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WORKING TOGETHER TO DESIGN SOLUTIONS  
THAT IMPROVE HEALTH CARE
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Brisbane South PHN Person Centred Collabora�ve Care Model

HEALTH CARE

EOI
 Expression Of Interest

PERSON CENTRED  COMPREHENSIVE  COORDINATED  ACCESSIBLE  QUALITY AND SAFETY  ACCOUNTABLE AND TRANSPARENT

The opportunity
General practices and Aboriginal medical services 
who operate in areas where there are higher levels 
of poor health – including higher risk and burden of 
chronic disease, reduced participation in preventative 
health actions and/or face geographic or population 
growth challenges accessing the health care system, as 
identified in the Brisbane South PHN Needs Assessment 
2017, are being offered the opportunity to become a 
Person Centred Collaborative Care Practice (PCCCP).

These areas include:
 ▪ Beaudesert
 ▪ Browns Plains
 ▪ Beenleigh including Yarrabilba
 ▪ Springwood – Kingston
 ▪ Loganlea – Carbrook
 ▪ Forest Lake – Oxley
 ▪ Cleveland – Stradbroke.

A list of postcodes included in each SA3 is 
available https://bit.ly/2IWqEZj

What is a Person Centred 
Collaborative Care Practice 
(PCCCP)
Brisbane South PHN Person Centred Collaborative 
Care Practice (PCCCP) is a practice participating in the 
Brisbane South PHN Patient Centred Collaborative Care 
Program.  

We acknowledge that the Brisbane south region already 
has many practices that are high performing and already 
operating in a person centred collaborative care manner, 
either wholly or in part.  

The PCCCP program is being offered to interested 
general practices or Aboriginal medical services to 
implement and/or enhance their functioning in a Patient 
Centred Medical Home type model. The program will 
be underpinned by the principles of: patient centred, 
comprehensive, coordinated, accessible, safe quality, 
accountable and transparent care. 

The program seeks to support and drive improvements 
in patient experience and outcomes, increase job 
satisfaction and well-being of the practice team, and 
increase efficiency, effectiveness and sustainability of 
the practice.

Utilising Bodenheimer’s 10 building blocks for high 
performing primary care as a framework or roadmap 
to help guide a systematic approach to achieving a 
person centred, team based approach to care, Brisbane 
South PHN will work with the general practice and/
or Aboriginal medical service to identify and support 
each practice’s change goals and priorities through the 
provision of facilitation, mentoring, training, tools and 
other resources at no cost to the participating practice. 

It is not a one size fits all approach, but rather is 
flexible, responsive and individualised to the needs 
of the practice.  

The approach is intended to support practices to 
think differently and explore options to enhance 
the satisfaction and health of their team, establish 
systems to get feedback on the changes made, and 
monitor the benefits of the change to patients in 
terms of their satisfaction and health outcomes.

PCCCP (Person Centred Collaborative Care Practice)

Brisbane South PHN Person Centred Collaborative Care model

Brisbane South PHN aims to have 8 – 10 practices 
involved in the program in each of the priority 
geographical areas identified above.

https://bit.ly/2IWqEZj
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Why change? Background and 
context
Primary Health Networks (PHNs) are a Commonwealth 
Government health initiative, established with the key 
objective of increasing the efficiency and effectiveness 
of health services for patients, particularly those at risk 
of poor health outcomes, and improving coordination of 
care to ensure patients receive the right care in the right 
place at the right time.

Our region, like many other regions in Australia and 
around the world, is facing numerous challenges 
associated with an ageing and overall population growth, 
increasing prevalence of chronic conditions and the ever 
increasing cost of health care. As a consequence, the 
delivery of patient services is under constant strain and 
placing unprecedented pressure on individuals, families, 
communities and the health system. 

The national health care costs continue to grow at a 
rate faster than the national economy (Primary Care 
Advisory Group, 2016) and when health care systems 
focus on primary health care, they have lower rates of 
hospitalisations, fewer health inequalities and better 
health outcomes, including lower mortality, when 
compared to systems that focus on specialist care 
(RACGP, 2015).

Transforming health care will require sustained effort at 
all levels of the health system, but what is clear is that 
there is significant long-term international evidence that 
the way in which primary care development takes place 
really does matter.  

A national trial of a Patient Centred Medical Home type 
model, Health Care Home (HCH), is currently being 
rolled out in 10 pilot regions across Australia. Brisbane 
South PHN is not a pilot area for the HCH trial. However, 
Brisbane South PHN is committed to preparing practices 
in the region in readiness for any future national rollout 
and in line with international evidence and in readiness 
for any future national rollout.

The benefits of participating
Person Centred Collaborative Care Practice (PCCCP) 
program gives general practices and Aboriginal medical 
services an opportunity or licence to “break the mold’ 
and deliver care in a different way based on their own 
interest and motivators to improve care, and not a “top 
down” pre-determined proforma.  

It will provide an opportunity for practices to try new 
ways and implement new models of care in a supported 
environment with measurement of outcomes and 
success.  

As practices vary in their models and the extent to 
which they already deliver elements of the Patient 
Centred Medical Home type model, the program is not 
a one size fits all program and will be customised based 
on the profile, needs and priorities of the individual 
general practice. Practices will select from a menu of 
service offerings – which will include a range of tools, 
techniques, training programs and tailored reports.   

Participating practices will be provided the opportunity 
to network with likeminded Practices in the PCCCP 
program through a PCCCP Community of Interest (COI).  

Benefits of participating in the 
program may include, but not be 
limited to, the following:
Supporting practices to improve patient flow, 
coordination and information sharing e.g. team-based 
prioritisation of activities, robust recall and reminder 
systems; shared care planning; care coordination; case 
conferencing. 

Supporting practices with strategies to enhance patient 
experience to increase continuity of care and patient 
involvement in their care.

Providing support to continuously improve business 
systems and processes that maximise business 
performance and revenue e.g. maximising MBS billing; 
improving efficiency through the reduction in waste and 
duplication; reducing administrative burden for GPs.

Supporting practices to clean data and providing  
reports to offer insights and build a culture of data 
driven improvements.

Providing practices with an opportunity to influence, 
inform and implement new integrated place-based 
models of primary health care.

Providing practices with an opportunity to identify key 
coordination and service needs and design interfaces 
between primary care, the acute sector and other 
community services.

Providing education, training opportunities, work 
shadowing and/or placement opportunities to enhance 
skills and knowledge and facilitate the workforce 
functioning at their full scope e.g. medical assistants, 
practice nurses.

Supporting the practice to build stronger and more 
engaged individuals and teams who are responsive to 
improving quality and are able to implement and  
sustain change.
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What would our practice be 
committing to?
As a partnership practice, you will be required to:

 ▪ actively commit to the PCCC model 
 ▪ dedicate time, personnel and resources to the 

implementation of PCCC, including identifying internal 
change champions (this may include one senior 
clinician and the practice manager at a minimum) 

 ▪ be accredited or working towards accreditation against 
the RACGP Standards for General Practice 5th Edition

 ▪ complete the practice self-assessment tool 
 ▪ complete a minimum of one of the offered foundation 

modules identified as a priority for your practice within 
the first 12 months

 ▪ register and connect to the My Health Record system 
 ▪ utilise digital health technologies to support continuity 

of service delivery e.g. SpotOnHealth HealthPathways, 
The Viewer/Health Provider Portal etc.

 ▪ collect, maintain and share de-identified data for 
evaluation and quality improvement purposes 
(building on Brisbane South PHN’s existing data quality 
program).

How will the success of PCCCP’s  
be measured?
Brisbane South PHN has adopted the quadruple 
aim framework to contextualise achievements as a 
measurement of success:

 ▪ improved patient experience of care
 ▪ improved health outcomes and population health
 ▪ improved cost efficiency and sustainability
 ▪ improved provider experience.

Is PCCCP the same as the 
Commonwealth’s Health  
Care Home (HCH)?
No, Brisbane South PHN is not part of the Health Care 
Homes (HCH) trial being rolled out by the Commonwealth 
Department of Health. However, the Person Centred 
Collaborative Care Practice (PCCCP) program has been 
developed based on the principles of Patient Centred 
Medical Home, so there will be some similarities to the 
HCH model. 

(For full details of what is required of a general practice 
to participate please refer to the PCCCP statement of 
commitment. https://bit.ly/2GJ8BQX

How do I apply?
Expressions of interest are being sought from general 
practices and Aboriginal medical services in the priority 
geographical regions listed below, that are interested in 
participating in the program:

 ▪ Beaudesert
 ▪ Browns Plains
 ▪ Beenleigh (including Yarrabilba specifically)
 ▪ Springwood – Kingston
 ▪ Forest Lake – Oxley 
 ▪ Loganlea – Carbrook
 ▪ Cleveland – Stradbroke.

A list of postcodes included in each SA3 is available 
https://bit.ly/2IWqEZj

EOI Expression Of Interest

To register your interest and arrange a confidential 
discussion, please contact 

Tracey Warhurst, Establishment Lead Person 
Centred Collaborative Care  
twarhurst@bsphn.org.au or  
phone 07 3864 7520.

Expressions of interest will close Saturday 30 June 2018.

While the Australian Government helped fund this document, it 
has not reviewed the content and is not responsible for any injury, 
loss or damage however arising from the use of or reliance on the 
information provided herein.

https://bit.ly/2GJ8BQX
https://bit.ly/2IWqEZj
mailto:twarhurst%40bsphn.org.au?subject=
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First floor, Building 20, Garden City Office Park,  
2404 Logan Road, Eight Mile Plains QLD 4113

PO Box 6435, Upper Mt Gravatt QLD 4122  
T: 3864 7555 or 1300 467 265  F: 3864 7599


