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Brisbane South PHN Person Centred Collabora�ve Care Model

HEALTH CARE

FAQ
 FREQUENTLY ASKED QUESTIONS

Brisbane South PHN Person Centred Collaborative Care model

PERSON CENTRED  COMPREHENSIVE  COORDINATED  ACCESSIBLE  QUALITY AND SAFETY  ACCOUNTABLE AND TRANSPARENT

Person Centred Collaborative Care is a Brisbane South 
PHN model for fostering integrated person centred 
approaches to health and well-being in the Brisbane 
south region. It is a way of working that puts people 
at the centre of their care, providing wrap-around 
services that are respectful of, and responsive to, the 
preferences, needs and values of the patient. 
In line with international and national literature, it is 
an approach that seeks to involve the entire health 
care system, such that all services – community, 
primary, secondary, tertiary (and quaternary) – are 
integrated to achieve good health outcomes and to 
efficiently deliver high quality of service to people 
during their lives. 

It is not one initiative, it is many 
that incorporate characteristics 
and principles of the Patient 
Centred Medical Home, Patient 
Centred Medical Neighbourhood, 
WHO framework for integrated 
people-centred health services 
and the Canterbury model for 
integrated care.

What is Person Centred Collaborative Care (PCCC)?
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The Brisbane South PHN PCCC approach is built on the following six principles:

Person centred care is the practice of caring for people (and their families) in 
ways that are meaningful and valuable to the individual. It includes listening 
to, informing and involving people in their care as a leader and expert. It is 
care that is respectful of, and responsive to, individual preferences, needs and 
values, and ensures that the individual’s values guide all clinical decisions. It is 
care that supports and facilitates self-management.

PERSON CENTRED

Comprehensive care is an approach that cares for the whole person and all 
of their physical and mental health care needs over a period of time and in 
relationship to their family, environment and life events. Comprehensive 
care is provided by a team of providers and includes and supports 
prevention and wellness, urgent care, acute care, chronic care and end of 
life care.

COMPREHENSIVE

Coordinated care is the delivery of systematic, responsive and supportive 
care to people across all elements of the broader health and social care 
systems. It includes specialty care, hospitals, primary and community care, 
services and supports. It relies heavily on concepts such as partnerships, 
networking, collaboration, integration, knowledge transfer, person centred 
practice and self-management support.

COORDINATED

Accessible care is care that includes and considers the dimensions of 
availability (supply and demand), affordability and acceptability of care 
across the entire integrated health system 24/7. Accessible care provides 
a variety of person centred options, designed to anticipate and increase 
response to variations in care requirements in real time reducing 
unnecessary waiting. Accessible care aims to eliminate barriers and improve 
the probability that individuals get the care they need, when and how they 
need it by their primary care team. 

ACCESSIBLE

Accountable and transparent health care is an approach and a commitment 
to visibility and responsibility to enhance system performance, productivity, 
learning and sustainability. It requires a systematic approach to measuring, 
reporting and publishing performance information and to using data and 
information to influence and drive decisions and health care improvements 
at the individual, service and system levels. 

ACCOUNTABLE 
AND  

TRANSPARENT

Quality and safety is a commitment to providing individuals and populations 
with the best possible care to achieve the best possible outcomes 
consistent with their goals, circumstances and environment, while 
minimising risks and reducing unnecessary harm. It is health care that is 
safe, effective, timely, efficient, equitable and person centred.

QUALITY AND  
SAFETY
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Where will Brisbane South 
PHN start the Person Centred 
Collaborative Care approach?
As general practice is the first point of contact, 
and the cornerstone of an individual’s health 
care team, it makes sense to start the Person 
Centred Collaborative Care journey with the 
enhancement and support of general practice. 
Brisbane South PHN will support interested 
general practices and Aboriginal medical 
services in target geographic locations, with 
the adoption and implementation of a Patient 
Centred Medical Home type model that is 
customised to their profile, needs and goals.

The initiative will be based on the principles of 
person centred, comprehensive, coordinated, 
accessible, commitment to quality and safety, 
and accountable and transparent care.

What is a Patient Centred 
Medical Home?
Patient Centred Medical Home (PCMH) is 
a model of primary care delivery that is: 
patient centred, accessible, comprehensive, 
coordinated, continuous, committed to quality 
and safety.
In PCMH practices, patients receive well-
coordinated services utilising a team based 
approach to fulfil the individual patient’s care 
requirements. The team includes the patient, 
practice administration staff, practice nurses, 
allied health and pharmacy providers all working 
to the peak of their scope. 
Providers practicing in PCMHs use decision 
support tools, measure their performance, 
engage patients in their own care and conduct 
quality improvement activities in a structured, 
systematic, consistent and evidence based way 
to address patient needs. 
The PCMH approach is at the heart of an 
integrated health system that wraps-around the 
patient. 

The makeup of the PCMH and the health care 
neighbourhood depend on the roles or services 
needed or available in a geographic area. 
For example, a PCMH in one location may 
have just one GP and a receptionist or practice 
manager. Yet this PCMH may still facilitate 
team based care, by linking to various services 
within the community through strong working 
relationships. The PCMH may have a small 
number of patients, and the capacity to provide 
comprehensive and coordinated care.
Another variety of PCMH is the large general 
practice clinic with many GPs, numerous clerical 
staff, an appointed care coordinator, multiple 
practice nurses, a full-time data manager, and 
a co-located psychologist, exercise physiologist, 
dietitian, physiotherapist and clinical 
pharmacist. All of these people are part of the 
PCMH and they champion its principles.
A PCMH is easiest to envision if its team is co-
located. However, as implementation evolves 
in Australia we will likely see virtual PCMH 
teams, operating from separate but local 
sites, and tightly linked through business and 
communications systems.

Many general practices and 
Aboriginal health services 
already exercise PCMH 
principles.
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What is a Person Centred 
Medical Neighbourhood 
(PCMN)?
The Person Centred Medical Neighbourhood 
(PCMN) is the wider health system that the 
PCMH operates within and integrates with. The 
patient’s carer, their patient centred medical 
home (PCMH) and the additional services they 
use form their health care neighbourhood. In 
a high-functioning, well-integrated system, 
the PCMN links to the PCMH through regular 
contact, shared electronic health records, 
standardised communication practices, in-reach 
service provision etc. The PCMN forms part of 
the care team for a patient when required.
PCMN services include community nursing, 
specialists, hospital, non-government 
support organisations or social care services. 
These services form part of the health care 
neighbourhood. The patient and the PCMH 
remain at the centre of this PCMN. 
The PCMN neighbourhood seeks to build and 
support care, to be as close to the patient as 
possible. Specialist and hospital services play a 
role to strengthen the capacity of community-
based services, so they may adequately support 
the patient. Community-based referral services 
assist the PCMH to support the patient and 
carer. All services have a role in delivering 
patient care, educating for patient self-care, and 
helping the PCMH perform its role.
To operate as one integrated health system, each 
service provider group assumes an enabling 
role, helping other providers deliver their roles 
as well as possible. For example, a provider 
would ensure correct health information 
about a patient is available at the right time 
and contribute to team based care across 
organisations and settings.

What is a Person Centred 
Collaborative Care Practice 
(PCCCP)?
A Person Centred Collaborative Care Practice 

(PCCCP) is a general practice or Aboriginal 
medical service that partners with Brisbane 
South PHN to build a Patient Centred Medical 
Home type model within their practice. Utilising 
Bodenheimer’s 10 building blocks for High 
Performing Primary Care (Bodenheimer’s et 
al 2014) as a framework or roadmap to help 
guide a systematic approach to achieving a 
person centred team based approach to care, 
the general practice and/or Aboriginal medical 
service will work with Brisbane South PHN to 
build their capacity and capability. This will be 
done by considering and reviewing systems, 
processes and models to eliminate waste and 
inefficiencies, and through the  generation 
of quality improvements (determined by 
the practice) that enhance existing and/or 
implement new innovative models of care, 
business and workforce practices that are truly 
person centred, comprehensive, coordinated, 
accessible, committed to safety and quality, and 
accountable and transparent. 
To support the implementation of the model, 
Brisbane South PHN has developed a suite 
of service options (based on national and 
international models and initiatives) that 
includes a range of tools, techniques, models, 
training and mentoring options that a PCCCP 
general practice and/or Aboriginal medical 
service can choose from, based on their profile, 
their needs and their priorities. It is not a one 
size fits all approach, but rather is flexible, 
responsive and individualised to the needs of 
the practice.  
Brisbane South PHN will support practices to 
provide services that: meet the needs of their 
local community now and into the future, 
building sustainability of the practice; make 
use of the best available evidence base; make 
the best use of workforce, infrastructure 
and technologies; and support continuous 
improvement in performance, safety and 
quality; all based on the needs and goals of the 
practice. 
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Why should I become a Person 
Centred Collaborative Care 
Practice (PCCCP)?  
The 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. 
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. Brisbane South 
PHN will work with the practice to determine 
and establish their needs and goals, and the 
initiatives and strategies that will best propel 
them towards success, building in and ensuring 
sustainability into the future.
Additionally the practice will be provided 
the opportunity to network with like-minded 
practices participating in the PCCCP program 
through a PCCCP Community of Interest (COI). 
Options may become available for PCCCPs 
to implement evidence based components 
of integrated models of care e.g. Care 
Coordination/Navigators, non-dispensing 
pharmacists, diabetes educators, social workers 
in general practice etc. 
You will be provided with access to a panel 
of providers with significant expertise and 
experience in relation to clinical, business and 
finance, workforce, digital health and evaluation 
that the PHN will engage as required to work 
with practices in relation to their priority goals 
and activities at no cost to the practice.

Who can become a Person 
Centred Collaborative Care 
Practice (PCCCP)?
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 preventive 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, will be 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.

(Brisbane South PHN aims to have 8 – 10 
practices involved in the program in each of the 
priority geographical areas identified above).
A list of postcodes included in each SA3 is 
available https://bit.ly/2IWqEZj

How can I become a Person 
Centred Collaborative Care 
Practice (PCCCP)?
General practices and Aboriginal medical 
services in the geographical priority areas 
can submit an Expression of Interest (EOI) 
to participate in the Brisbane South PHN 
Person Centred Collaborative Care Practice 
(PCCC) Program by contacting Tracey 
Warhurst, Establishment Lead Person Centred 
Collaborative Care twarhurst@bsphn.org.au or 
phone 07 3864 7520. 
The participating general practice or Aboriginal 
medical service will be asked to sign a statement 
of commitment to participate in the program. 
The statement of commitment available at  
https://bit.ly/2GJ8BQX outlines the commitment 
of Brisbane South PHN and the practice 
participating in the program. 

https://bit.ly/2IWqEZj
mailto:twarhurst%40bsphn.org.au?subject=
https://bit.ly/2GJ8BQX
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I am not in a geographical area 
of priority for Person Centred 
Collaborative Care Practices 
(PCCCP). Can I still register 
interest?
No. In the first instance the Person Centred 
Collaborative Care Practice (PCCCP) program will 
only be available to practices in the priority areas 
identified. 
Brisbane South PHN will continue to offer a range 
of other support services to primary care practices 
across the region. This includes:

 ▪ practice support through Area Account 
Managers

 ▪ digital health support
 ▪ our Optimal Care Program
 ▪ workforce education.

For further information on these services, please 
visit our website bsphn.org.au

What’s involved if I sign up to 
become a PCCCP?
We are looking for practices who are willing to 
try new ways of working and are prepared to give 
new programs and initiatives a go in a safe space, 
with support from the Brisbane South PHN to 
assist them in achieving their goals. 
To enter the PCCCP program a general practice/ 
Aboriginal medical service 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).

Recognising that change takes time and effort, 
PCCCPs will be offered significant support and 
access to resources from the PHN during their 
establishment phase.

What commitment is expected 
once I sign up to be a PCCCP?
Like any change process, it does take some time. 
There will be an expectation of providing time 
and resources as agreed in the practice plan that 
will be developed as part of becoming a PCCCP. 
As this is created with each practice based on the 
practice profile, need and priority, the practice will 
determine what is realistic and feasible for them 
at that point in time. 
In recognition of the value of shared learning, 
there will be an opportunity to meet with peers 
and colleagues also involved in the PCCCP 
establishment, to discuss challenges, obstacles, 
successes, and share ideas and experiences. 
In addition, practices will be asked to collect, 
maintain and share de-identified data for 
evaluation and quality improvement purposes 
(building on Brisbane South PHN’s existing data 
quality program).
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. 
Participating practices may choose to disengage in 
the program at any time, without any reason and 
with immediate effect.

http://bsphn.org.au/
https://bit.ly/2GJ8BQX
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How will my practice look 
different as a PCCCP?
As practices vary in their models and the extent to 
which they already deliver elements of the Patient 
Centred Medical Home type model, there is not a 
one size fits all approach to meet these principles, 
so each practice will partner with Brisbane 
South PHN to determine what Person Centred 
Collaborative Care will look like for them – locally 
responsive, locally owned and customised. 
Options may become available for PCCCPs to 
implement evidence based components of 
integrated models of care e.g. Care Coordination/
Navigators, non-dispensing pharmacists, diabetes 
educators, social workers in general practice etc. 
NB: These integrated models/workforce models 
have not been identified, scoped or committed to 
by Brisbane South PHN, however we recognise 
integrated care as a fundamental component to 
an effective and efficient health system. Brisbane 
South PHN is committed to integrated care in the 
pursuit of our strategic vision for Better System 
Better Health.

Is this the same as Health Care 
Homes?
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. 
Participants expressing an interest in the PCCCP 
program will not receive any one-off payments 
to participate as is the case with the Health Care 
Home Pilot being directed by the Commonwealth 
Department of Health. 
Participants expressing an interest in the PCCCP 
program will not receive bundled payments for 
patients with chronic and complex conditions, 
MBS and PBS billing applies. 

Brisbane South PHN will assist practices to 
maximise billing utilising their own data to inform 
decision-making and quality activities.
Brisbane South PHN will support practices to align 
with Health Care Homes if and when it is rolled 
out in Brisbane south region in the future.

What is Health Care Homes? 
In Australia the Commonwealth 
Government is adopting the term Health 
Care Homes for a trial which began in 
July 2017 in selected practices within 10 
Primary Health Networks across Australia. 
There is considerable overlap with the 
Patient Centred Medical Home model. 
Please visit the Department of Health’s 
Health Care Homes website for more 
information http://www.health.gov.au/
internet/main/publishing.nsf/Content/
health-care-homes 
The Health Care Homes concept focuses 
on coordination of care, and is limited to 
patients with specific chronic and complex 
conditions. 
In this phase of the Health Care Home 
trials, the government is also trialling an 
alternative payment model for practices 
that become a Health Care Home, as 
defined in the Commonwealth program.

http://www.health.gov.au/internet/main/publishing.nsf/Content/health-care-homes
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-care-homes
http://www.health.gov.au/internet/main/publishing.nsf/Content/health-care-homes
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How will PCCCP be financially 
viable?
The Brisbane South PHN region is not a Health 
Care Homes trial site, so there will be no 
changes to funding. However, we will be working 
with each PCCCP to tailor services and options 
based on their individual plans and needs. 
Brisbane South PHN will assist practices to 
maximise revenue through billing, and decrease 
waste and duplication through alternative 
workforce, business and clinical models utilising 
their own data, service, patient and workforce 
goals to inform decision-making and quality 
activities.
In addition, Brisbane South PHN aims to work 
with the practice team to “release time to care” 
and thus improve the experience and outcome 
for the patient, increase job satisfaction and 
well-being of the practice team, and increase 
efficiency, effectiveness and sustainability of 
their practice now and into the future.
Brisbane South PHN will provide access to:

 ▪ tools, training, mentoring and resources at no 
cost to the participating practice

 ▪ a panel of providers with significant expertise 
and experience in relation to clinical, business 
and finance, workforce, digital health and 
evaluation that the PHN will engage as 
required to work with practices in relation to 
their priority goals and activities at no cost to 
the practice.

Will the risk stratification tool 
be used to calculate payments?
The risk stratification tool is a clinical decision 
support tool designed to aid clinicians in 
planning care and interventions appropriate to 
the needs of the patient, based on their clinical 
risk and clinical need. 
The Health Care Home trial is using risk 
stratification as a basis for calculating bundled 
payments. Brisbane South PHN is not a Health 
Care Home trial site so there will be no change 
to how funding is currently provided.  

Practices may choose to use risk stratification 
tools to support their clinical practices. 

Is it just for chronic disease 
management?
Person Centred Collaborative Care (PCCC) is 
built on the principles of: patient centred, 
accessible, comprehensive, coordinated, safe/
quality, accountable and transparent care across 
the entire health system from birth to death 
and everything in between, which means it is 
suitable for more than just the management of 
chronic disease. 
However, the initial focus for Brisbane South 
PHN in response to our Needs Assessment 
2017 is on building the capacity and capability 
of general practice i.e. Person Centred 
Collaborative Care Practices overall, but 
particularly in relation to complex, chronic 
patients. 
This will be particularly apparent in the broader 
health system work that we do within the 
“Person Centred Medical Neighbourhood” 
where there will be a strong focus on chronic 
conditions, however the work that we do within 
individual general practices will be based on 
their data, their client population and their 
identified priorities. 
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What will the PHN do to  
support PCCCPs?
Brisbane South PHN will work with participating 
practices to determine what their individual 
needs and improvement goals are in being 
established as a PCCCP. We will work 
collaboratively with the practice to accomplish 
their goals.
Each PCCCP will have training, tools, mentoring 
and resources provided to them. In addition, 
participating practices will have access to a 
panel of providers with significant expertise and 
experience in relation to clinical, business and 
finance, workforce, digital health and evaluation, 
that the PHN will engage as required to work  
with practices in relation to their priority goals 
and activities. This will all be funded by the PHN. 
The PHN will work with the PCCCPs, Hospital 
and Health Services, allied health services, 
pharmacies and community services to create 
a ‘neighbourhood’ where patients are able to 
receive wrap-around services that their care 
may require. By enhancing and facilitating 
the neighbourhood approach to integrated 
care, Brisbane South PHN will support the 
PCCCP to improve access, coordination and 
comprehensiveness of care to their patients.

How are patients involved?
Patients are central to the Person Centred 
Collaborative Care approach. Practices will 
be supported to enhance their engagement 
with their patients and their families as a core 
component and active member of the care team. 
This will be based on the identified needs of the 
practice and may include support for promoting 
and facilitating self-care and self-management, 
offering increased opportunities for patients to 
report their experiences and their outcomes, 
skills enhancement for members of the team etc. 
Brisbane South PHN will also be taking action to 
engage with people in the identified geographical 
priority areas to better understand and include 
their perspectives in the analysis, planning, 
design and evaluation of integrated  
care models across the Brisbane south region. 

When will PCCCP start?
Brisbane South PHN will be calling for 
Expressions of Interest from practices who 
are interested in participating and curious to 
learn more around the end of May 2018. It is 
anticipated that we will have interested practices 
engaged from June/July 2018. 

How has PCCC been developed?
Brisbane South PHN has reviewed the literature 
around Patient Centred Medical Homes, Health 
Care Homes, Integrated Care and Primary Care 
models. We have also liaised with other services 
across Australia and New Zealand to ensure we 
understand the models in terms of successes 
and challenges. A suite of service options 
have been developed as a starting point based 
on the literature to support Person Centred 
Collaborative Care Practices, and we will work 
with each practice to develop a plan for which 
services/solutions will be developed.
Practices involved in PCCCP will be invited to 
form a Community of Interest to consolidate 
networking and share learnings. These learnings 
will be used to further inform the development 
of the model and the service offerings. Further 
information will be available on the Brisbane 
South PHN website as it becomes available: 
bsphn.org.au

What about other professions 
working in primary care? How 
will they be involved in the 
development of PCCC?
Creating wrap-around services tailored to 
the person’s need requires a coordinated, 
multidisciplinary team approach. The 
development of PCCC will start with general 
practice, however we recognise the need to 
build, enhance and support the ‘neighbourhood’. 
The ‘neighbourhood’ will include allied health, 
pharmacy, hospitals and other community health 
and social support services. We will be engaging 
with health care providers in the region to look 
at how we can enhance capability and capacity 
for integrated, person centred care. 

http://bsphn.org.au/
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Why is it needed?
Our region, like many other regions in Australia and around the 
world, is facing numerous challenges associated with an ageing 
and growing population, 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, our 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. 
Primary care, including general practice, needs to provide 
services that meet the needs of the local community; make 
use of the best available evidence base; make the best use 
of workforce, infrastructure and technologies; and support 
continuous improvement in performance, safety and quality.

Brisbane South PHN will work with services 
across the health system to design and 

implement solutions to deliver seamless, 
person centred, collaborative and 

coordinated care within the region. 

PCCC – WORKING TOGETHER TO DESIGN SOLUTIONS THAT IMPROVE HEALTHCARE
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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.
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