per year is arbitrary and is not based on evidence of best 

practice. Additionally, the limitation means that there is a bias towards hospital based service 

provision. For instance, where there is evidence to support 12 sessions of physiotherapy for 

conditions such as pulmonary rehabilitation, these must, due to the limitation on service use, 

be undertaken in the hospital setting. There is also scope to review the complex 

administrative requirements surrounding the use of these items to facilitate their uptake by 

GPs. A best practice model would create opportunities and incentives to ensure that the 

patient’s care plan is actually implemented at the same time as ensuring that that plan is 

consistent with best practice. 

6.1.2 Allied health services can only be accessed under Medicare by GP referral   

As noted above, GPs can refer patients with chronic conditions and complex care needs to 

allied health services funded under Medicare. Patients need to be referred by their GP and 

have in place either:  

• A GP Management Plan AND Team Care Arrangements (items 721 and 723); or  

• An EPC multidisciplinary care plan (items 720, 722, 730 or 731).  
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As the case study in the box above illustrates, better continuity of care would be achieved if 

certain specialist physicians could access these same services.  As with GPs, a documented 

management or care plan would be required as a condition of referral. 

6.2 Recommendations 

SI-8 Lift the cap on Medicare funded allied health referrals so that the number of 

referrals is consistent with the needs of the patient as documented in their care 

plan; 

SI-9 Allow patients with private insurance to ‘top up’ their Medicare funded allied 

health to a level consistent with their documented care plan; 

SI-10 Introduce better systems to support GPs and other health professionals to 

develop care plans consistent with best practice; and 

SI-11 Expand the list of eligible referring practitioners to allow specialist physicians 

(specifically palliative care and rehabilitation physicians and geriatricians) to 

directly access allied health services under Medicare. 
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South West Sydney Acute Ambulatory Care 
Model  

In 2000, South West Sydney Area Health Service 
introduced an innovative Acute Ambulatory Care 
Service which was designed to substitute patient 
care provided in hospital beds with care in the 
patient’s home. 

This model, which is now replicated elsewhere, 
involved the establishment of a “virtual” ward unit 
supported by ambulatory and outreach services. 
The range and depth of services provided included 
home based care, multi-disciplinary outpatient 
assessment and support for day surgery with pre 
and post surgical care. The service included medical 
cover 24 hours per day, 7 days per week. 

The model was funded by the Area Health Service, 
which provided the health care personnel with the 
Department of Ageing, Disability and Home Care 
contributing funds for the personal care component. 
To ensure timely delivery of care, the latter funds 
were used to purchase personal care services from 
either Home and Community Care services or a 
private provider – whichever was able to deliver the 
services as and when required by the patient. 

 An evaluation demonstrated that the model reduced 
the demand for inpatient beds and delivered 
significant cost savings across a number of targeted 
diagnoses. 

Wilson SF, Shorten B and Marks, R “Costing the 
ambulatory episode: implications of total or partial 
substitution of hospital care”, 2005, Australian health 
Review Vol 29 No 3 360 - 365 

 

7. SI-12 to SI-16 – Acute/Primary Interface 

7.1 Issues 

As we have now come to accept day surgery, hospital in the home and other non acute 

models for care delivery, so we will continue to see other ambulatory care models substitute 

for acute inpatient modes of service delivery. 

These new models should be embraced, where they deliver quality, integrated patient care 

whilst also generating capacity and cost efficiencies for the health sector. 

In its deliberations, the Priority Group has identified a number of innovations – some already 

proven to be effective and others which offer the potential to bring about positive change – as 

a way of promoting and enabling a system wide shift to integrated care. 

7.2 Extended Community Health Care Services 

Traditionally, community health care services, most notably those provided by or in support of 

the public hospital system, have generally operated on a Monday to Friday basis, with limited 

after hours and week end cover. 

An extension of this model of care, to provide community health care services on a Monday 

to Sunday basis, with after hours medical and nursing coverage, was considered by the 

Priority Group to be an initiative that could generate significant benefits to patients and the 

health system alike: 

• the opportunity to prevent 

admission to hospital, where there 

is an acute or chronic care model 

that will enable patients to be 

cared for in the home setting; and 

• the opportunity to facilitate the 

discharge of a patient from the 

acute setting to the community 

setting at a time appropriate to the 

patient – including on weekends – 

with the confidence that the 

services required by the patient 

will be available.  

There are many examples of innovative 

models of service delivery which are 

predicated on the provision of community 

health care services on an extended 

hours basis and which demonstrate both 
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Northern Sydney Central Coast Area Health 
Service (NSCCAHS) Rehabilitation Model  

The provision of home based rehabilitation whilst 
common in many countries is only just starting to 
emerge in Australia and many of these models 
remain specialist focussed – that is, care is directly 
overseen by a rehabilitation specialist or geriatrician. 

An innovative program implemented in NSCCAHS 
provided an opportunity to engage General 
Practitioners (GPs) as the primary clinician, within a 
multi-disciplinary model of home based rehabilitation 
outreaching from a specialist rehabilitation hospital. 

Under the model, each participating GP, who was 
also appointed as an associate Medical Officer at 
Greenwich (Rehabilitation) Hospital, participated in 
three special skills workshops designed to increase 
their knowledge in specific areas of rehabilitation: 
stroke, orthopaedic and peripheral vascular disease.  
Additionally, care protocols were developed to assist 
GPs in providing best practice care. 

The model was funded by the local Division of 
General Practitioners in partnership with the 
NCCAHS. Accredited General Practitioners received 
$100 per patient visit up to a maximum of two visits 
per patient per week. 

An evaluation of the model, which demonstrated 
appropriate quality outcomes for patients, indicated 
that participating GPs welcomed the opportunity to 
learn and apply new skills and that they were able to 
participate and communicate effectively as part of a 
multi-disciplinary team. 

the quality and cost effectiveness of this form of care.  

What these models generally include, as critical to their success, is timely access to non 

health care support services including personal care services, domestic assistance, 

shopping, meal provision and transport to and from non inpatient medical and hospital 

appointments. 

Generally, those models that have proved successful have broken down interagency service 

and funding barriers as a means of appropriately aligning patient needs in the most time and 

cost efficient manner. 

7.2.1 Recommendation 

SI-12 The Commonwealth and States to fund a program that supports extended hours 

of community services where these services support early discharge from 

hospital on the basis of collaborative programs across jurisdictions. 

7.3 Shared Care/GP Liaison 

Better partnership between general practice and State and Territory public health care 

provision does not need to wait for wide 

spread health system reform. Improved 

practice and better communication 

between health care providers could be 

achieved by a systematic national 

approach to the activities of liaison, 

referral, discharge, clinical support and 

shared care. The GP has a central place 

in the care of all patients with ongoing 

health needs. A safer more efficient health 

sector depends on recognising and 

respecting the interdependency of the 

public health sector and general practice.  

The Priority Group supports a national 

framework for GP engagement with public 

health services and has identified a 

number of initiatives which have been 

demonstrated to be effective, including: 

• GP Liaison Units – located in 

public health facilities, and 

working closely with Divisions of 
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General Practice - these services are variably developed across jurisdictions. There 

are several reports which identify the benefits of these services.5 6 7 GP Liaison 

teams, which support linkages between general practice and the public health sector, 

provide a platform from which to develop shared care models and to build capacity in 

general practice; 

• Shared Care Models between general practice and public health care in maternity 

services, mental health rehabilitation and cancer care; 

• There is also evidence that communication between Specialists and GPs can be 

improved on the basis of written advice (including electronic communication) from the 

Specialist to the GP.8   In consultations on this report it has been suggested that the 

MBS should include items to support a wide range of communications amongst 

health professionals in support of more effective case management. 

7.3.1 Recommendations 

SI-13 A framework for GP engagement and resourcing of GP liaison be included under 

the new AHCAs; 

SI-14 National clinical guidelines be implemented in a number of areas which can be 

added to over time starting with maternity shared care guidelines and mental 

health shared care guidelines and possibly rehabilitation and cancer care; and 

SI-15 In defined circumstances written advice from Specialist to GP attract an MBS 

item fee. 

7.4 Aged Care Assessment 

Aged Care Assessment teams have been in place under Commonwealth Government 

funding initiatives since the 1980s and have evolved from multidisciplinary community based 

service to become a gatekeeper to many Commonwealth funded aged care programs.  A 

large proportion of assessments are now conducted in the acute inpatient setting rather than 

in the community to address the care needs of aged patients who are admitted via the 

Emergency Departments of public hospitals.  Workforce shortages (e.g. of geriatricians) also 

place significant pressures on these services, with resultant delays in aged patients being 

assessed for appropriate care. 

                                            
5 Reynolds et al, “More Bridges—The Continuing Impact of GP Liaison Officers in Australia” UNSW 2002  
6 Centre for GP Integration Studies 2001  “GP Hospital Integration What Have We Learnt?”  
7 Lippman, “The Role and Achievements of Victorian Public Sector GP Liaison Officers” University of 
Melbourne 2006. 
8 Ganly et al, “Written advice can provide a safe and acceptable alternative to new patient assessment for 
selected referrals to haematologists”, MJA vol 188 no 1 Jan  
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One option considered by the Priority Group is to involve the GP in aged care assessment to 

improve access to these vital services.  While there is concern that there needs to be 

professional involvement in the assessment by geriatricians, there was also a view that with 

appropriate training and accreditation, GPs could conduct aged care assessments in a 

shared care model.  GP Super Clinics and similar arrangements could provide a 

multidisciplinary setting for such assessments. 

7.4.1 Recommendation 

SI-16 As part of the establishment of GP Super Clinics and similar multidisciplinary 

primary care practices, models should be supported for GP led teams to conduct 

aged care assessments in shared care arrangements with existing ACAT teams. 
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8. SI-17 to SI-23 – Regional Structures 

8.1 Issues 

Members of the Priority Group believe that the evidence supports the wider introduction of 

regional health authorities.  However, the Priority Group also recognised that achieving a 

national approach to formalised regional health authorities is not practical, at least in the 

shorter-term.  The Group thus focused on strategies that would improve cooperation between 

services on a regional basis. 

The first recommended approach is that, wherever possible, the boundaries of existing 

regional structures including State/Territory Health, Divisions of GPs, other human service 

departments and programs (eg. HACC) be synchronised.  

The criteria that should be used to synchronise boundaries are as follows: 

• Whole Statistical Local Areas : The SLA is the base spatial unit used to collect and 

disseminate basic statistics.  It is thus the standard unit to assess the health care 

needs of populations and to measure, at a population level, the health outcomes of 

local residents; 

• Statistical geography:  Regions should be contiguous entities, made up of whole 

and undivided SLAs.  Major referral patterns should be kept within the same region.  

Large variations in regional population size (and consequently funding) is a negative 

factor in building strong relationships among regions and should be avoided; 

• Communities of interest:  A region should be comprised of one or more 

communities of interest.  A community of interest is comprised of people who identify 

themselves as living in a particular geographic area and that has established social 

and economic links. It is also noted that communities of interest may also refer to 

groups with common diagnoses or conditions, such as those with diabetes or heart 

failure which may cut across geographic boundaries; 

• Critical mass:  A region should be large enough to achieve some economies of 

scale.  On the other hand, a region should not be so large that several levels of sub-

regional management are required.  Adding another layer to the system defeats the 

purpose; 

• Self sufficiency:  Regions need to be large enough to achieve a high level of self 

sufficiency in community and non-tertiary (district level) hospital care; and 

• Consistency with existing clinical networks : Regional boundaries should be 

consistent with existing networking and referral arrangements between services and 

clinicians. 

It may not be possible in the short term to formalise such regional health authorities on a 

national basis. There is potential, however, to use informal systems and incentives to improve 
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integration at the regional level. There may also be potential to look to better alignment 

between the State Disability Agreement and the AHCA.  Recommendations to use informal 

systems and incentives to improve integration follow here. 

8.2 Recommendations 

SI-17 Wherever possible, synchronise the boundaries of existing regional structures 

including State health, Divisions of GPs, other human service departments and 

programs (eg. HACC); 

SI-18 Create regional liaison structures that bring together health, HACC, Divisions of 

GPs and other health care providers. These could be structured alone the lines 

of existing regional Business Councils and Chambers of Commerce; 

SI-19 Build on the work already undertaken in building Primary Care Partnerships in 

Victoria and elsewhere, including the establishment of electronic referral systems 

at the local and regional levels; 

SI-20 Once those are in place, the next logical step would be the establishment of 

common, shared electronic medical records, including standardised needs 

assessment tools; 

SI-21 Create opportunities and incentives to develop regional health management 

programs for chronic diseases and life stages; 

SI-22 Promote flexible opportunities for regions or other regionally based configurations 

of service providers to test ‘cash out’, ‘cash up’ and funds pooling models for 

specific patient populations (eg. mental health, aged care, homeless and 

disadvantaged); and 

SI-23 Allow regions or other regionally based configurations of service providers to 

identify services that are potentially substitutable and then decide on a regional 

basis who is best placed to pay for what on a case by case basis.  Examples 

might include primary care ED attendances, outpatient departments and hospital 

issued drugs. Under this option, a mechanism would be required whereby a 

region or other group of service providers could seek the agreement of both the 

Commonwealth and the relevant State or Territory to establish such models. 
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Appendix A – Options considered by the Priority Group 
 

Strategy options Focus of reform 

Linkage (achievable in the 
shorter term) 

Coordination (medium term) Integration (longer term ) 

Health care - individual  

Establish common, shared 
electronic medical records, 
including standardised needs 
assessment tools. 

Identify, through a 
Commonwealth audit 
process, best practice 
service standard community 
packages of integration care 
which could be introduced 
as standard practice across 
Australia.  These might 
include community based 
packages for: 

� Integrated rehabilitation 

� Integrated palliative 
care 

� Hospital in the Home 

� Aged Care 

� Transfer from hospital 
to home 

� Mental health 

Allow specialist physicians (eg, 
palliative care, rehabilitation 
and geriatricians) to directly 
access allied health services 
under Medicare (GP referrals 
only at present). 

Promote population based 
care by linking the allocation 
of provider numbers to areas 
of need where specific 
service initiatives would lead 
to improvement. 

Establish Super 
Clinics/Integrated Primary 
Care Centres  

Uncap allied health and 
community nursing funded 
under Medicare fee for service 
for those services included in 
Enhanced Primary Care (EPC) 
plans developed by GPs and 
specialist physicians. 

GP education and 
accreditation in aged care and 
rehabilitation, with 
credentialing to undertake 
ACAT assessments.  

Integration of care 
across a patient 
journey 

Establish electronic referral 
systems at the local and 
regional levels 

Develop a national 
rehabilitation strategy 

Develop mechanism/s to 
enable improved access to 
elective surgery. For 
example, utilisation of both 
public and private hospitals 
to reduce waiting lists for 
some categories of surgery. 

Health service 

Service integration 
at the local / 
regional level 

Develop and maintain 
electronic service and 
referral directories 

Continue to test and formally 
evaluate coordinated care 
models for patient population 
groups who have chronic and 
complex health care needs. 

Establish regional health 
service authorities that are 
responsible for managing 
and integrating health 
services in the region. 
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Strategy options Focus of reform 

Linkage (achievable in the 
shorter term) 

Coordination (medium term) Integration (longer term ) 

Fund formal liaison structures 
at the local/regional level that 
bring together general 
practitioners, hospitals and 
community health care 
services. 

Allow ‘cash out’ and funds 
pooling for specific patient 
populations (eg mental health 
and aged care). 

 

Introduce blended payment 
models for GPs that include a 
mix of fee for service incentive 
(outcome) payments and some 
targeted recurrent funding 
(including testing some 
capitation models) with GPs 
able to select the payment 
model of their choice, including 
existing FFS arrangements. 

 

Health system  

Health funding 
programs 

Develop a clinical 
governance model for the 
whole of community health 
care (goal is to deliver health 
care to the varied needs of 
the population in a similar 
way to the organisation of 
hospital).  

Rationalise the multiple 
Commonwealth community 
aged care programs. 

Establish regional health 
funding authorities (each 
with a population needs-
adjusted share of Health 
funding that are responsible 
for planning and funding 
health services for regional 
residents. Funding could be 
pooled Commonwealth and 
State funds or full funding to 
be provided by one level of 
government. 

Identify services that are 
potentially substitutable 
between Commonwealth and 
State funded programs and 
then decide who pays for what 
on a case by case basis. 
Examples include primary care 
ED attendances, outpatient 
departments and hospital 
issued drugs. 

Policy and 
organisation - 
public/private  

 

 

Use financial incentives within 
the fee for service system to 
achieve better equity (eg, pay 
higher fees in geographic 
areas of need) and to 
encourage better allocative 
efficiency (pay more for those 
services and interventions that 
address high priority 
population health needs and 
less for discretionary health 
care. 

Further develop and 
incentivise the role of the 
private sector (including 
medical and diagnostic 
services, allied health, 
private hospitals and private 
health insurance to 
participate in and develop 
integrated care models 
across provider and funding 
boundaries. 
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Strategy options Focus of reform 

Linkage (achievable in the 
shorter term) 

Coordination (medium term) Integration (longer term ) 

Commonwealth to assume 
full responsibility for the 
development of the health 
workforce with a view to 
aligning the demand for and 
supply of essential skills. 

Use the AHCA to lever better 
coordination at the policy and 
organisational levels eg, data, 
information management 

 

Policy and 
organisation - 
Commonwealth / 
State 

 Population based funding at 
the Commonwealth level with 
outcomes based performance 
reporting at the State level. 

Funds pooling or 
realignment of 
Commonwealth/State tax 
revenue sharing to create a 
single purchaser/funder. 

Human service system  

Integration of 
health and other 
human services eg, 
disability, aged 
care 

Create and resource 
regional forums for sharing 
information across the 
human services sector 

Develop and maintain 
electronic service referral 
directories (similar to the 
HSNet initiative in NSW). 

Coordinate the relevant 
Commonwealth / State 
agreements eg, the 
Commonwealth State Territory 
Disability Agreement (CSTDA), 
the HACC Agreement and the 
AHCAs. 

Creation of departments of 
human services with 
alignment of responsibilities 
at both levels of 
government.  Expand the 
scope of the AHCAs to 
include all human services 
not just health. 
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Appendix B – A Selection of Models 

B1 Primary Care Integration with General Practition ers and Other Providers 

This model places the group General Practice as the point of coordination for integrating care 

between the patient and the services they need. The Superclinic initiative will not cover all 

communities so these examples provide an alternative but aligned model.  

Examples of Primary Care Integration Models 

The Cessnock Uni-Clinic: University of Newcastle and Hunter New England Area Health 

Service.  This model is multi-disciplinary with GP’s as team leaders. Nurses and allied health 

professionals provide targeted health services. It is fully computerised. 

Inala Primary Care: University of Queensland, Queensland Health, Brisbane Inner South 

Division of GPs. This model works on the development of a network of primary care services 

and linkages with other services to improve access and health outcomes. There are links to 

secondary and tertiary services that work to extend and up skill the GP’s in the practice. 

B2 Palliative Care 

The National Palliative Care Program has been developed within the goals of the National 

Palliative Care Strategy agreed in 2000. Initiatives cover support activities, increased access 

to palliative care medicines and education and training, research and quality improvement.   

Examples of Palliative Care Integrated Model 

Mid North Coast Integrated Model Multidisciplinary Palliative Care, North Coast Area Health 

Service. This model is based on strengthening partnerships to increase the palliative care 

capacity and confidence of generalist providers to deliver evidence based palliative care 

(www.archi.net.au).  

APHS Brisbane: This is a private sector model that has been developed around a large 

private oncology service. It is linked to the acute service through a care plan. When palliative 

care is required it is coordinated through the care plan. It is proposed to link funding from 

private health insurance, the PBS and a patient contribution.  

As part of the National Palliative Care Program, thirty three projects have been funded under 

the Care Planning Sub-Program to improve the use of care planning in palliative care.  This 

three year program aims to develop and implement flexible models of service delivery that 

meet the needs of each palliative patient in their local community; improve collaboration 

between services involved in providing care and support the smooth and appropriate 

transition between settings of care, ie residential aged care facilities, the person’s home and 

inpatient facilities. The program is being independently evaluated by the Centre for Health 

Service Development (CHSD) at the University of Wollongong. More information is available 

at http://chsd.uow.edu.au/care_planning.html. 
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B3 Mental Health 

There has been considerable investment in developing models of integration over the last few 

years as part of the National Mental Health Strategy. The following three programs were 

funded under the National Mental Health Integration Program (MHIP) each of which 

employed a different model aimed at improving linkages between disparate parts of the 

mental health system. Aust Health Review 2005 (1) 189-200 

Examples of Integrated Mental Health Programs 

Inner Urban East Melbourne, St Vincent’s & Mercy Private Hospital and the Melbourne Clinic 

Illawarra Project, Illawarra Area Health Service, Private Psychiatrists GPs and NGOs 

Far West NSW Project, Far West Area Health Service  

Better General Health Program, ACT Health 

B4 Transition Care and Step-Down Care 

Examples of Transition Care and Step-Down Care 

The Transition Care Program is a Commonwealth and State jointly funded program which is 

being rolled out nationally. This program followed the evaluation of the Innovative Care 

Service pilots.  The States have embraced and responded to this program with a range of 

services and further pilot programs. 

Transition care provides personal care as well as medical consultation, nursing and allied 

health services. It is goal directed and time limited to assist patients in maintaining physical 

and mental health while improving their capacity to maintain daily living activities. The 

program can be delivered in a residential or community setting and generally provides for an 

average of eight weeks.      

B5 Chronic and Complex Diseases 

Initiatives around improved management of chronic and complex diseases have been 

extensive. The coordinated trials of the 1990s set the scene for better coordination of the 

management of people with chronic and complex needs.  

Examples of Integrated Care for Chronic and Complex  Diseases 

Integrated Diabetes Care: Hastings Macleay Division of General Practice and Area Health 

Service. The program initiated the GP Diabetes Mini Clinics model that involves allied health 

staff in Diabetes Education and Care Planning. 

General Practice Team Care Health II. This program has been a 3 year randomised control 

trial involving 179 GPs, 16 service coordinators and 8 project staff. North Brisbane Division of 

General Practice, the DoHA and Queensland Health have sponsored the trial.   
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B6 Home Therapeutics, Hospital in the Home 

Successful models for Hospital in the Home services are characterised by the provision of 

comprehensive, holistic, multi-disciplinary, patient centred 24 hours a day services by 

dedicated teams of hospital and community based staff. Care should be easy to access and 

is generally short term in nature.  

Examples of Home-Based Holistic Care 

Community Acute/Post Acute Care Program (CAPAC) is a term used to encompass a range 

of programs that have been known as Hospital in the Home, Post Acute Care, Acute Care at 

Home. It is a term that has been used in NSW to encompass a range of programs.    
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