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INTRODUCTION 
The Consumers Health Forum of Australia (CHF) is the national peak body representing the 
interests of Australian healthcare consumers and those with an interest in contemporary 
health consumer affairs. We work in the public interest to achieve safe, quality, timely 
healthcare for all Australians, supported by accessible health information and systems. 
 
We congratulate the RACGP for its leadership in developing the Vision for a Sustainable 
Health System Discussion Paper.  
 
This submission is structured in two parts.  Part One provides overall comment framed 
against the particular questions you posed in your cover letter to us.  Part Two provides 
specific comment and recommendations in relation to the key initiatives outlined the 
proposed vision.  

OVERALL COMMENTS 

Overall, we consider the paper a good start to opening up the debate about future models of 
general practice financing.   

Is the model a good solution to the current challenges facing the Australian 
health care system?  
The needs of the Australian health consumer have evolved dramatically over the last few 
decades. A distinct and urgent requirement for a more integrated and coordinated model of 
primary care. This has emerged against the backdrop of a service system and funding 
regimes that emphasises transactional, ‘throughput’ style care delivery in general practice, 
and, at a more a macro level, a system oriented to acute hospital based care and in need of 
reorientation towards a strengthened primary health care system.   
 
There is mounting evidence and stakeholder support for strengthening Australia’s primary 
health care system and wide recognition of the key role GPs and the general practice setting 
play.  At the same time there is growing recognition of the limitations of current general 
practice financing models on the depth, nature and quality of care for consumer’s 
experience.  Frameworks such as the Ten Building Blocks of High Performing Primary Health 
Care and Starfield’s Four Pillars outline the elements of strong primary health care.  CHF 
recognises that there are several aspects of the model that, if they were to be implemented, 
would accord well with such frameworks.   

What do we like about the model? What don’t we support? 
The paper’s intent essentially appears to make the case for an alternative blended payment 
model for general practice that offers flexibility and autonomy to introduce models of care 
that better respond to contemporary patient needs.  However, funding models are not an 
end in themselves. We would suggest that the paper could be strengthened if it took a 
system oriented approach. This could be achieved by articulating a vision for contemporary 
general practice, emphasising how the model would bring that about and the points of 
difference to current day general practice.   

The proposed suite of seven alternative payments to replace the current SIP and PIP regime 
(enrolment payment, complexity loading, comprehensiveness payment, integration 
payment, practice nurse, teaching and IT/infrastructure payments) is not without its own 
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complexity. CHF is not convinced that there is sufficient differentiation between them and 
suggests there could be areas of overlap.  This will make implementation a challenge.  We 
would suggest that there is either a crisper articulation of their points of difference or 
consideration given to those that could be merged in any further iteration of the paper.  We 
would also suggest that an overall cost benefit analysis is lacking and would be essential in 
prosecuting the case for this model to government.             

What is missing in the model? 
General practices must engage with consumers in a meaningful manner to derive maximum 
value for their care delivery services and for the population health. We found the draft vision 
lacking in its consideration of implementing this aspect of integrated care delivery and found 
that it focused mostly on the reorientation of the practice incentive payment (PIP) and 
service incentive payment (SIP). This is evident in the scope of the model that places ‘general 
practice’ instead of ‘the patient’ at the centre of the health system. 

Although the draft vision correctly states that information about health is now more readily 
available than ever and many patients are more informed, in consultations conducted by 
CHF over many years, consumers have identified the lack of information regarding costs of 
services as a critical issue. To that end, the new model must provide a way for consumers to 
access information regarding cost estimates for services based on their regions. This will 
promote transparency around inequity of access and informed financial consent. 

CHF supports the proposal to formalise the relationship between patients and their GPs 
through the use of patient enrolment. However, the vision must also encourage GPs and 
practices to develop initiatives which promote independence, self-care and self-
responsibility for health among consumers.  Other aspects of the model that could be 
boosted include: 

 A greater emphasis on the patient as a partner in care: an asset not a deficit; 

 A greater emphasis on the consumer benefits of team based care  and how general 
practice will change and improve to deliver even greater value should these 
measures be implemented.  Some case studies would help illustrate.      

 Some discussion about the role of PHNs in supporting transitions to new innovative 
models of practice   

 The inclusion of a cost benefit analysis (as mentioned above). 

If the model is supported, what are the challenges around implementation? 

Key implementation challenges and opportunities would include:  

 Consumer’s embracing the enrolment model 

 Role of PHNs in change management  

 Business model review and reorientation by practices  

 The scope to stimulate workforce development and innovation.   
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COMMENT AND RECOMMENDATIONS  

Voluntary Patient Enrolment  
We have been advocating for a better co-ordinated and consumer-inclusive primary care 
system for many years and support a patient registration model. Patient enrolment models 
are a standard feature of many international healthcare systems including countries such as; 
UK, the Netherlands, Norway, Denmark, New Zealand, Spain and Italy. The model has been 
found to be so much more effective at delivering continuity of care that it is now mandatory 
in the UK and the Netherlands. 
 
We agree with the benefits of patient enrolment outlined by the RACGP. Another benefit 
that has not been listed is greater accountability, because in this model - patients and GPs 
will have a clearer role with responsibility for ensuring better health outcomes through 
integrated care provisions. The model will also allow for stronger feedback mechanisms at 
numerous levels; patient to GP, GPs to practices, practices to local organisations such as 
Primary Health Networks (PHNs) and to local and federal governments, thereby promoting 
continuous improvements. 
 
Our previous research has shown that in Australia, the voluntary enrolment model is 
preferred over the mandatory enrolment model. While efforts would need to be taken to 
promote the merits and patient benefits of a ‘medical home’ should this model or a variation 
of it reach the point of implementation, Australians will continue to value choice of GP and 
practice and the ability to shift practices (eg. in order to access a second opinion). This is 
particularly true when patients want to go to a second clinic if they cannot access a 
convenient appointment or to visit different GPs for different purposes, such as a female GP 
for women’s’ health concerns.  
 
An enrolment system needs to take into account the varying skills, special training and 
accreditation of GPs (e.g. Better Outcomes in Mental Health or Veterans Affairs) and the 
desire for consumers to see the best GP for their problem.  CHF recognises the value of 
generalism, but we also recognise and encourage the fact that there is also ‘specialist 
generalists’ (e.g. GPs with interests in women’s health, mental health, dermatology etc).   
CHF would therefore like to see an enrolment system that does not discourage GPs cross 
referring to their GP colleagues with particular skills with systems in place to ensure report 
backs to the regular GP.    
 
To encourage uptake of the voluntary enrolment model, it must be supported by nationally 
consistent and easily accessible information provided by the Government to consumers on: 

 the advantages and disadvantages of enrolling with a general practice 

 how to find your local general practice 

 how to enrol with a general practice 

 how to choose a preferred GP at the practice 

 how to change your enrolment status 

 how to change the practice at which you are enrolled 

 complaints process (Medical Board of Australia, the Commonwealth Ombudsman, or 
State and Territory based complaints commissioners) 

 
This information must be co-developed by a steering group comprising the   RACGP, CHF and 
other organisations and supported by Department of Health. The study of the 
implementation viability of this model in Australia would also benefit from data on the 
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percentage of population that use the same practice every time they visit a general practice 
as well as the percentage that would prefer to formalise this relationship with enrolment. 
 
While, in many respects, we have quasi-enrolment for some population cohorts in the 
context of discrete programs such as the Coordinated Veterans’ Care Program and the 
Indigenous Chronic Disease Program, a move to a voluntary enrolment scheme on a national 
scale would be a fundamental shift in primary health care delivery.  Consideration could be 
given to demonstrating how it could work within a defined geography before it is rolled out 
on a wide scale.  Such demonstrations could mesh with the myHealth Record opt-out pilots.   
 
There is a clear role for PHNs to support consumer confidence in such a transition as well as 
to support practices with enrolment procedures, data literacy and management and 
communication with their patients.    
 

Recommendation 1 - Voluntary Patient Enrolment  

 To enhance uptake of this model, CHF and RACGP must co-develop consumer focussed 
information regarding patient enrolment.  

 To support RACGP’s proposal to Government with the consumer perspective and gain 
impetus with the Australian public, a joint study of patients’ personal preferences and 
opinions on the benefits and disadvantages of the proposal should be conducted. 

 

Comprehensiveness of Service  
Comprehensiveness of care is paramount to the vision of a ‘medical home’ for patients. The 
premise underpinning this aspect of the proposal appears to be the ‘roll up’ of a selected 
suite of existing item numbers into a simpler, more streamlined, single payment to a 
practice.  CHF supports this in-principle on the basis that it would provide flexibility and 
autonomy to practices in order to both configure services more closely tailored to the 
disease, age profile and needs of their practice population as well as configure and engage 
workforce so the right clinician is delivering the care in the most efficient way.   
 
Any funding regime that provides practices with this type of flexibility would be supported 
by CHF provided it is not seen as a standalone measure and that it delivers more accessible 
and responsive care to that provided under the constraints of current funding arrangements.   
To that end, it must be accompanied by: 

 enrolment 

 support to practices to analyse data relating to the characteristics of their practice 
population and support to practices to translate that knowledge into enhanced models 
of care  

 support to practices to implement new business and service models 

 systems and procedures that promote patients as partners in care not only at the point 
of care delivery but also in the context of informing the spectrum of services and service 
improvements eg. practice focus groups, practice critical friends groups, a practice 
consumer adviser etc.   

 
In all of the above, it is CHF’s understanding that this is an intended role for PHNs and part of 
their value proposition to general practice.  This needs to be acknowledged and discussed in 
any revisions to the paper.  
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We agree with the benefits outlined but would suggest that the notion of multidisciplinary 
team-based care as the means by which these benefits will be achieved be more strongly 
drawn out in the paper.    
 

Recommendation 2 – Comprehensiveness of Service 

 The vision should consider a link in payments for comprehensiveness of services to the 
needs in the community for the additional services being offered in a general practice. 
This could be done through incentives to general practices for participating in programs 
run by local health organisations and servicing identified gaps. 

 

Health Service Integration  
Timely and relevant flow of patient information between healthcare providers and settings 
will be very beneficial to patients, especially those with complex and chronic illnesses. The 
current system for linking patient information across providers, hospitals and communities, 
the sometimes fragmented and incomplete patient information stored in systems, and the 
difficulty in using this information to inform clinical decisions have been identified by many 
primary healthcare research organisations as major barriers to achieving integrated care 
across state and national levels. 
 
The draft vision does not identify a suite of services for which this integration will be most 
effective and how the integration is intended to occur.  In order for the proposed integration 
payments to promote cohesive patient care there must be a clear set of enabling tools and 
guidelines for practices. The Integrated Care Strategy 2014-2017 for NSW Health prioritises 
the use of HealtheNet for the mapping of different patient identifiers to create a single 
picture of patient information that is integrated with the national electronic health record 
(MyHealth, previously PCEHR)1. The new payments should build on these state initiatives to 
provide a seamless healthcare experience for consumers. 
 
We support better coordination of patient health information between healthcare providers 
as long as privacy and confidentiality are ensured and patients understand, as opposed to 
being  informed, how and with whom their information has been/will be shared. Consumers 
must also be involved in the decision-making by healthcare providers to share their 
information with other healthcare sectors.  
 
This proposal provides an additional opportunity for collaboration between general practices 
in the same region and their local health organisations (primary health networks, aged care 
providers, youth services providers, Aboriginal and Torres Strait Islander health service 
providers) to identify, participate and address community specific needs and service gaps.  
 
The focus of this particular aspect of the vision is on better and more enabled flow of patient 
information between health care providers and sectors, and incentivising practices to have 
capability in that area.   It is one, albeit important, element of health service integration.   
 
There appears to be a disconnect between the description of this payment and the actions it 
would support and benefits it would generate.  It is not clear to CHF how benefits such as 
facilitated early discharge from hospital could be brought about by a practice level payment 

                                                 
1 Integrated Care Strategy 2014-2017, NSW Health, New South Wales Government 2014 

(http://www.health.nsw.gov.au/integratedcare/Documents/integrated-care-info-summary.pdf) 

http://www.health.nsw.gov.au/integratedcare/Documents/integrated-care-info-summary.pdf
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alone without the support of a coordinating agency such as a PHN serving as a conduit to 
Local Hospital Networks and their systems.    
 
Given that some of the desired outcomes are system level outcomes concerned with the 
interface between primary and acute care, further consideration needs to be given to where 
changes and improvement on that front are best driven from.  CHF believes that in some 
cases changed work patterns at the general practice level need to be supported but equally 
some incentive and innovation funding at the PHN or ‘meso’ level may be more appropriate 
to bringing about these outcomes.         
 
If the narrower focus is the intent in terms of the behaviours and actions GPs and practices 
would undertake under this payment, that is, supporting timely and accurate flow of patient 
health information between providers and sectors, CHF suggests that there is overlap 
between the intent of this payment and the eHealth dimensions of the proposed IT and 
infrastructure payment.     
 

Recommendation 3 – Health Service Integration 

 To promote cohesive patient care the proposed integration payments must be supported 
with a clear set of enabling tools and guidelines for practices. 

 Consider collapsing the integration payment with the IT and infrastructure payment given 
the common focus on eHealth as an agent for integration.  

 

Practice Nursing 

Currently, practice nurses employed in general practices offer many benefits. Supporting the 
retention of these nurses, promoting their full scope of practice and providing incentives for 
employment at practices that do not currently have practice nurses will mean enhanced 
access for consumers. In order for the vision to be holistic in its nature it must also consider 
the roles of allied health professionals and pharmacists in general practices. 
 
CHF queries the merit of this payment, which is presumably the equivalent of the current 
Practice Nurse Incentive Payment (PNIP), particularly in context of the growing interest in 
and value of the inclusion of other clinicians in the general practice team such as non-
dispensing pharmacists.   Given the proposed comprehensiveness payment is intended to 
support practices to offer a range of services we would suggest that, provided its quantum 
and parameters were set at sufficient levels, this could be the payment under which 
practices would have the flexibility to engage nurses or other clinicians to integrate into the 
general practice team.             
 

Recommendation 4 – Practice Nursing 

 The vision should include mention of the role of allied health professionals and 
pharmacists as part of the ‘medical home’. 

 The comprehensiveness payment, with sufficient funding levels and parameters, be the 
platform through which nurses and other general practice based clinicians be engaged in 
line with the practices’ business model.    
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Teaching  
It is desirable that Australia has a strengthened primary health care system supported by a 
highly skilled and capable workforce, and a health system overall that is less skewed towards 
hospital based care.   Such a system will be of great benefit to the consumer as well as the 
taxpayer.   CHF believes it is vitally important that medical students are exposed to general 
practice as part of their broader medical training. There is good evidence that a positive 
placement can determine a student’s ultimate career choice.  CHF also appreciates that the 
placement and supervision of GP registrars in practices presents a major commitment from 
practices in terms of supervision.   
 
Studies show that consumers that are actively engaged in their health management have the 
best health outcomes. Active engagement means that every time a patient has an 
interaction with a GP they leave with greater health literacy and ability to manage their 
health than prior to that interaction. The vision must include this important aspect of 
teaching patients if it is to enhance provision of primary care and management of chronic 
illness. Therefore, as a corollary to any existing or new incentives to support practices to 
host registrars and/or medical students, CHF would like to see steps to provider refresher 
training or further upskilling for teaching GPs (GP supervisors) in consumer engagement and 
self-management in order that they can model the integration of this into patient 
consultations and impart those skills to students.         
   

Recommendation 5 – Teaching 

 The vision should acknowledge the evidence that links patient engagement with their 
health management with better health outcomes, and requirements for GPs who are 
supervisors to incorporate that philosophy and associated practices in their teaching.   

 

IT and Infrastructure  
E-Health is an important aspect of health care for several reasons. First, if properly utilised 
by consumers and clinicians, it provides both with a comprehensive and complete picture of 
the consumer’s health and treatment, which can better inform future health decisions. It is a 
powerful tool that consumers can use to control what information is seen by whom, 
ensuring that their most personal health information is not divulged unnecessarily. E-health 
also has the potential to be the foundation for building long-term, evidence-based 
intervention strategies based on large, population-level research as more data becomes 
available to researchers through electronic information systems. 
 
The use of technology to gain efficiencies in the system should be extended to consumers. 
The incentive payments and programs should have in place requirements, for GPs and 
practices, to develop their patient’s ability to access their health information and use 
relevant online services. 
The model should also include better follow-up and reminder systems to co-ordinate care 
delivery. The patient enrolment model is more likely to respect and support the use of 
individual preferences for communication and information sharing because of the 
commitment to a longer-term relationship between the practice and patient. 
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Recommendation 6 – IT and Infrastructure 

 The incentives for IT and Infrastructure must also aim to develop consumers’ ability to 
manage their health information and engagements. 

 
Quality, Safety and Research  
CHF supports in-principle incentive payments that compel practices to actively focus on 
continuous quality improvement and participation in research through initiatives such as the 
Australian Primary Care Collaboratives, practice based research networks and other localised 
clinican-led improvement strategies.  Patient participation and consultation in these 
processes and the design of service improvement strategies must be a requirement of such 
funding will ensure that the patient’s interests are served through enhanced quality, safety, 
performance and accountability.   
 
At a more macro level and following appropriate agreement of the patient and practice, any 
collected data could be aggregated and shared with the relevant professional colleges, PHNs 
and Government to enable future improvements. This will not only promote best practice 
engagement but will also ensure that the vision model is ultimately deriving value in terms 
of quality and safety for the patients. 
 

Recommendation 7 - Quality, Safety and Research 

 Continuous quality improvement incentives should require patient engagement and 
feedback.   

CONCLUSION 
The draft vision provides many opportunities to improve population health and provide 
greater sustainability. For this model to be most effective additional consideration must be 
given to; how it would work in areas of GP shortage and its effect on access, how it will make 
allowances for consumers that are travelling, home reviews and urgent access, safeguards 
against gaming of the system by GPs, practices and patients, and how it will enable equity of 
access for consumers with greater risks and complex illnesses.  
 
Overall, CHF welcomes the RACGP’s vision for a sustainable health system. In particular, we 
support the document’s focus on enabling consumers to become active participants in their 
healthcare, as outlined under patient enrolment.  
 


