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“It is health that is real wealth and 
not pieces of gold and silver” 
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About Brisbane South PHN 
In 2015, the Australian Government established 
the primary health networks (PHNs) with the 
commitment to deliver an efficient and effective 
primary health care system. 

Now in their third year, PHNs continue to focus 
on the key objectives of increasing the quality of 
medical 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.

Brisbane South PHN is the local primary health 
network for the Brisbane south region and works 
closely with primary health care services, health 

professionals, government and non-government 
organisations to improve health outcomes. 

With a local population of just over 1.1 million 
residents (approximately 23% of the Queensland 
population), we are committed to assisting our 
community members from across a geographically 
and demographically dispersed region that includes 
metropolitan, rural and remote island locations.

One of the important ways we can improve whole-
of-life health and wellbeing across our region 
is through a well-coordinated and collaborative 
primary health sector, which is reflected through 
our vision: 

“The pessimist complains 
about the wind. The optimist 
expects it to change. The 
leader adjusts the sails.” 
(John Maxwell)

BETTER SYSTEM, BETTER HEALTH
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A case for change
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, 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). 

Our current primary health care system works well 
for the majority of Australians, we are living longer, 
with less disability than ever before. Australia 
outranks most other highly developed economies 
in health outcomes (Productivity Commission, 
2017). However, for the growing number of people 
with chronic and complex conditions, care can 
be fragmented and the system can be difficult to 
navigate. 

The Primary Health Care Advisory Group’s 2016 
report to the Australian Government on: Better 
outcomes for People with Chronic and Complex 
Health Conditions states that “Our current health 
system is not optimally set up to effectively manage 
long term conditions”. 

It also reveals that patients often experience:
 ▪ a fragmented system, with providers and 

services working in isolation from each  
other rather than as a team

 ▪ uncoordinated care
 ▪ difficulty finding services they need
 ▪ at times, service duplication; at other times, 

absent or delayed services
 ▪ a low uptake of digital health and other health 

technology by providers to overcome  
these barriers

 ▪ difficulty in accessing services due to lack of 
mobility and transport, plus language, financial 
and remoteness barriers

 ▪ feelings of disempowerment, frustration and 
disengagement.

The report highlights the need to strengthen 
primary health care, particularly to better manage 
the large numbers of patients with multiple chronic 
conditions. 

The current model of Australian health care 
focuses on “the diagnosis and treatment of acute 
episodes of illness by medical practitioners” 
(Grattan Institute, March 2016). According to the 
Productivity Commission (2017) report Shifting the 
Dial: 5 Year Productivity Review, compared with the 
best performing international health systems, there 
appears to be numerous opportunities to improve 
health outcomes for given expenditure or to 
achieve existing health outcomes for less, including 
by more effective prevention. 

Prevention and management of chronic disease 
in primary care is not easy. It requires sustained 
effort by people with chronic conditions working 
in partnership with a team of health professionals. 
The role of GPs is vital. Care must be planned rather 
than reactive; it must focus on the patient, rather 
than on health professionals, and it must focus on 
outcomes. 

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 health organisations and general 
practices working in partnership have a significant 
role in evolving and transforming the way health 
care is delivered.   

The health system in Canterbury, New Zealand, has 
undertaken a significant program of transformation 
over the past decade. As a result of the changes, 
the health system is supporting more people in 
their homes and communities and has moderated 
demand for hospital care, particularly among older 
people. 

Change was achieved through developing a number 
of new delivery models, which involve better 
integration of care across organisational and service 
boundaries, increased investment in community-
based services, and strengthening primary care. 

“Chronic conditions are threatening to 
overwhelm Australia’s health budget, 
the capacity of health services and the 
health workforce” (National Strategic 
Framework for Chronic Conditions, 
2017).
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By investing in primary and community 
services, and managing care at the interface 
between hospital and community services, 
Canterbury has decreased acute medical bed 
days by 7%. 
By managing acute conditions in the community, 
increasing elective efficiency and managing follow-
ups e.g. an integrated falls prevention programme 
and pathway has saved 32,008 fractured neck of 
femur bed days (McGonigle L, McGeoch G. 2017). 

While the health systems are different, the 
experience in Canterbury offers useful lessons in 
terms of how to redesign care in this way. 

The Patient Centred Medical Home (PCMH) model 
has been implemented extensively in the USA to 
transform primary care and improve efficiency and 
effectiveness in the health care system. 

It is best described as a model or philosophy 
of primary care that is patient-centred, 
comprehensive, team-based, coordinated, 
accessible, and focused on quality and safety. 

It has become a widely accepted model for how 
primary care should be organised and delivered 
throughout the health care system, and is a 
philosophy of health care delivery that encourages 

providers and care teams to meet patients 
where they are, from the simplest to the most 
complex conditions (Patient Centred Primary Care 
Collaborative, 2017). 

In commencing the Australian journey and in 
response to the recommendations of the Better 
Outcomes for People with Chronic and Complex 
Health Conditions Report (2016), a national trial of 
a Patient Centred Medical Home type model i.e. 
Health Care Home (HCH) is currently being rolled 
out in 10 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 line with 
international evidence and in readiness for any 
future national rollout. 

Current          Future
Treating sickness/episodes Managing populations

Fragmented care  Collaborative care

Speciality driven Primary care driven

Isolated patient files Integrated electronic records

Utilisation management Evidence-based practice

Fee for service Shared risk/reward

Payment for volume  Payment for value

Adversarial payer-provider relations Cooperative payer-provider relations

‘Everyone for themselves’ Joint contracting 

Source: Patient Centred Primary Care Collaborative Map Tools (Source: PCPCC - 2015):

Concepts for the future

“The general practice of the future will 
continue to see its primary purpose as 
the provision of general practitioner 
led, patient centred, continuing 
comprehensive, coordinated whole person 
care to individuals and families in their 
communities.” (RACGP 2015)
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Transforming primary care in Brisbane south 
Brisbane South PHN seeks to build the capacity and 
capability of the health care system in the region. 
Our aim is to facilitate the delivery of integrated 
care based on the consumer’s needs whilst 
ensuring that consumers and their families can 
collaborate with their health care team to better 
manage their health.

The centrality of health to people’s lives and the 
need for them to be more involved and take control 
is hardly surprising. It directly affects their sense 
of wellbeing, functioning, engagement with their 
families and society and labour market prospects. 

The people striving to assist in our health 
system create significant unrecognised wealth.
The Australian health system is complex. Cultivating 
relationships between the broader health system, 
general practice and placing the patient and their 
family firmly at the centre as a leader and expert in 
their own care is critical to achieving improvements 
in the health and wellbeing of the population.

Person Centred Collaborative Care is Brisbane 
South PHN’s model for 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 their preferences, needs and values.

In line with international and national literature, 
it is an approach that involves 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 
over 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.
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Brisbane South PHN Person Centred Collabora�ve Care Model
“The case for high 
performing primary care 
has never been stronger 
– health care systems 
focusing on primary 
health care 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)

Brisbane South PHN Person Centred Collaborative Care model
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Principles of Person Centred Collaborative Care

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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Person Centred Collaborative Care practices
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. 

We acknowledge that the Brisbane south 
region already has many practices that are high 
performing and are 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 of model. 

The program will be underpinned by the principles 
of: person centred, comprehensive, coordinated, 
accessible, safe quality, accountable and 
transparent care. It 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 patient centred, team based approach 
to care, Brisbane South PHN will work with general 
practices and Aboriginal medical services 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.
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1
Engaged 
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2
Data-driven 

improvement
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9
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10
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7
Continuity 
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3
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4
Team-based 

care

Block 1: Engaged leadership 
Creating a practice-wide vision with concrete goals and objectives. GP 
leaders are fully engaged in the process of change.

Block 2: Data-driven improvement  
Using computer-based technology, general practice data systems 
track clinical, operational and patients’ experience metrics to monitor 
progress towards achievement of goals and objectives.

Block 3: Empanelment (patient registration)  
Linking each patient to a general practice care team and primary care 
clinician to strengthen relationships and enable continuity of care.

Block 4: Team-based care  
General practices organise teams to share  
responsibility for the health of their patients  
according to their needs.

Block 5: The patient-team partnership 
Recognition of the expertise that the patient brings, as 
well as the evidence base and clinical judgment of the 
clinician and team.

Block 6: Population management 
General practices are encouraged to understand the 
needs of their whole patient base. This assists in 
ensuring the care team can identify opportunities for 
health improvement on an ongoing basis.

Block 7: Continuity of care 
General practices taking continuous responsibility 
for their patients. This is associated with improved 
preventative and chronic care, greater patient and 
clinician experience, and lower costs.

Block 8: Prompt access to care 
General practices measure and control demands on 
their time and services, and build capacity while also 
enhancing teams, and ensure patients receive care when 
it’s needed. 

Block 9: Comprehensiveness and care 
coordination  
When patient needs go beyond the general practices 
team’s level of comprehensiveness, care coordination 
with other members of the “medical neighbourhood”.

Block 10: Template of the future 
Requires payment reform that does not reward primary 
care simply for in-person clinician visits. Moving from 
“volume to value” needs to be properly defined and 
implemented.

Bodenheimer et al’s (2014),  
10 Building Blocks of high-
performing primary care

The 10 building blocks
The 10 building blocks of high performing primary 
care is a framework described by Bodenheimer et 
al (2014). It identifies and describes the essential 
elements of primary care that facilitate exemplary 
performance. 

Brisbane South PHN – working closely with 
its general practice leaders and leveraging 
off international learnings - has used this as a 
framework to plan and implement its Person 
Centred Collaborative Care approach.
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People are more likely to seek the right care, in the right place and at the right time. People are less  
likely to seek care from the emergency department or hospital, and delay or leave conditions untreated.
Providers are less likely to order duplicate tests, pathology or procedures. Better management of chronic 
diseases and other illness improves health outcomes. Focus on wellness and prevention reduces incidence/
severity of chronic disease and illness.
Cost savings result from:  

 ▪ appropriate use of medicine
 ▪ fewer avoidable ED presentations, admissions and re-admissions.

Supports patients and families to manage and organise their care and participate as fully informed partners 
in health system transformation at the practice, community and policy levels.

Potential impacts

Why the ‘neighbourhood’ model works

Adapted from: Patient Centred Primary Care Collaborative (2013). Why the Medical Home works: A framework

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 patient preferences, needs and values, and ensures that the 
individual’s values guide all clinical decisions. It is care that supports 
and facilitates self-management.

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.

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.

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 patients get the care they need, when and  
how they need it and delivered by their primary care team. 

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.

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. 

DEFINITION SAMPLE STRATEGIESFEATURE

 ▪ Dedicated staff help patients navigate system 
and create care plans.

 ▪ Focus on strong, trusting relationships with 
GPs and care team, open communication about 
decisions and health status.

 ▪ Compassionate and culturally sensitive care.

 ▪ Care team focuses on ‘whole person’ and 
population health.

 ▪ Primary care could co-locate with behavioural 
and/or oral health and/or pharmacy etc.

 ▪ Special attention is paid to chronic disease and 
complex patients.

 ▪ Care is documented and communicated 
effectively across providers and institutions, 
including patients, primary care, specialists, 
hospitals, home health etc.

 ▪ Communication and connectedness is enhanced 
by health information technology.

 ▪ More efficient appointment systems offer same-
day or 24/7 access to care team.

 ▪ Use of e-communications and telemedicine 
provide alternatives for face-to-face visits and 
allow for after hours care.

 ▪ EHRs, clinical decision support, medication 
management improve treatment and diagnosis.

 ▪ Clinicians/staff monitor quality improvement 
goals and use data to track populations and their 
quality and cost outcomes.

 ▪ Areas of unwarranted clinical variation are 
identified to inform development of solutions.

 ▪ Data transparency fosters shared accountability 
across acute and primary care sectors.

 ▪ Benchmarking of data encourages sharing of 
successful interventions.

PERSON CENTRED

COMPREHENSIVE

COORDINATED

ACCESSIBLE

ACCOUNTABLE 
AND  

TRANSPARENT

QUALITY AND  
SAFETY
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Measuring outcomes
It is incumbent on all service 
providers to improve the standard 
of their care, to improve the 
quality of their services, to practice 
safely and effectively and to 
participate in systems of quality 
assurance and improvement. 

The leading voices on quality 
improvement acknowledge the 
importance of measuring what 
counts. It is also true that not 
everything that can be counted, 
matters, and not everything that 
matters can be counted. 

In a resource-constrained health 
system, it is vital that we ensure 
our capital and capabilities are 
appropriately directed. 

Practical and well-designed 
outcome measures are 
fundamental to understanding 
the benefits and value of specific 
actions or interventions. 

Brisbane South PHN has adopted 
the Quadruple Aim, founded 
in the work by the Institute for 
Healthcare Improvement (IHI), 
to contextualise outcomes. Work 
will be undertaken, together with 
academics, service providers, 
funders and consumers, to 
develop appropriate performance 
indicators that will include process, 
output and outcome measures 
gathered from quantitative and 
qualitative data. 

The change process itself will also 
be evaluated formatively such 
that lessons can be learned and 
modifications made as we mature 
and evolve.

IMPROVED EXPERIENCE OF CARE
 ▪ Care tailored to the needs of an individual
 ▪ Coordinated and comprehensive care
 ▪ Safe and effective care
 ▪ Right care in the right time in the right place  

by the right team 
 ▪ Increased skills and confidence to manage  

one’s own health

IMPROVED COST EFFICIENCY AND SUSTAINABILITY
 ▪ Efficiency and effectiveness of service delivery
 ▪ Maximising revenue and minimising waste and 

duplication 
 ▪ Increased access to primary care 
 ▪ Value-based services 
 ▪ Performance based commissioning

IMPROVED PROVIDER EXPERIENCE 

 ▪ Increased clinician and staff satisfaction
 ▪ Evidence of leadership and team based 

approach
 ▪ Quality improvement culture in practice 
 ▪ Practicing at peak of scope
 ▪ No net loss of income

IMPROVED HEALTH OUTCOMES 
 ▪ Reduced disease burden
 ▪ Improved quality of care 
 ▪ Increased focus on health promotion and 

prevention
 ▪ Increased flexibility and scope for innovation
 ▪ Improvement in individual behaviours and 

physical health

“The secret of change is to focus all of your energy, not 
on fighting the old, but on building the new.” (Socrates)

Quadruple aim
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