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ABOUT WENTWEST
Since 2002 WentWest has been part of the western Sydney community, delivering support and 
education to primary care and working with key partners to progress the region’s health system. 
As the Western Sydney Primary Health Network, WentWest is focused on addressing both regional 
and national health challenges. Together with health professionals, partners from both the health 
and hospital sector, consumers and the broader community, WentWest seeks to identify gaps and 
commission solutions for better health outcomes.

WentWest acknowledges the First Nations peoples of Australia as the Traditional Custodians of the 
land on which we work and live. We pay our respect to Elders past, present and future and extend that 
respect to all Aboriginal and Torres Strait Islander peoples within Western Sydney.
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WentWest, the Western Sydney Primary Health Network 
(WSPHN), sends a contingent of physicians and health 
managers each year to visit advanced primary care practices 
around the world. The purpose is to learn from and engage 
with practitioners who are actively working to increase both 
the quality and accessibility of primary health care within their 
communities.

As the Primary Health Network (PHN) for the Western Sydney 
community, WentWest provides support and education 
to primary care providers and works with key partners to 
advance patient-centred primary care in the region. WentWest 
focuses on addressing national and regional health priorities in 
consultation and collaboration with local general practitioners 

(GPs), allied health professionals, the hospital sector, 
consumers and community bodies, as well as the broader 
health sector. In 2019, the contingent toured in the United 
States (U.S.), visiting several exemplar sites of advanced 
primary care. The focus of this trip was to gain insight into 
some of the country’s most high-functioning integrated 
primary care practices which are Patient Centered Medical 
Home (PCMH) certified.
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Our Tour Lead: Dr Jack Cochran

JACK COCHRAN, MD is the retired Executive Director (CEO) 
of the Permanente Federation of Kaiser Permanente which 
supports the eight regional medical groups. Dr Cochran 
graduated from the University of Colorado Medical School and 
completed residencies at Stanford University and University 
of Wisconsin and is board certified in Head and Neck Surgery 
and Plastic and Reconstructive Surgery. He entered private 
practice at St. Joseph Hospital in Denver in 1981 where he 
also served as a Board member, chief of surgery and President 
of the Medical Staff. In 1991, he joined Kaiser Permanente 
to establish the Plastic Surgery department. In addition to 
practicing surgery, he became a member of the Colorado 
Permanente Medical Group’s Board of Directors, becoming 
Chairman and selected as President of the Medical Group from 
1999 to 2007. He was then selected to lead the Permanente 
Federation from 2007 to 2015 during a period of major 
innovation in care delivery and improvement in clinical quality 
including the implementation of the largest civilian electronic 
health record. He was frequently consulted to advise in health 

care reform design and was named Top 50 U.S. Physician 
Leaders in 2009, 2010, and 2012 by Modern Healthcare. Dr 
Cochran lectures globally on transforming health care with 
a focus on physician accountability. In 2014, he co-authored 
The Doctor Crisis: How Physicians Can, and Must, Lead the 
Way to Better Health Care and has since published its sequel, 
Healer Leader Partner (2018), a “manual” to prepare physicians 
to take up the challenge of transforming health care. He is a 
Clinical Professor at The CU School of Medicine and regularly 
volunteers as a surgeon in East Africa.

A word from our Tour Leader
I had the privilege to participate with this team of Australian 
Health Care Leaders in their Learning Tour in the U.S.A. Each of 
the team brought strong individual experience and credentials 
but they also functioned effectively in a very collaborative 
style of studying their targeted health care organizations, 
as they deeply explored each location to seek the most 
impactful features that could translate to the Australian reality. 
I thoroughly enjoyed each member of the group and learned a 
lot with them both from the experience of the US organizations 
but also how they found the best ways to translate the lessons 
into their daily reality.

While I was officially asked to join to provide some insights, 
observations, and teaching I always attain some important and 
relevant lessons for myself to put into the context of the US. I 
have been most fortunate to now have several opportunities to 
spend time with Australian leaders on trips to the US and my 
own visits to Australia over the last several years and to be able 
to build an amazing “coalition of courageous colleagues.”

This ongoing addition of new leaders each year combined with 
the spirit of collaboration is creating a powerful community of 
leaders in Australia and I look forward to building on the work 
done so far and continuing to transform health care to ensure 
we have the system our patients want, need, and deserve.
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Tour Leader: Jane Assange 
Jane is a health care professional with over 13 years’ 
experience partnering with primary care across Divisions of 
General Practice, Pharmaceutical Sales and Management, 
and since 2016, with WentWest, the Western Sydney Primary 
Health Network. 

Jane has a long-standing history with general practice and 
GPs in Western Sydney, firstly through her role with the 
Hawkesbury-Hills Division of General Practice, overseeing the 
mental health project (formerly ATAPS) and co-designing the 
first ATAPS-funded group counselling model. After the Division, 
Jane moved to Pharmaceutical Medical Devices (Diabetes) 
and partnered with GPs across Western Sydney implementing 
the “Connect Program” supporting the benefits of Structured 
Self-Monitoring of Blood Glucose, introducing Nurse-Lead 
Patient Education Clinics in the General Practice and the 
adoption, by practices, of technical solutions to support GPs in 
the management of their patients with Diabetes.

Since joining WentWest, Jane has led the Practice 
Development team whose primary objective is partnering 
with general practice, building capacity and capability. She 
also works closely with WentWest partners, developing and 
implementing primary care programs to support Primary 
Health Care Providers and integrating health services to 
improve the patient journey and experience. Examples of these 
are: Western Sydney Integrated Care Program, Joint Specialist 
Case Conferencing and the Psychiatric Liaison Service. 

More recently, Jane has moved into the Director, Primary 
Care Transformation and Integration role at WentWest. In 
her portfolio, she continues to have oversight of the Practice 
Development team, encompassing Health Care Homes and 
Digital Health, and brings in to the fold, HealthPathways and 
the Health Intelligence Unit, whose aim is to capture, interpret 
and share data with internal and external partners to inform 
reporting, research and evaluation to improve the health and 
wellbeing of Western Sydney. 

Dr Michael Fasher
Associate Professor Michael Fasher has been a general 
practitioner in Blacktown, NSW, for forty years. He is 
particularly interested in paediatric and adolescent medicine 
in general practice. He teaches medical students from the 
University of Sydney and the Western Sydney University 
and registrars in the GP training program. In addition to 
his fellowship with the Royal Australian College of General 
Practitioners (RACGP), Michael is also a Fellow of the Royal 
Australian Society of Psychological Medicine. Michael has long 
been involved with WentWest as a Clinical Council Member 
and since 2019, he has been working as the Clinical Director 
of Governance at WentWest. In this role he looks at how 
WentWest can engage GPs in practice transformation, as well 
as the means of delivering education in the community and 
whether that involves GPs, nurses or allied health members. 
These activities are conducted with input from the Clinical 
Council, which is composed of members of various health 
professions within primary care, as well as a Consumer 
Council. In addition to overseeing the safety, risk and 
accountability of programs being delivered, Michael looks at 
ways to increase the quality of those activities.

Michael firmly believes that primary health care realises its 
potential to help families raise healthy, well-adjusted children 
and young people. He sees progress towards the Patient 
Centred Medical Home program (PCMH) as the strategy most 
likely to achieve this. Michael is an advocate for reform of the 
social care system in parallel with reform of the health care 
system.

Outside of work, Michael is very proud of his family and 
delights in being a grandfather. Michael loves reading, 
art, theatre and bushwalking. He and his family enjoy the 
equestrian sports of dressage and three-day eventing. He 
also loves travelling with colleagues to visit high performing 
primary health care systems.

Tour Delegates
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Timothy Perry 
Timothy grew up in country NSW, completed his Bachelor 
of Pharmacy degree in Brisbane, before moving to Sydney 
to complete further studies. Mr Perry owned and managed 
community pharmacies in Sydney for 25 years, focussing his 
attentions on assisting older patients, as well as marginalised 
community members, manage their health. He gained the 
qualification of Consultant Pharmacist in 1999 and has 
maintained that qualification ever since. Tim has always 
seen medication as just one part of health management, 
encouraging people to consider diet, exercise and lifestyle 
choices as equally or more important considerations in 
their overall wellbeing. Through Tim’s close association with 
WentWest, he was involved with the planning of the non-
dispensing pharmacists in the General Practice Pharmacist 
(GPP) program and has worked in multiple medical practices 
across Western Sydney as a General Practice Pharmacist 
since the program’s launch in early 2016.

The GPP program supports the integration of pharmacists 
into general practices across Western Sydney, working 
collaboratively as part of the patient-centred health care team. 
The GPP is an integral member of a patient’s care team and 
Tim has been instrumental to the success of the General 
Practice Pharmacy program in Western Sydney. Tim’s work in 
this innovative and challenging role led to him being granted 
fellowship of The Pharmaceutical Society of Australia (PSA) 
in 2019 for his outstanding contribution to PSA and the 
pharmacy profession.

Dr Kiril Goring-Siebert 
Born and raised in the United Kingdom, Kiril migrated 
to Australia in 1988 at fourteen years of age. In 1998 he 
graduated with Honours from a Bachelor of Medicine and 
Surgery (MBBS) at the University of Sydney. He has lived in 
Manly and Fairlight since 2004 and has been working as a GP 
at The Cottage Surgery in Manly Vale since 2001. He enjoys 
all aspects of general practice but has a special interest in 
chronic disease management, type 2 diabetes and adolescent 
health. As a GP, he provides a cradle to grave service – caring 
for patients of all ages and backgrounds, including visiting 
patients at home if they are unable to attend the practice, and 
visiting nursing homes. Since 2005 he has been an ongoing 
Board member of the Manly Warringah Division of General 
Practice, including four years as Chair. This is a not-for-profit 
organisation which was initially set up with Commonwealth 
funding to help improve the patient journey by coordinating 
primary health care services and supporting quality care. 
It now provides an education program for local general 
practitioners. 

Dr Paresh Dawda
Paresh is a practicing general practitioner with a portfolio of 
roles spanning clinical, leadership, academic and consultancy 
domains. He has significant experience in practice 
transformation, having led a practice transformation program 
in a large UK practice, leading ultimately to its Recognition 
for Excellence by the European Foundation for Quality 
Management. He has steered, designed and delivered 
leadership, quality improvement and patient safety programs 
across the English National Health Service (NHS) and was the 
lead author for the King’s Fund paper, Quality Improvement in 
General Practice.

Now residing in Australia, Paresh is the Director and Principal 
of Prestantia Health, a unique organisation providing outreach 
primary care services and consultancy services. He has 
academic affiliations at the University of Canberra and the 
Australian National University, is the Editor-in-Chief for BMJ’s 
Integrated Healthcare Journal and Co-chairs the ACT PHN 
Clinical Council as well as the GP Advisory Group at the NSW 
Agency for Clinical Innovation. He is also a GP Consultant 
Adviser and the Deputy Chair of the RACGP’s Quality Care 
Committee.  He has presented at numerous national and 
international conferences. Above all, he has a passion 
for patient-centred medicine which he describes as the golden 
thread that unites his diverse interests in clinical leadership, 
quality improvement and patient safety.

Denise Whitehead 
Denise originally completed a Bachelor of Science and then 
a Bachelor of Education and started her working life teaching 
in TAFE and High School. She then moved into an extensive 
career in various hospital supplies, pharmaceutical and 
medical device companies for over 20 years before moving 
into medical administration. She has completed her Diploma 
in Professional Practice Management through the University 
of New England and is a current member of the Australian 
Association of Practice Management. Since 2011, Denise 
has been a practice manager of several practices in Western 
Sydney. She originally managed a practice in Northmead, 
then Riverstone Family Medical Practice and currently Alpha 
Medical Centre in Seven Hills. Current and former registrars 
at the practice admire and appreciate Denise’s dedication 
to ensuring the well-being of all practice staff and her 
fostering values of care, teamwork, hard work and respect. 
In 2018 Denise received Practice Manager of the Year Award 
for Nepean, Western and Northern Sydney, recognising 
her dedication and many initiatives in engaging with and 
supporting the local community.
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Dr Natalie Cochrane 
Natalie is a graduate of the University of Sydney, having 
completed a Bachelor of Medical Science followed by her 
medical degree. Following completion of her medical degree, 
Natalie worked in the Westmead Children’s Hospital, where 
she completed a Diploma in Child Health. In 2014, she joined 
the team at Mount Druitt Medical Centre where she completed 
her advanced training in General Practice and is now a 
Fellow of the RACGP. She has a keen interest in children’s 
health and paediatric medicine, in addition to chronic disease 
management.

Dr Penny Abbott
Associate Professor Penny Abbott is an academic general 
practitioner with experience and interest in research which 
promotes health equity and contributes to primary care and 
the community. She is particularly interested in Aboriginal 
and Torres Strait Islander health, the health and well-being 
of people involved within the justice system and health care 
access for marginalised populations. Penny is in clinical 
practice within the women’s health stream of the Justice 
Health and Forensic Mental Health Network (JHFMHN) and 
has worked as a GP in the Aboriginal community-controlled 
health sector for over 20 years. She is a member of the Board 
of JHFMHN, the Chair of the Clinical Council of WSPHN, and 
the Chair of the Custodial Health Special Interest Group at the 
Royal Australian College of General Practitioners (RACGP). She 
contributes in forums in the areas of general practice, health 
system reform, substance use disorders, refugee health and 
prison health care.

Prof Simon Willcock
Professor Simon Willcock is a general practitioner who since 
2015 has been the Director of Primary Care Services at The 
Macquarie University Hospital and Health Sciences Centre. 
His education and research interests include the health of 
doctors, generational change in the medical workforce, men’s 
health and musculoskeletal medicine. Simon trained as a 
rural procedural GP and practiced in Inverell, NSW where his 
practice included obstetrics and anaesthetics. For the past 
20 years he has worked in academic and clinical practice in 
Sydney and has had multiple educational leadership roles. He 
was previously the Professor of General Practice and Discipline 
Head at the University of Sydney Medical School as well as a 
Senior Staff Specialist in the Hornsby General Practice Unit. 

Simon is currently the Chair of the Avant Mutual Group and a 
Board member of the Sydney North Health Network, the NSW 
Doctors’ Health Advisory Service and a member of the NSW 
AMA Council of General Practice.
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Host Organisations
This year, WentWest was fortunate enough to be hosted by HealthTeamWorks® in Colorado who delivered a jam-packed itinerary 
of visits to exemplar Integrated and Patient Centred Care sites in Denver and Colorado Springs. Oregon Health Authority in 
Portland, Oregon too had a jam-packed itinerary – splitting into two groups to cover the amazing clinics across the city. In SFO, 
the teams from Clarify Health and UCSF, The Centre for Excellence opened their doors and welcomed us in.

We have compiled a summary of all the sites we visited in this report – please enjoy!

Here is a little about our hosts.

HEALTH TEAMWORKS
A Colorado-based health care organisation who supports 
practice transformation and integrated primary care. 

The group was accompanied by HealthTeamWorks®   Chief 
Medical Officer David Ehrenberger, Program Manager Carlee 
Rosen and Practice Facilitator Leah Goetz. The organisation 
helps medical practices, physician organisations and 
integrated delivery networks (IDNs) improve their performance 
in delivering value-based services. Their solutions are based 
on insights and knowledge drawn from more than 20 years 
of experience working with health teams and are informed by 
the advanced health care and business backgrounds of their 
accomplished staff. 

Their approach creates sustainable improvements in 
organisations on their journey from volume-to-value. 
HealthTeamWorks®   recognises the significant and 
important investment in moving toward a truly value-based 
delivery system. They partner with organisations to achieve 
comprehensive patient-centred care, including cultural and 
leadership transformation, staff and patient engagement, 
quality improvement and health information technology 
support. They work to empower health care clients to achieve 
measurable quality, performance and financial improvements 
through trusted client collaboration, informed guidance and 
a shared commitment to achieve improved patient care 
and experience, provider vitality, lower costs, and healthier 
communities.

OREGON HEALTH AUTHORITY
The Oregon Health Authority (OHA) is at the forefront 
of lowering and containing costs, improving quality and 
increasing access to health care in order to improve the 
lifelong health of Oregonians. 

Vision: A healthy Oregon

Mission: Ensuring all people and communities can achieve 
optimum physical, mental, and social well-being through 
partnerships, prevention, and access to quality, affordable 
health care.

OHA will transform the health care system in Oregon by:

• Improving the lifelong health of Oregonians

• Increasing the quality, reliability, and availability of care for 
all Oregonians

• Lowering or containing the cost of care so it’s affordable to 
everyone

OHA knows what it needs to do to improve health care: focus 
on health and preventive care, provide care for everyone and 
reduce waste in the health care system.

We were fortunate to spend time with the team from the OHA 
Transformation Center lead by Evan Saulino, Clinical Director 
PCPCH, Rachel Palmer, Amy Harris and Loralee Trocio

The Transformation Center is the hub for innovation 
and quality improvement for Oregon’s health system 
transformation efforts to achieve better health, better care 
and lower costs for all. The center identifies, strategically 
supports and shares innovation at the system, community and 
practice levels. Through collaboration, we promote initiatives 
to advance the coordinated care model.
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PATIENT CENTERED PRIMARY CARE HOME 
PROGRAM
The Patient Centered Primary Care Home Program came 
together to empower physicians and care teams to deliver 
great care. A passionate group of professionals dedicated 
to making health care better. As a result of working with 
hundreds of health systems, hospitals, and payers, the 
founding team understood the need for a comprehensive 
analytics platform to optimise care for all. They purpose-built a 
team that combines experienced engineering talent with deep 
health care expertise to bring their vision of better care to life.

CENTER FOR EXCELLENCE IN PRIMARY CARE
Center for Excellence in Primary Care (CEPC) offers a variety 
of trainings on practice transformation and implementing 
new models of team-based care. They currently offer 
four comprehensive trainings: Health Coaching, Panel 
Management, Complex Care Management, and Practice 
Coaching.

The Practice Coach training provides core skills required 
to guide practices utilising the 10 Building Blocks of high 
performing primary care as their transformation roadmap.  
The training is applicable to both people who work within and 
outside the clinic. This training equips practice coaches to 
empower and support the clinic or practice to carry out quality 
improvement on their own.
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St Anthony Family Medicine

TYPE: Medical Practice

LOCATION: Denver, Colorado, U.S.

OVERVIEW:
   Large PCMH practice integrated with a Catholic hospital. 

  Multilayered integrated care model.

   Supported by HealthTeamWorks® in the Colorado 
Residency PCMH Learning Collaborative and 
received ITMATTTRS training on medication assisted 
treatment (MAT) for opioid use disorder (OUD) from 
HealthTeamWorks® 

KEY FEATURES:
   Integrated pharmacist in practice as well as co-located/

onsite pharmacy.

   Practice teams called ‘pods’ with doctors, medical 
assistants, health coaches, nurse practitioners, dieticians 
and behavioural therapists. 

   Competition amongst ‘pods’ encourages learning 

   Practice has 13 facility providers. Sees 125 patients per 
day.

   One patient advocate

   Two care managers, who are not licensed providers but 
have some coaching skills (salaried employees).

   One full-time and one part-time diabetes educators who 
are trained dietitians.

   Three registered nurses

   Two behavioural health staff

   One wellness support worker

   Health coaches

   Dental hygienists and pharmacists – not part of core 
team. Have a specialised skill set called in for their 
specialised roles.

   Training program – students can come through and stay 
on for their licence.

   Volunteer staff 

FOCUS AREAS:
  Behavioural health

 » Behavioural health has become a major focus as 40% of 
deaths in US are caused by behaviour problems which 
can be modified.

 » Behaviouralists in the practice use a one-stop shop 
system – no appointments, staff just see whoever is 
there and is needed. This approach leads to a 2.5-fold 
increase in the number of patients seen in comparison 
to a traditional appointment-based system.

 » This approach has allowed for a more holistic level of 
care as the behaviouralists are able to decipher the 
underlying causes of mental health problems.

05
Site Visit Reports

What are Health Coaches?

• Professionals who are not licensed as clinicians 

• They are facilitators for integrated care, 
empowering patients with challenges such as 
smoking cessation, weight loss, navigating 
resources and population work with registries.

• Health coaches follow an algorithm: If patient is in:

 » Green range/zone: can do treatment plan, 
followup calls. Education, one on one sessions

 » Yellow range/zone: borderline. Make sure they 
see the doctor as soon as possible

 » Red range/zone: no place for these patients yet
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  Health coaches 

 » Health coaches have proven that non-licenced 
people can do good IC with appropriate training and 
understanding of scope of practice.

 » Health coaches are invaluable as they provide a listening 
ear to the patient.

  Outcomes of health coaches

 » Improved data dramatically.

 » Reduced costs in comparison to hiring a registered 
nurse (RN).

 » Significantly improved call rates / outbound calls to 
patients, especially follow up.

   There is a focus on population management – patient 
registry, group visits, chart reviews.

  Ground up or bottom up approach 

 » Students and non-clinicians are suited to provide initial 
care for patients and then when care gets beyond their 
scope, the patient can move up to next tier of care and 
then gradually progress onwards.

  Team-based care

The Family Practice
TYPE: Medical Practice

LOCATION: Colorado Springs, Colorado, U.S.

OVERVIEW:
   High Functioning Integrated Primary Care Practice. 

   Supported by HealthTeamWorks® in Colorado’s State 
Innovation Model (SIM) focusing on integration of 
behavioral health and primary care.

KEY FEATURES:
   Five  full-time clinicians including a clinical health 

psychologist as the behavioural health professional (BHP).

   The primary goal of the BHP is to support the primary care 
physician, assisting with differentiation around mental 
health and issues related to noncompliance.

   Patients are assessed by the medical practice assistants 
(MPA) before seeing the doctor. 

  Patients are given a care summary for each visit.

   Sometimes patients are seen by both the doctor and 
psychologists simultaneously, allowing them to work on a 
patient together in real time. Most often however, it is by 
referral. 

   Having an in-house behavioural health professional 
optimises the likelihood of a patient attending their 
psychology appointment and following up with their 
referral. Referring out results in less than half of patients 
seeing a behavioural health professional or accessing 
psychological services.

   Patients can access their records via a web portal to 
provide blood pressures and information. The portal 
messages are monitored by the MPA.

CURRENT AREA OF FOCUS:
   The integration of behavioral health and primary care.

What are Medical Practice Assistants?

• They check patients for vital signs and ascertain 
reason for visit.

• If appropriate, MPA may conduct screening tests 
such as a Patient Health Questonnaire-9 (PHQ-9) 
to screen for presence and severity of depression, 
a Generalized Anxiety Disorder 7-item (GAD-7) test 
or a rapid strep test. 

• MPA is given standing orders to arrange the room 
according to the visit type
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Developmental Disabilities Health 
Center (DDHC) Peak Vista

TYPE: Specialty Medical Practice

LOCATION: Colorado Springs, Colorado, U.S.

OVERVIEW:
   Specific clinic for people with Intellectual and 

Developmental Disabilities (IDD).

   Integrated approach resulting in measurably improved 
access, cultural competency, coordinated care, and health 
outcomes for persons with IDD. 

   Supported by HealthTeamWorks®   in strategic planning 
for scaling the model.

KEY FEATURES:
   A one-stop health shop – family medicine, behavioural 

therapy, psychiatrist, behavioural health specialist and 
licensed clinical social worker (LCSW).

   12 appointments a day only, as appointments are long 
(25 appointments in a regular clinic). These patients 
are of high need, so they require extra care and time. 
As well, transportation to the clinic is a challenge so the 
practitioners aim to maximise each visit.

   All rooms are wheelchair accessible, specifically designed 
to help patients feel comfortable and ensure accessibility. 
This also allows enough room for family members and 
carers to fit.

   Has a psychiatrist who is conservative when prescribing 
medications. Practices a holistic approach in managing 
patients’ behavioural problems. E.g. they will talk to 
the patient directly, even if the patient is non-verbal to 
establish trust and rapport. 

CURRENT AREA OF FOCUS:
   Primary care for people with IDD

  Behavioural health

Oregon Health Authority (OHA)

TYPE: Government Agency

LOCATION: Portland, Oregon, U.S

OVERVIEW:
   Aims to support practices as part of the national PCMH 

approach and verifies that practices are meeting the 
PCMH measures by conducting site visits. 

   Since 2010, OHA has run the Patient-Centered Primary 
Care Home (PCPCH) Program as part of Oregon's efforts 
to fulfil a vision of better health, better care and lower 
costs for all Oregonians. 

   The PCPCH Program recognises clinics in the state of 
Oregon that offer high-quality and patient-centered care, 
breaking down the barriers that stand between patients 
and good health.

   The PCPCH Program is housed in the Oregon Health 
Authority's Transformation Center which administers 
the application, recognition and verification process for 
practices applying to become Patient-Centered Primary 
Care Homes. 

  Most practices in Oregon are PCPCH certified.

KEY FEATURES:
   Specifies the six core attributes of a PCPCH practice – 

comprehensive, continuous, coordinated, accessible, 
accountable, patient and family-centred.

   There are 11 “must pass” measures that clinics must meet 
and there are five tiers of recognition.

   Enforces the idea that key performance indicators are 
about improvement and not simply meeting a target. 

CURRENT AREA OF FOCUS:
   Patient-Centered Primary Care Home (PCPCH) Program.



15

Central City Concern: Old Town Clinic

TYPE: Non-profit Specialty Medical Practice

LOCATION: Portland, Oregon, U.S

OVERVIEW:
  A service by Central City Concern.

   Recognised Patient-Centered Primary Care Home 
(PCPCH).

   Serves a predominantly homeless population, providing 
social services, substance abuse services and health care 
services.   

   Very impressive and cohesive team – years ahead of 
anything we have in Sydney to look after the homeless or 
disadvantaged.

KEY FEATURES:
   Various health teams – medical, mental health, social 

work, medical assistants, manager and administration 
support. 

   Has team rooms where teams come together to discuss 
patients.

   Prescribers – doctors, pharmacists, nurse prescribers, 
physician assistants – all working together. 

   Clinic located on two levels of a city block.

   The centre includes therapy rooms designed to provide 
added care for patients outside the usual medical 
model. This includes an art therapy room and a room for 
meditation and acupuncture, particularly used by people 
with problematic substance use.

CURRENT AREA OF FOCUS:
   Focuses on a holistic health approach, looking at the 

specific impact which homelessness as well as other 
social determinants can have on health.

   Addressing substance use problems in primary care 
provides the opportunity to look after the needs of the 
whole person.

Family Medical Group Northeast

TYPE: Medical Practice

LOCATION: Portland, Oregon, U.S

OVERVIEW:
   Recognised Patient-Centered Primary Care Home 

(PCPCH) and a Family-Centred Medical Home.

   A small, independent and high-functioning clinic which 
serves an affluent neighborhood. Very impressive five-tier 
suburban practice.

   The clinic hosted an Australian contingent last year. Upon 
returning, the group had described it as “ just like a typical 
clinic in Australia”.

KEY FEATURES:
   Has four doctors working with medical assistants (MA), 

one registered nurse, pathology, support staff and practice 
manager.

  Team-based care.

   Each patient assessed by the MA before the doctor sees 
them. 

  The doctor has one office (where they do not see patients).

   Patients are seen in any one of the three treatment rooms. 
The doctor sees about 25 patients a day. 

   Care coordinators call every patient who has been in 
hospital to see if they need a follow up appointment.

   Patient & Family Advisory Committee (PFAC) meets 
quarterly and provides advice to the practice. They help 
train staff and run practice health campaigns past the 
committee.

   The practice implements a Plan, Do, Study, Act (PDSA) 
model for improvement. The practice displays the PDSAs 
in staff rooms so that all staff are involved. 

   The practice displays a patient satisfaction survey in the 
waiting room. 

   Offering after-hours medical help and alternatives to the 
emergency room.
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CURRENT AREA OF FOCUS:
   Team-based care.

   As a Patient-Centred Primary Care Home their focus is on 
wellness and prevention, coordination of care, and active 
management and support of individuals with special 
health care needs. 

   As a Family-Centred Medical Home, they promote a 
patient and family-centred approach to all aspects of 
patient care.

Family Medicine at Richmond
TYPE: Medical Practice and residency teaching clinic

LOCATION: Portland, Oregon, U.S

OVERVIEW:
   Recognised Patient-Centered Primary Care Home 

(PCPCH) 

   An Oregon Health and Sciences University Family 
Medicine residency teaching clinic and community health 
centre which primarily provides care to an underserved 
population with high mental health needs. 

KEY FEATURES:
   Incorporates both integrated pharmacy and behavioral 

health clinicians including licensed clinical social workers.

   Teams work in pods where all members have a desk in the 
same room, allowing for plenty of opportunity to discuss 
patients, seek help, explore options and generally work 
together as a team.

   The social worker is an integral team member. They assist 
with crisis management, help disadvantaged patients find 
accommodation and navigate them to important services 
such as charities which may be able to provide food and 
basic financial support.

   Upon arrival, every patient is granted a card to fill in asking 
if they are having problems with accessing necessities.  

   The practice offers a variety of activities including 
mindfulness, yoga and gardening as alternative treatment 
and therapy to conventional medicine. This reflects a 
holistic standpoint which is accepting of the fact that 
people are diverse and have diverse expectations and 
understandings on how best to manage their health.   

   While the practice has a dedicated data analyst, they do 
not utilise data to proactively chase lapsed patients, mainly 
because the practice is already very busy. 

  Pharmacist

 » The pharmacist is mainly utilised in chronic disease 
management and has the power to prescribe. 

 » The doctor will diagnose a condition, then refer the 
patient to the pharmacist who will enter into a contract 
with the patient to manage that condition. The 
pharmacist sees the patient initially for an hour to run 
through options then decide on a medication treatment 
plan. They then communicate, either by phone or, more 
rarely, face-to-face, to adjust medication. 

 » All medication changes, whether adding a new drug, 
ceasing a drug or changing a dose are done without 
any requirement of discussing with the doctor. The 
pharmacist can also order pathology tests and does 
appropriate monitoring until patient reaches their 
treatment target. 

 » Once the target has been reached, the pharmacist will 
hand the patient back to the doctor and the contract 
terminates. The contract duration varies from several 
months to several years. The pharmacist records 
their notes in the practice-wide clinical software so 
all the team can see what is happening. In Pod C, the 
pharmacist and doctor sit back to back, so they have 
plenty of conversations around the patient throughout 
the day. 

 » This collaborative team arrangement means that the 
doctor and other members of the patient's team are 
always close by whilst being free to monitor and care for 
other patients simultaneously. 

CURRENT AREA OF FOCUS:
   Behavioural health approach. 

  Mental health needs.

  Holistic biopsychosocial approach.

  Pharmacy.
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Providence Medical Group Southeast 
Family Medicine

TYPE: Medical Practice and residency teaching clinic

LOCATION: Portland, Oregon, U.S

OVERVIEW:
   Recognised Patient-Centered Primary Care Home 

(PCPCH)

   A Providence Medical Group Family Medicine residency 
teaching clinic which serves a culturally and economically 
diverse population, catering specifically for people from 
underserved backgrounds. 

KEY FEATURES:
   Multidisciplinary team including a pharmacist, registered 

nurses, case managers, physician assistant (with 
prescriptive capacity), clinical psychologist working in both 
behavioural health and diagnostic clarification

 » Clinical psychologist sees patients around one to three 
times. Often sessions, treatments and medications are 
dictated by what the insurance plan covers. 

 » Clinical psychologist clarifies or makes diagnosis with 
patient and discusses with pharmacist.

 » Pharmacist decides on best medications then discusses 
with doctor. The pharmacist spends 60% of day on 
population / community work and 40% face-to-face.

   Focuses on complex care management (Health Resiliency 
Specialist and Care management team) and has a Patient-
Family Advisory Council (intentionally incorporating the 
patient voice in clinic operations).

   Holds weekly conferences for higher risk/more complex 
patients

 » Collective discussions about patients usually last about 
ten minutes and is about ensuring the debrief becomes 
something hopeful, positive and forward looking.

   Is a participant in the Screen & Intervene program in which 
they address the social determinants of health, helping 
them to identify patient needs in a time-efficient way.

CURRENT AREA OF FOCUS:
   Patient Centred Medical Home (PCMH).

   Family: they promote a patient and family-centred 
approach to all aspects of patient care.

Clarify Health Solutions

TYPE: Digital Health Provider

LOCATION: San Francisco, California, U.S.

OVERVIEW:
   Provides insights and digital solutions to optimise health 

care.

   Stunning office at penthouse of a San Francisco 
skyscraper.

  Provider performance identification.

   Can generate a line scorecard of providers or practices on 
quality and cost.

   Can monitor value-based outcomes and can use this data 
for incentive payments.

KEY FEATURES:
   Has a purpose-built team that combines experienced 

engineering talent with deep health care expertise to bring 
a vision of better care to life.

   Business Development team. 

   Clinical Transformation team: work directly with providers.

CURRENT AREA OF FOCUS:
   Value-based outcomes. Eg. personalisation of care, 

improved quality of care and cost reduction.

   Encourages risk taking to maximise success.

Analytics platform can currently:

 » Identify the best physician based on cost 
effectiveness and quality. 

 » Predict length of stay and readmission risk. 

 » Generate actionable clinical areas based on 
practice data and statistics.

 » Spot referral leakage.

 » Decrease cost by 10% and increase revenue by 
10%.
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University of California, San Francisco 
Center for Excellence in Primary Care 
(CEPC)

TYPE: Research and Training Facility

LOCATION: San Francisco, California, U.S.

OVERVIEW:
   CEPC provides training in team-based care, offers practice 

facilitation to spur and support transformation, broadens 
the evidence base through research and evaluation and 
advocates for policy that promotes high performing 
primary care.

   Offers flexibility in comparison to traditional medical 
schools. 

   Has both a research arm and training arm.

   Provides training in health coaching which is a patient-
centred approach to delivering care: Health coaches 
are professionals who build a collaborative partnership 
with patients. They engage patients in care, identify the 
barriers patients face and prioritise care. Health coaching 
helps patients build the knowledge, skills, and confidence 
required to manage their chronic conditions and improve 
their health. They empower patients to play a central role 
in clinical encounters and to engage in self-management 
activities at home, work and schools, where they spend 
most of their lives.

KEY FEATURES:
   Practice transformation: they train and educate the health 

care workforce, provide direct coaching to practices 
undergoing transformation and shape the pipeline of 
future health care professionals.

   Research and evaluation: they build the evidence base for 
primary care transformation by testing new models of care 
and studying strategies to optimise primary care delivery.

   Policy and emerging issues: they identify emerging 
opportunities and challenges to primary care, summarise 
innovations and issues and help ensure that relevant 
research is in the hands of policy makers.

CURRENT AREA OF FOCUS:
   Supporting practices in developing team-based care which 

has been proven to augment provider satisfaction and 
reduce burnout.

   Fostering engaged leadership.

   Building capacity and skills.
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06
Case Study: Screen & Intervene
PARTICIPANTS

   Providence Medical Group Southeast Family Health Centre 
(visited site)

   Oregon Childhood Hunger Coalition

   Oregon Foodbank

   Providence Health & Services’ Community Health Division

BACKGROUND
In the U.S state of Oregon, approximately 27.3% of Oregon 
children and their families are food insecure, which increases 
their risks for chronic disease, mental illness and a weakened 
immune system as well as a range of developmental, 
academic and emotional problems.

In 2013, in partnership with the Oregon Childhood Hunger 
Coalition and the Oregon Food Bank, the Providence Health 
& Services’ Community Health Division launched the Screen 
& Intervene Program which helps connect food-insecure 
families with community resources. The program has been 
implemented at two Providence Medical Group Clinics which 
have high percentages of Medicaid and uninsured families, 
one of them being Southeast Family Health Centre. The aim 
of the program is to understand if screening and resulting 
intervention in a clinical setting is possible.

METHOD
   The program uses two nationally validated questions 

to screen children and their families for food security at 
children’s check-up appointments.

   They included the two questions (below) around food 
insecurity in their usual intake screening form: 

 » “Within the past 12 months we worried whether our food 
would run out before we got money to buy more.”  
1. often true.  2. sometimes true.  3. never true.

 » “Within the past 12 months the food we bought just didn't 
last and we didn't have money to get more.”  
1. often true.   2. sometimes true.   3. never true. 

   The intake form already asked questions about the 
patient’s reason for coming to the service including basic 
screening questions such as tobacco use and symptoms 
of depression, therefore two more questions was not 
onerous. 

   After noting the response on the intake form, a medical 
assistant provides a patient a postcard-sized checklist 
(photo below). 

   The practice itself does not have the capacity to provide 
social support for all these needs, however, they have 
formed a partnership with a community organisation, 
Impact Northwest, who works with struggling patients and 
their families to navigate the system, providing support, 
education, and connections to resources and services that 
best meet their needs.

PROGRAM OUTCOMES
Since the adoption of the program, Providence Oregon created 
two programs to address those screened for food insecurity:

1. The Community Teaching Kitchen 
2. The Community Resource Desks

The Community Teaching Kitchen, located at Providence 
Milwaukie Hospital, is a one-stop shop for patients and those 
in the community who need assistance accessing healthy 
food. The program includes a food pharmacy that provides 
fresh healthy foods to patients and the community, a patient 
navigator to guide participants to resources, a dietician to 
assess and create diet plans for patients, and an on-site 
kitchen that educates patients on how to eat healthy at a low 
cost. In partnership with Oregon Food Bank and local food 
providers, the kitchen offers wrap-around care for those 
deemed food insecure or who need to alter their diets due to 
illness or disease.
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The Community Resource Desk is a program to help 
individuals connect to community resources to meet basic 
needs. Services are provided through a staffed desk in the 
lobby of Providence facilities; staff include full-time, on-site 
multilingual and multicultural resource specialists from 
community-based organisation Impact Northwest and Clatsop 
Community Action. The Community Resource Desks are open 
to everyone. Top services requested include housing, health 
insurance and food.

IMPACT
Providence was one of the first health systems in Oregon to 
pilot the Screen & Intervene program and due to its success, 
they have expanded the model to other clinical sites. In the 
initial two years of the program, more than 2,000 families were 
screened; of those, 14% screened positive for food insecurity. 
In 2016, Providence Oregon Foundations provided $80,000 in 
funding for the Screen & Intervene Program.

In 2016, the Community Teaching Kitchen’s first year, more 
than 700 patients were referred for a combination of services 
including medical nutrition therapy, food insecurity and 
classes. Providence Milwaukie Foundation provided $277,000 
in funding for the Community Teaching Kitchen.

The Community Resource Desk Program has grown to four 
locations, serving 2,810 clients in 2016. The Community Health 
Division provided $230,000 to Impact Northwest and $50,000 
to Clatsop Community Action Agency for their community 
collaborations.

LESSONS LEARNED
Partnering with community-based organisations is an 
impactful and effective way to assist patients and community 
members obtain resources and services to meet health related 
social needs. 

However, health systems faced challenges in when it comes 
to addressing social needs with community partners. This 
includes a difficulty in sharing information due to legal barriers 
and government regulations. In response, Providence Oregon 
created a Health Insurance Portability and Accountability Act 
(HIPAA) Solutions Work Group to develop legal solutions to 
share relevant information and client data with non-traditional 
partners, where necessary.

FUTURE IMPLEMENTATION
Upcoming plans include expanding the Screen & Intervene 
work to other clinical sites, adding additional staff to the 
Community Teaching Kitchen, expanding the Community 
Resource Desk program to additional service areas and 
integrating the program into the electronic medical record 
system.
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07
Common Themes

Common 
Themes

Team-based care

Understanding the 
social determinants of 

health

Respect for patients' 
experience

Access to behavioural 
health services and 

increasing recognition 
of mental health needs

Family centred medical 
practice approach

Population 
management and 

quality improvement
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08
Key Observations

THE MULTI-LAYERED INTEGRATED CARE MODEL 
AS A FACILITATOR OF TEAM-BASED CARE
   Having appropriate staffing for the appropriate level of care is 

paramount  

   Multidisciplinary teams may comprise of:

 » General practitioners or primary care physicians 

 » Registered nurses (RNs) and RN care coordinators 

 » Physician Assistants

 » Nurse Practitioners

 » Health coaches

 » Care managers

 » Medical assistants

 » Behavioral/mental health providers

 » Specialty care/specialists

 » Administration staff

   The GP – has several roles

 » Healer – biopsychosocial approach. 

 » Leader – as a leader, the doctor needs to have a position 
of trust and to be available (many are far too busy to be 
available). 

 » Partner – as a partner, the physician needs to explore 
ways to interact with other providers and patients and the 
rest of their practice team. Many GPs are so busy trying 
to do everything themselves that they don’t engage 
with the rest of their team. The team could lighten their 
workload if given permission to do so. If not, the cycle 
continues, resulting in burnout.

   The Registered Nurse

 » Should be trained and supported to work at the top of 
their licence.

 » There should be protocols put in place and standing 
orders so that the RN can work under the guidance of 
the GP for most patient care without the GP having to be 
interrupted unnecessarily.

 » The nurse will free up GP time to do the things that only the 
GP can do, resulting in more job satisfaction for the GP and 
the nurse.  
 

RN Care Coordinator Diabetic Educator Behavioral Health Provider

Care Manager Care Manager Care Manager Care Manager

Health Coach Health Coach Health Coach Health Coach Health Coach Health Coach

Specialist

Primary Care Provider
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   The Medical Practice Assistants

 » There should be more of them in our practices, so 
that the nurses can be freed up from the simpler tasks 
such as basic screening, preventative health and 
observations, to concentrate on more complex issues 
of care.

 » The patients in the focus group in Portland were very 
happy to see the medical practice assistant  for most of 
their visit, with the doctor summing up for a few minutes 
at the end of the consultation.

 » This role is extremely valuable in the flexibility to shift 
between clinical and administration tasks to suit the 
need of the practice. 

  Administration 

 » Many Australian practices already have well trained 
and motivated administration staff who can use data 
to help improve the quality of patient care by managing 
reminders, recalls and preventative care initiatives. We 
need to develop, train and utilise these team members. 

 » The patients are often more open with the 
administration staff than with the clinical team.

 » The administration staff can also have a role as a 
healer in the way that they interact with the patient, for 
example, “Can I help you?”, “How are you?” or “You look 
troubled”.

   Teamwork and sharing the care of patients with complex 
health conditions and needs is crucial in order to try and 
achieve the quadruple aim of patient satisfaction, efficient 
costs to the health system, care for the whole practice 
population and most importantly, provider satisfaction and 
joy in work. 

   Effective use of teams and communication with the 
patient at the centre was the basis for the redesign of the 
care provided at practices that had undergone a PCMH 
transformation. 

   Moving from the idea of My Patient to OUR patient to create 
adaptable and flexible teams that are resilient to changes in 
the practice’s circumstances. Overlapping of roles and skills 
as opposed to staff operating in siloes is necessary to foster 
such flexibility.

   The very layout of the practice can be purposefully designed 
to make team-based care more impactful (E.g. ‘pods’).

THE ENHANCED INTEGRATED CARE 
CONTINUUM AS A PLATFORM FOR ROBUST 
BEHAVIOURAL HEALTH CARE
   Behavioral health looks at how behaviors impact someone’s 

physical and mental health.

   Behavioural health is on a continuum as it can differ for 
every individual. 

   Ideally, one behavioural health provider should be able to 
treat and support patients from all different points on the 
continuum. 

   Dr Kim Walter, a psychologist who leads the integrated care 
team at St Anthony North Family Medicine in Westminster 
Colorado explained that the clinic had been able to integrate 
substance use disorder management into their practice by 
recognising that behavioural change support exists on a 
continuum in the primary care setting. At one end, a patient 
with diabetes who needs to lose weight will benefit from 
counselling to support behaviour change, something already 
considered to be a core activity in Australian general practice 
as well as in the U.S. At the other end of the spectrum, 
there may exist a patient who comes from a background of 
disadvantage and has a severe opioid use disorder which 
has affected multiple facets of their life. Both these different 
patients can be supported by the same behavioural health 
clinician, a fact that is rarely recognised currently.

   The concept of a continuum in behavioural health care is 
useful to normalise substance use disorders as chronic 
diseases which have the usual remitting and relapsing 
course and require behaviour change. This reinforces to 
primary care providers that this is not a specialist field and 
the management strategies which work are familiar to them. 

Behavioral Health

RN Care Coordinator

Pharmacist

Dental Hygienist

Behavioral Health Provider

Care Manager

Health Coach

Health Behavior Change Substance AbuseMental Health
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   Another strategy used at St Anthony North to normalise the 
management of substance use disorders in primary care 
is the team approach where multiple team members with 
overlapping roles are all seen to be able to assist people 
receiving treatment for addiction. This again reinforces 
to providers that there is no need for a specialist service 
delivered by a drug and alcohol nurse or specialist doctor, 
which is the more common model in Australia.

THE VITALITY OF DATA-DRIVEN IMPROVEMENT
   Key Performance Indicators (KPIs) are fundamentally about 

improvement.

   Data can be used to provide feedback to practices to 
improve care and therefore performance, at both the 
individual and population level.

   Such feedback can be used to facilitate internal 
benchmarking in a practice to optimise performance and 
patient care.

   Regular review of data enables practices to identify gaps 
in their primary care system thereby fostering a culture of 
continuous quality improvement.

   Data driven improvement is a building block of the Patient 
Centred Medical Home. 

   Capturing of social determinants of health in data empowers 
physicians to ‘socially prescribe’ to their patients.

EMPOWERING PATIENTS TO BE DRIVERS OF 
THEIR CARE
   Practices are actively working to involve patients in their own 

health care and decision making. Increased participation has 
the potential to improve:

 » Patient autonomy and capacity to monitor their own 
care

 » Health and wellbeing

 » Care and quality

 » Delivery of more appropriate and cost-effective services

   People’s lives can be transformed when they feel in control 
of their health and wellbeing. When people are involved 
in decisions about their health and care (such as through 
personalised care and support planning or shared decision 
making) they tend to choose care, support or treatment 
packages that align with their personal preferences and 
goals. Fundamentally, they make decisions and choices that 
help them optimise their physical and mental health and 
wellbeing.
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09
Relevance to an Australian context: 
Applications and Recommendations
   Workforces within US practices include social workers and 

medical practice assistants. The medical practice assistants 
do basic screening, preventative health and observations for 
the GP. 

There are few medical practice assistants in Australia, but 
this option may become more popular over time, as the 
margins of general practice as a business are squeezed by 
increasing costs and the lack of government investment in 
general practice. The medical practice assistant role can be 
used to enhance the primary care team and complement the 
role of registered nurses.

   The push for greater consumer engagement, e.g.patient 
and family advisory groups or patient focus groups, are 
more common in the U.S. than in Australia and seem to 
offer much to practices. Team members can identify patient 
needs by being part of the focus group as well as gain 
insight into patient activation levels. The patients’ needs and 
the practice’s vision need to be aligned to achieve the best 
outcomes for all.

   In the U.S. there is a quality incentive payment for having a 
patient advisory group. The amount of payment increases 
when a practice can demonstrate that they are utilising the 
groups as part of a quality improvement project. Australia 
may consider adopting a similar approach.

   Like the sites visited, many Australian practices are already 
on a quality improvement journey, especially with the 
improved use of data as required per the Practice Incentive 
Program (PIP) Quality Incentive (QI).

   Like the U.S., Australian practices should aim to use RNs 
to look at data, arrange population preventative health 
measures (e.g. vaccination programs like shingles vaccines 
for people aged 70-79 years) and provide preventative care 
as part of the care planning process.

   For primary care transformation, Australia needs to have 
increased investment in the foundational structures of 
primary care such as  Primary Health Networks (PHNs). For 
example, increased investment in PHNs can equip them 
to provide greater data management support in training 
practices in being able to collect and utilise their data. 

   Greater funding to have dedicated data managers at 
practices. 

   More shared resources from other parts of the health 
system, e.g. expansion of the Integrated Care program and 
initiatives like joint specialist and GP case conferencing. 

   Resourcing to improve the workforce, e.g. increased 
funding to train and be able to hire medical assistants and 
increase RN nursing hours to allow for the greater workload 
of managing panels of patients with complex and chronic 
conditions.

   Innovate some team-based roles, e.g. behaviouralist role 
could be implemented in a similar way to how the pharmacy 
role is being piloted in some PHNs to get proof of concept in 
Australia.

   Expanding the integration of pharmacy in primary care. 
In the U.S., pharmacists have the power to prescribe and 
steer a patient’s chronic disease journey and Australia 
should follow suit. This is the next logical step in Australia 
to maximise the use of consultant pharmacists working 
in primary care and reduce risk of doctor burnout whilst 
fostering and strengthening the team-based approach.

   Improving data systems for collection and extraction; the 
current technology is limited and is not fully integrated. 

   Expanding the role of the patient and their involvement in 
their own health care. Australia needs to begin compiling 
approaches to do this and learning from those planning to 
already. Activities or therapies which may be undertaken 
as an alternative to conventional medicine should be 
considered.

   Increase the capacity of primary care to work with 
underserved populations:

 » Support Australian general practices to provide 
enhanced team care, utilising larger teams with roles in 
coordination of care and patient support.

 » Enhance general practice screening for problematic 
drug use.
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 » Embed consideration of the social determinants of 
health into Australian general practice – ‘Screen & 
Intervene’

 » Ensure that adequate and appropriate community 
services are in place to assist people with social support 
needs.

   In considering the social determinants of health, ‘social 
prescribing’  in Australia should be leveraged as a means 
of tackling chronic disease and the epidemic of loneliness 
afflicting many societies. Social prescribing acknowledges 
that individual health is largely determined by a wide range of 
social, economic and environmental features, thus offering 
holistic support that is person-centred and tailored to 
individual needs. It involves the creation of referral pathways 
to the “third sector” (local non-clinical voluntary services and 
community groups) that enable health care professionals to 
refer patients or clients to a link worker in order to codesign 
a non-clinical social prescription to improve their health and 
wellbeing. For example, the Consumers Health Forum of 
Australia (CHF) and The Royal Australian College of General 
Practitioners (RACGP) co-hosted a roundtable on social 
prescribing, with input from the NHMRC Partnership Centre 
for Health System Sustainability as the academic partner. 

   With the emerging interest in the model of ‘social prescribing’ 
in Australia, the Screen & Intervene model as explored earlier 
in this report may be useful in Australian general practice 
to support communities in raising healthy and nourished 
families. This concept recognises that the benefit of linking 
people with community resources to increase their social 
support is likely to be as great, if not greater, than many of 
our current medical interventions. 

   Social prescribing approaches are also likely to be of 
particular benefit to people leaving prison given they 
commonly have high social support needs on release.

   Increasing the emphasis on behavioural health professionals 
in primary care: A primary care team member which 
is not seen in Australia is the ‘behavioural clinician’. 
These providers commonly have background training in 
psychology, counselling or social work. Behavioural care is 
seen as more than mental health care. These clinicians also 
have responsibilities for promoting wellness, supporting 
patient self-management and promoting behaviour change. 

   Improve the management of substance use disorders in 
general practice:

 » Build the capacity of Australian general practice to treat 
opioid use disorder and other substance use disorders 
through (a) promoting recognition that these are chronic 
diseases within the scope of general practice; and (b) 
resourcing suitable teams (see below).

 » Implement systems to prepare and mentor general 
practices as they commence treatment of opioid use 
disorder.

 » Support general practice through timely and integrated 
support from specialist addiction services and pain 
management services.

 » Uphold the rights of people with substance use 
disorders to equivalent health care.

1Black Dog Institute (2019). Social prescribing: linking patients with non-medical support. https://www.blackdoginstitute.org.au/news/news-
detail/2019/02/28/social-prescribing-linking-patients-with-non-medical-support
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