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Clinical service integration: a stocktake of the 
 Australian experience

Australia, in common with most developed countries, needs to 
reorientate its health system to meet the needs of the future. 
There is general acceptance that the current approach geared 
towards acute episodic care is no longer fi t for purpose. This 
article explores the concept of integration in healthcare in 
Australia and specifi cally describes the role of clinicians over 
the last fi ve years in brokering and supporting change in the 
way services are delivered.
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Common global headaches – where is Australia 
tracking?

Australia’s life expectancy at birth continues to be among the 
highest in the world. The combined male and female fi gure of 
82.0 years, while lagging behind that of Japan and Hong Kong, 
is superior to Canada, New Zealand, the UK and the USA.1 
Australia spent $140.2 billion on health in 2011–2012, which 
accounted for 9.5% of gross domestic product (GDP) and 
which, like other Organisation for Economic Cooperation and 
Development (OECD) countries, has increased over the past 
decade at a faster rate than growth in GDP, rising from 6.8% in 
1986–1987.2 However, in 2009 this proportion was much less 
than that of the USA (17.4%), slightly less than the UK (9.8%), 
New Zealand (10.3%) and Canada (11.4%), and close to the 
OECD median (9.6%).3

Despite these excellent headline fi gures, there are signifi cant 
inequalities in health outcomes among different parts of 
Australian society. Specifi cally, the health of the Aboriginal 
and Torres Strait Islander populations (ATSI) and that of 
rural communities and those with appreciable socioeconomic 
disadvantage is not nearly as commendable2 with recent 
data suggesting differences in chronic disease incidence and 
outcome differentials in life expectancy and infant mortality. 
Federal and non-government initiatives aimed at closing 
this gap have started to address the divergence, although 
differences appear to be related not only to ATSI status but also 

to socioeconomic determinants and rurality, with which there 
are additive effects.4,5 

A position paper from the WHO on integrated care describes 
some of the pressures experienced by many developed 
countries, and Australia is no different.6 The signifi cant ageing 
of the population, together with improved health outcomes 
leading to the conversion of those who would previously have 
died, into individuals with chronic disease, and an increasing 
focus on patients, their expectations and their rights to receive 
care, have forced a review of the way forward. The advent of 
new technologies, computerised information systems and 
budgetary concerns have put pressure on health service models 
to consider integrating services in the quest of greater effi ciency, 
access, cost effectiveness and quality (Fig 1).

The trend towards increasing specialisation of the healthcare 
workforce has also been a feature of the recent past in Australia, 
where there has been a signifi cant increase in the numbers 
and percentage of specialists compared with primary care 
physicians.7 In addition the workforce continues to become 
increasingly sub-specialised, although some have questioned 
the utility of the sub-specialist model in centres where there is 
a low critical mass.8 The rural generalist programme has been 
given considerable support and the development of this role is 
being debated by many national bodies.9

Clinical variations in care have been highlighted through 
better monitoring and data collection and could result in 
increasing accountability to consumers and healthcare funders. 
After participation in an OECD benchmarking activity, each of 
the state health ministries in Australia identifi ed key conditions 
and procedures and asked clinicians to evaluate documented 
variations in care.10 This has been brokered by the Australian 
Commission on Safety and Quality, which is working nationally 
to raise awareness and develop tools and support.

While the above features of health delivery are shared with 
other developed countries, Australia has unique differences, 
including a complex system of managing health funding, 
which impact on its capacity to achieve integrated care. Broadly 
speaking, the division of responsibilities for health policy has 
largely been one that gives the federal jurisdiction responsibility 
for national policy development, but devolves responsibility 
for administration, intervention and implementation to states 
and territories. In terms of direct funding responsibilities, 
federal structures have been responsible for primary care and 
community and aged care, while acute hospital services are 
funded by states. There is obvious overlap and 30% of health 
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costs are contributed by patients in addition to funding fl owing 
from the taxation base.2 Clinicians work in either fee-for-
service models with co-payments from patients or are salaried 
or paid for work in acute hospitals.

Australia has a similar number of physicians per thousand 
people as other developed countries.11 In the last 10 years there 
has been a doubling of medical school places and large increases 
in numbers training to be allied health professionals, consequent 
upon a relaxation on funding caps to universities providing 
health courses.12,13 Changes in scopes of practice to permit the 
use of assistants, the use of Medicare funding for non-doctors 
and organisational transformation have all been foreshadowed 
by projections relating to future workforce needs.14 

Finally, the policy environment in which health professionals 
work has not been predictable. In 2009, Australia established 
the National Health and Hospitals Reform Commission 
to formulate a blueprint for healthcare going forward.15 It 
suggested that one level of government should be responsible 
for health system funding and suggested a strengthening of the 
primary care system and ‘connection and integration for health 
and aged care services over people’s lives’.15 Outcomes included 
a national healthcare agreement (2012) and a national primary 
care strategic framework (2013), establishing a network of 
61 primary healthcare organisations. The plan included 
common governance membership, with state-run local 
hospital networks and a move towards integrated governance.16 
Considerable investment was proposed to develop a patient 
controlled electronic health record (PCEHR) and to facilitate 
consumer engagement. With a change of government in 2013, 
a number of these initiatives have been reviewed. The primary 
healthcare organisations are being reorganised, with the aim 
that large networks capable of commissioning will be in place 
in 2015–2016. The PCEHR is being revised with a new rollout 
strategy planned.17 In addition, the government has heralded 
the greater involvement of the private sector in the delivery of 
primary and secondary care.18 This may herald a move to more 
integrated models of care for certain targeted groups within the 
population, such as those who hold private insurance. 

Defi nitional issues around integration

Australia, like other jurisdictions, employs the term integration 
loosely, such that it means different things to different users. 
Most commonly, it is used to describe harmonisation within 
services or within one sector, for example within a hospital. 
This can be termed horizontal integration. Alternatively, it 
can be used to describe collaboration between different health 
sectors, such as aged care and primary care or primary care 

and acute care. This could be considered as vertical integration. 
For others it can mean collaboration between health and 
non-health sectors, even extending to key determinants 
such as housing and education.19,20 Additionally integration 
can be used to describe integration at a system level or the 
coordination of services or programmes for a particular target 
group within a population.

Integrated care delivery can be an organisational structure 
that is brought together with an economic imperative, such as 
a fi nancing group, or may be a way of organising care delivery 
by coordinating different activities around a common clinical 
outcome.21 Australia has commenced integrated care delivery 
by trying to organise care for a number of key population 
groups. Aboriginal medical services for example are organised 
around multidisciplinary primary healthcare.22 Rural providers 
are often able to demonstrate high levels of integration (with 
themselves), where both acute and primary care are provided 
by the same professionals in a discrete, often isolated location. 
The most appropriate defi nition for Australian clinicians may 
be that ‘integration is concerned with the processes of bringing 
organisations and professionals together, with the aim of 
improving outcomes for patients and service users through 
the delivery of integrated care’.23 This could also be seen as 
collaborative practice, no doubt a pre-condition for integrating 
care.24

Although there are different defi nitions, the success of 
integration can be determined by measuring the process, 
outcomes, fi nancial cost, patient experience or all of these 
factors. In Australia measurement has been focused on the 
process of integration. Much of the current effort has looked 
at measuring collaboration and partnership with tools like 
balanced scorecards which seek to measure the implementation 
of the integration process.19,25 

One way to consider whether integration and integrated 
care is being enabled is to consider the status of known 
‘enablers’ within the health system. Accountability and shared 
decision making, clinician and consumer leadership and the 
availability of shared information are obvious system issues. 
The availability of aligned incentives provides the fuel for the 
system to consider reorganisation. Reviewing these parameters 
developed by McKinsey26 will assist in outlining a clinician 
perspective of the current integrated care agenda in Australia 
in 2015. 

Accountability and shared decision making

There has been an increase in the amount of publicly 
available data concerning variations in care and outcomes, 

Demand-side factors

• Demographic changes
• Epidemiological transi�ons
• Rising expecta�ons
• Pa�ents’ rights

Integra�on of 
services

Supply-side factors

• Medical technologies
   and telemedicine
• Informa�on systems
• Economic pressures

Fig 1. Driving forces for healthcare reform. Reproduced with permission.6
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and the availability and costs of services.4,27,28 This provides 
at least some of the information needed to support greater 
accountability of systems and has certainly revealed signifi cant 
care variation between facilities, networks and states. 

The capacity of this information to assist the public to 
understand the performance of their health services is not yet 
apparent, but its granularity at the hospital and community 
levels provides clinicians with a new opportunity to evaluate 
and investigate their own practice.29 The focus on clinical 
variation has also been gaining momentum,10 but clinician 
engagement and ownership may be endangered if clinical 
indicators are utilised as performance measures without 
confi dence in the process or if the resources required to 
improve patient care are absent.

Medicare Locals (primary healthcare organisations) in their 
short gestation have supported a number of local initiatives 
around shared governance, positions and indicators with their 
respective acute hospital networks. The development of the 
collaborative framework tool has supported this.30 However, 
the lack of integrated governance that can cross sectors, in 
particular in primary care governance, means that shared 
decision making on a system-wide scale is not yet a reality.16,31,32

Clinician leadership 

Clinician leadership in Australia has been most evident within 
hospital and hospital-based clinical networks. While clinicians 
have a frequent helpful overlap of roles and responsibilities 
between federal and state-funded healthcare services and 
between public and private healthcare providers, these tend to 
depend upon individuals and be localised. Hospital networks 
have focused on internal service provision and state-funded 
services. Clinical senates have been supported in most 
states with slow but steady progress; their terms of reference 
encompass advice to government, the promise of two-way 
consultations, leadership development and the promotion 
of trust and partnership. There has been an expectation that 
clinicians will take a whole-of-system perspective, partner 
consumers and managers, and be multidisciplinary in nature.33 
These hospital-based senates have recognised the need to 
articulate with primary care clinicians but to date overt 
linkages are few. This relates in part to the lack of funding 
and leadership support to those working in primary care. 
Less attention has been given to the engagement of health 
professionals in day-to-day activity and across organisational 
boundaries. Yet it is the inspiration of these clinicians that will 
support transformational change for the patient.34 

Commonwealth activities have included a National Lead 
Clinician’s Group, which supported the development of clinical 
standards and guidelines, provided advice to government, offer 
a focal point for engagement of expert clinicians, and offered a 
cross-sector forum for collaboration.30

Information sharing: electronic records 

The utility and effi ciency of a shared electronic medical 
record system is well described, at least in terms of medication 
management and rational use of laboratory tests. In addition, 
the need for an accessible and complete record is essential if 
care and its delivery are to be collaborative and/or integrated.35 
With a move away from the traditional general practitioner 

to a team-based approach, the need for continuous accurate 
contemporaneous communication between providers remains 
paramount. Australia remains well placed, with 92% of primary 
care practitioners using electronic systems.36 Interestingly, 
community specialists and allied health practitioners have 
much lower rates of computerisation.

The PCEHR project is now 4 years old and has been in 
receipt of in excess of $500 million in funding.37 However, the 
capacity of the electronic record to streamline and enhance 
care has been demonstrated in the Northern Territory, where 
such a system has been in place for over 10 years. It has been 
particularly embraced by clinicians in remote locations where 
patients must be repatriated long distances for specialist care 
and where the population mobility is high.38 

Electronic communications, such as secure messaging, have 
been useful and have been seen as preconditions to PCEHR 
compliance and utility. Currently the number of consumers 
subscribing is in excess of 1 million, although only 0.6% of 
these have a shared health summary available. Although 
nearly all states now have the capacity to download discharge 
summaries, the PCEHR programme and its capacity to support 
integrated care is paused. The possibility of linking upload to 
PCEHR with chronic disease management plans in primary 
care or hospital avoidance programmes suggest possible ways 
of increasing uptake and clinician support. However, barriers 
remain in rural and remote areas where broadband speeds and 
affordable internet solutions remain patchy.39 This is of course 
in addition to clinicians’ ambivalence and skill issues.

Consumer engagement

The role of consumers in determining the nature of healthcare 
in Australia has been enhanced over the last decade, with 
patients being seen increasingly as consumers and partners and 
the role of patient experience being explored using localised 
policies and tools. First, evidence from research conducted in 
Australia suggests that the experience of individual engagement 
in decision making, with quality health information, supportive 
clinician interaction and/or access to self-management tools, 
improves outcomes,40 specifi cally in cancer care.41 While 
promising, translation of these pilot projects into engaging 
consumers in the daily provision of healthcare is not yet the 
norm, and even ensuring that concepts like ‘goals of care’ have 
been canvassed with patients is a work in progress.42

Second, consumer engagement can be seen contributing 
to improvements in health service responsiveness. There are 
now studies illustrating linkages between patient-centred care 
(through strategies including consumer engagement) and 
decreased readmission rates and healthcare acquired infections; 
improved delivery of preventive care services; better functional 
status; reduced hospital stays and enhanced compliance with 
treatment regimens.43

Increasingly, the language of patient-centred care is used 
with the recognition that it can be considered as a ‘marker of 
high quality care’.44 Primary care models, such as aboriginal 
community-controlled health services and the ‘Australianised’ 
version of the patient-centred medical home, are gaining 
prominence. Measuring and evaluating patients’ experience 
of their care has to date mostly used the Picker framework,45 
whose principles of patient-centred care as distinct from 
patient satisfaction have been utilised in numerous tools and 
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indicators. An example is a recent project by the Consumers 
Health Forum (Real people; real data), which uses the 
framework to support a narrative patient journey tool46 with 
the utility to collect longitudinal information on accountability 
of health organisations to patients as well as looking at 
integration across the system.

Aligned incentives

Within primary care, there is movement towards the patient 
centred medical home20 which articulates a multidisciplinary 
collaborative model with components of population health 
and a discrete responsibility towards those identifi ed with it. 
A federal government-funded trial in diabetics is testing the 
impact of altering primary care funding to create a ‘healthcare 
home,’ in which patients voluntarily register with a practice and 
are cared for by a multidisciplinary team coordinated by a care 
facilitator47 and funded by a block payment. Implementing the 
‘healthcare home’ model of care represents a signifi cant ‘scaling 
up’ of this intervention with benefi ts to be measured including 
cost utility as well as those related to patient outcome. This 
will be an important step towards understanding the potential 
gains, and associated risks and costs, of collaborative initiatives 
at the primary care level. 

At the state level there is the acknowledgement of the 
importance of disruptive innovation. State governments, 
with responsibility for acute hospital-based care have seeded 
integrated care programmes. For example, goals of the $125 
million NSW programme include enabling infrastructure 
and introducing tools with interoperability; such as electronic 
records, risk stratifi cation tools, and enhancement of patient 
reported measures using real-time feedback.48,49 This 
investment, while not changing the funding model of primary 
care supports care coordination and associated activities that 
will lead to hospital avoidance. 

There are also programmatic federal grants in the indigenous 
health and wellbeing space that consider integrated healthcare. 
This alignment of non-health budget items as part of the 
‘Close the Gap’ initiatives have involved high level national 
partnership agreements between state and commonwealth 
government looking at for example -early childhood 
development and educational attainment.50 At the local 
community level, aboriginal community-controlled health 
services are operating on a blended funding model.51

Conclusion

There are important and fundamental building blocks for 
integrated care in place within Australia’s current health 
system. In particular there is a growing interest in clinicians 
sharing priorities, cooperative planning and the involvement 
of consumers in decision making.52 However, integrating 
communication technologies, using shared data as a 
measurement tool, resource sharing and interprofessional and 
interorganisational training remain largely ad hoc.16 While 
Australia may not be a world leader in reorienting its health 
system, grassroots initiatives and collaborative activities 
are emerging with local ownership. The challenge will be to 
systemise change and direct any reorientation towards patient 
outcomes. Evidence-informed policy from both levels of 
government will hopefully infl uence clinicians to see integrated 

care as a well-defi ned, supportively measured and policy 
enabled way of ‘doing their bit’ within the Australian health 
system. ■
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