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Section 1 -Introduction

Recommendation 56; A new primary care model to improve access from The Royal Commission into Aged Care
Quality and Safety final report (2021), proposed the development of a new model of primary care to 'encourage
the provision of holistic, coordinated and proactive health care for the growing complexity of the needs of people
receiving aged care.’ The future-fit primary care model in residential aged care encompasses strengthened
relationships between the resident and their General Practitioner (GP), inter-operable information systems
supporting information exchange and enhanced multidisciplinary teamwork offering proactive care — all of which
are known enablers of quality care.

Provision of timely, quality and consistent primary care for residents in aged care is critical to their wellbeing,
quality of life and to reducing preventable hospital admissions (1). Securing robust and reliable models of general
practice care delivery is a challenge for many Residential Aged Care Homes (RACHSs) in Australia. Itis known that
the peak periods for clinical care for residents are likely to be at the time of entry to the RACH and during end -of-
life palliative care (2). Further, there is an emerging trend in Australia of people entering RACH care with higher
acuity needs, are closer to end-of-life (3) and a significant number of residents die within 6 months of entry (4).

The primary care and aged care sectors are undergoing significant reforms. Consistent with a vision to deliver high
quality person-centred care for older people where and when they need it, this document provides an overview of
known and emerging models of primary care in RACHs. Drawn from literature, this compilation outlines
characteristics for a range of primary care service delivery and business models. It is envisaged that this
information will be useful to PHN staff in supporting general practices and aged care providers who are
considering improvements in models of care.

This document was developed through a review of published literature and other documents, reports and industry
publications on relevant models of care. Identified models of care were discussed by a working group to compare
the models described (based on experience), and to explore enablers and opportunities for contemporary
investment. This process has identified a gap in available literature describing different models of care and the
outcomes that they deliver. Further work is encouraged to develop an evidence base regarding the effectiveness
of various models of primary care for RACH residents.
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There are varying models by which primary care services are delivered within RACHs. These are described as

operational service models, with characteristics of each model outlined below.

The purpose of this section is to highlight the diversity of models, with an aim to broaden awareness of barriers

and enablers inherent in each model. Note that models are not mutually exclusive; in practice, a RACH setting

may have multiple models operating within their service.

Service Model

Traditional Model

Traditional Model

@a

Appointments may be...

GP’s follow long-term patients from community to
residential aged care home, providing individualised
continuity of care.

Considerations

e Challenges of this modelinclude
securing regular and consistent
after-hours access and having
rapid access to care in acute
circumstances.

/

Scheduled

N

OR

Ad Hoc

Enablers

e Adequate GP numbers in broader e
community settings.

e Established systems for
information sharing, joint care
and scheduling.

Details

Description

Traditional service models see individual
residents cared by their chosen GP. GPs
visit RACHSs on a routine or ad-hoc basis as
clinically relevant. This likely
multiple GPs visiting the RACH.

involves

A GP may have cared for their patient in the
community and then continues as the
primary GP when the patient enters
residential care. This model is also termed
the continuity model in certain literature (1).

Model Characteristics

e GP-Patient continuity from community
to RACH

e Careisresponsive and episodic

e Multiple GPs service the same RACH,
potentially without a regular schedule.

e GP availability is variable, may be
planned or unpredictable.
e Challenges in managing chronic

conditions and preventative care due to
episodic nature of visits.
e Modality may be virtual and face to face.

Opportunities

Promotes dignity of choice for residents
and continuity of care in instances
where residents have retained the same
GP.
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Considerations Enablers Opportunities

Coordination of GP access may e Maintenance of long-term

o . . ) ) . ) e  This model can both enhance planned
be difficult for RACHs with high provider-patient relationships (1).

care, as well as minimise planned care,

volumes of GP providers. © AT ETASREE G e pending the regularity of visits by the GP.
Variation in specialist skills such existing from previous health . . .

liati dd . lati hio (1 Provides for an ongoing connection to
as palliative care and dementia care relationship (1). T e e e T FAE
care. e This modelis seen as the .

settings seek.

GP capacity can be impacted preferred model by the RACGP,
with multiple patients residing with the view that it is generally
across homes (5). best for elderly patients to

continue to see their regular GP.

Mrs Jones recently moved to an aged care home nearby.

Her long-term family GP, Dr Brown, agreed to continue providing primary care
services to Mrs Jones at the aged care home.

Dr Brown has two other patients at the same location but does not routinely take on
the care of residents living in aged care homes. Dr Brown states that he is happy to
continue to care for his existing patients when they transfer to a RACH. Dr Brown
schedules his visits to the local RACH in and around his practice commitments and
uses a deputising GP service for out of hours cover.

Page 6 of 37



AW 4
National MyMedicare PHN phn
Implementation Program k ‘) Mﬁ?;i:;:fmw

Service Model Details

Cluster Model Description

The cluster model involves a consistent group
Cluster Model of GPs or practices who provide care to all
residents in the RACH on a roster system.

| CLINIC I I CLINIC In some texts this is referred to as a panel model
(1.
H H

W Model Characteristics

o Routine and planned patient visits in

CLINIC
H

accordance with a roster.

o Multiple, regular GPs make up the visiting
workforce.

. Potential for enhanced access to GPs and

Group of GPs from the same practice or visits for residents.
different practices providing services to . . . .
the one RACH on s rostered basis. . Modality of delivery includes virtual and

face to face.

Considerations Enablers Opportunities

e Ifthe cluster model is the sole e Proximity of RACH to general e Ateam approach to caring for
model available in the RACH, practices results in greater patients within the same RACH
resident choice for their care willingness of GPs to commit and may see less burden placed on
provider is limited. Resident have capacity to visit the RACH. one practitioner and enhance
choice needs to be balanced care access/sustainability.
and supported. e Formalised service delivery

agreements assist to define

e Administrative requirements parameters and expectations of

require coordination and providers.

leadership — someone to draft,
manage and share the roster.
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Cluster Model Example:
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Service Model Details

Aged Care Specialty Model Description
This model engages GPs who specialise in aged
care or solely practice within RACHs.

Aged Care Specialty Model
A specialised GP or service of GPs assumes
responsibility for providing care to all residents in
the RACH. Aged Care Medical Homes are an

/\ L ]
ﬁ 0 example of this. Sometimes these models are

M exclusive and preclude residents from engaging

:I?.

their own GP for their care needs.

\'

9‘=

o
w The service may support multiple RACHs and may
or may not operate from a typical bricks and
M mortar general practice (e.g. a mobile service).
GP specialising in aged care providing care to many

residents within one RACH allowing for scheduled,
proactive and preventive care.

Model Characteristics

An Aged Care Specialist GP may provide services to a °
varied number of aged care homes.

GPs with a special interest in aged care or
a specialty service delivers care to RACHs.
. Clinicians may offer aged care clinical
specialties/expertise and facilitate
proactive management of chronic
conditions, preventative care, treatment
for dementia and end of life care.

° Enhanced continuity of care and
familiarity with residents' health needs.
o Regular face to face delivery

supplemented by virtual care access.

Considerations Enablers Opportunities

aged care are likely to be fewer in
number but may provide care for
high volumes of RACH patients.
This gives rise to risk of burnout,
workforce sustainability and
vulnerability for succession
planning in times of sickness,
leave or service cessation.
Accessing and sustaining after-
hours care support.

protocols.

Established networks of GPs
who operate similar models,
allowing for coverage during
periods of leave.

Incentives supporting care
delivery in RACHSs and
underpinning business
models.

Geographical locations and
availability of training to
support aged care specialty
skill growth.

e GPs with a special interest in e Established after-hours ° Development of specialised

interest and advanced skills.
Business growth opportunities
through specialised aged care
support.

Evaluation of whether the
exclusive nature of this model
provides increased care access
without competing demands of a
day-time general practice.
Evaluation of whether the model
results in improved care
experience.
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Aged Care Specialty Model - Individual Practitioner Example:

Aged Care Specialty Model - Group Arrangement Example:
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Service Model Details

Collaborative Care Model Description

The collaborative care model is a team-based
model with care coordinated by the GP. This
Collaborative Care Models model integrates care between the GP, RACH
@ nurses, Practice nurses, allied health

H /7 professionals, and specialists within the RACH,
L ) . . . . C“’"'"“"'m'““ fostering a team-based approach.
s .
QM® % @ Practice nurses may support care as delegated by
" el I\ / a GP (1). This model is also termed the
ulti-disciplinary Team
GP, Nurse, Allied Health and others ® Longitudinal Practice Model in some texts (1 )
rovision of care

by the team
for Aged Care oordmatmn

Residents +Team Mestings Model Characteristics

§§ health, specialist providers and primary care

Greater involvement of consistent allied

providers (as an extension of cluster model
with greater multidisciplinary team
involvement).

° Enhanced access to and care delivery from
multidisciplinary team enables continuity of
care with regular communication.

° Routine team meetings and case
conferences help to coordinate care plans
and care planning.

o Potential for improved management of
patients with chronic conditions, complex
care or high care needs or deterioration.

. Modality may be offered via virtual and face
to face.

° Caninclude Nurse Practitioners providing
primary care services as part of the team-
based model.

Opportunities

Considerations Enablers
e Patients may experience increased
e Funding models for practice e Highly trained and capable access to primary care (6).
nurses, nurse practitioners and nursing staff to facilitate case e Utilisation of the General Practice in
allied health to provide primary conferencing, clinical Aged Care Incentive as it promotes
care in the RACH setting are coordination and care planning. the integration of the broader
limited. e  Aboriginal Health Practitioner primary care team in the delivery of
e C(Capacity of and access to workforce to complement care primary care services for patients in
multidisciplinary providers in team and support coordinated RACH settings.

areas of workforce shortages, care.
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particularly in regional and rural Enablers Opportunities
areas. o Established after-hours e Opportunities for general practices
protocols. to partner with independent nurse
° Sufficient workforce access practitioners to assist in providing
and supply. primary care services in RACHs as
° Clinician experience in part of the team-based model (1).
team-based care delivery e Example in practice: General
are known to increase work Practice in Aged Care Incentive and
satisfaction and drive the MBS allows for payments for
retention rates. nurse practitioner services in

RACHs if engaged in collaborative
practice with a general practitioner.
Mutltidisciplinary teams can also be
optimised for care support.

The Bluey General Practice Group is a large primary care practice in an urban city
in Australia. This General Practice employs over 40 general practitioners, 20
practice nurses and 4 nurse practitioners. The practice also has allied health
professionals who practice from the site including specialists in physiotherapy,
dietetics, exercise physiology, speech therapy, social work and psychology.

The practice is growing its interest in supporting residents within RACHs and sees
opportunity to streamline their model. The practice has responsibility for
exclusive care provision for three RACHs. A team to support this has been
established with 4 GPs, two practice nurses, a nurse practitioner, a fraction of
each allied health team member time, and a dedicated admin team member at
0.5 FTE.

The team hold weekly team coordination meetings, and once a month case
conferencing with families and residents. The multidisciplinary approach is
advantageous as this patient cohort have access to allied health from within the
same care team.

A cluster of GPs on a roster system have supported the same 4 RACHs for the
past 3years. Over this time, the GPs have worked hard to build relationships with
the array of allied health staff that are employed and contracted by the 4 RACHs.
There are different staff in each RACH and varying disciplines also.

The GP cluster have developed an approach they apply consistently to
encourage collaboration. This involves a 2 hour teleconference each month per
RACH with the entire multidisciplinary team, whereby care plans are reviewed
and progress is discussed.

Outside of this, the clinicians communicate through the messaging system
provided by the RACH. Each clinician maintains responsibility for their own notes
in their own software and summaries are shared to the patient’s My Health
Record.
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Service Model Details

RACH-Led Care Model Description

RACH-led models employ or contract
GPs/primary care services to care for all
residents. The GP is integrated as part of the care
team. Care is delivered ‘clinic-style’ and may

RACH Led Care Model

involve a proxy general practice on site.

Considerations

e Additional burden of compliance
on RACH provider to operate a GP
service.

e Difficulties in RACHs employing
GPs directly reaching
agreement on a business model
that is to both
parties.

and

acceptable

Model Characteristics

Enablers

Clinical coordinator to support
the GP and streamline care.
Ratio of one GP per 150
residents in a facility.

As this model is RACH- led, GPs
are often encouraged to have
input into processes for clinical
governance at the RACH,
enhancing collaboration,

quality & safety.

Long history of RACHs in the
United States (US) partnering in
this style with GPs. The US
mandates the involvement of
GPs in clinical governance
within a RACH - therefore there
is strong evidence of this model
from the US (1).

GP may be co-located within the RACH.
Primary care is responsive and integrated.
Offers aged care specialty support.

GP employment/contract model is led by the
RACH.

The RACH designates a clinical coordinator to
assist the GP.

Business model may see GPs salaried and
Medicare subsidies are returned to the RACH
or may see a partnership between a practice
and a RACH.

Opportunities

e Thereis an emerging need for
designated business models
specialising in aged care. These
models promote regular, sustainable
care for residents in RACHs.

e Co-located/onsite models promote
rapid access to care for residents with
acute care needs or who are
deteriorating.

e Example in practice: BUPA Aged Care
ran a trial employing GPs to work in its
facilities in line with this model of
care, (1). During the BUPA trial, 4 of
the 15 sites were unable to employ a
GP and a further 4 had inadequate GP
coverage (7) (11).
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A mid-size corporate aged care provider, Daisy Aged Care, operates 10
RACHs.

This area is a known thin market for GPs and the managers of Daisy Aged
Care are willing to consider innovative approaches to ensuring their
residents have access to primary care.

The 10 sites operated by this RACH provider have recently been built and
have onsite GP clinical rooms built within or adjacent to the RACH.

The provider contracts 5 GPs to work across the 10 sites. The GPs work
from 2 RACHs each utilising MBS payments for episodic and
comprehensive care for residents. The model delivers bedside care to
those with mobility issues as well as in the co-located clinics. A well
panned schedule ensures appropriate medical coverage within and
outside of business hours.

The GPs develop a relationship with all care staff, nursing staff and allied
health providers. They are seen as an integrated member of the team, and
conduct regular case conferencing, facilitating coordinated care. In
addition, they grow a strong working knowledge of the RACH requirements
for clinical and corporate governance procedures.

=)

I COOPERATIVE

An Australian Government Initiative
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Service Model

Specialist In-Reach Models

Specialist In-Reach Models

@
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Details

Description

This model facilitates
services for specialised care and sometimes
primary care in the absence of regular GPs orin a
workforce shortage. Specialty care may enable
triage and escalation, specialised
psychological or Virtual,
telemedicine and remote consultations may be
frequent. Contracts can exist directly between the

RACH and the specialty service.

in-reaching speciality

palliation,
dementia support.

An Australian Government Initiative

—

Considerations

Costs of specialist services are
usually higher compared to GP
services (8).

Infrastructure requirements for
remote service access.

Care continuity may be
reduced if not coordinated with
usual GP (8).

This model is more effective in
combination with a model
supporting usual/routine GP
care e.g. for managing acute or
deteriorating conditions rather
than ongoing care.

-
O---~,

3] O
) -

Enablers

Improved RACH staff capability

and development through
working with diverse
specialities.

This model is effective when
face to face care is unavailable,
and access to regular local care
is poor.

Providing specialist in-reach
into RACHSs, particularly after-
hours, improves access to care
for patients in RACHs when
fewer medical practitioners are

available (8).

Model Characteristics

Telehealth modalities may be frequent in
conjunction with site-based nurse.

The specialist model described was seen as
complementary to more traditional face-to-
face GP or nurse visits to RACHs (8).

May occur more frequently in the absence of
GPs and/or
avoidance.

as a solution for hospital

Opportunities

e Solution to workforce shortages can
include models such as specialist in-
reach, sometimes with one provider
contracted across multiple RACHs.
Pathways for escalation to hospital
and local services can be replicated.

e Example in practice: The MED service,
commissioned by one PHN for care
delivery to 6 RACHs, was found to
improve access to timely after-hours
services in the absence of other care
services.
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Tulip Aged Care is a residential aged care home in a regional town. There is one
general practice in the town, who do not have capacity to provide primary care
services at the RACH.

In-reach Direct Primary Care is a specialist care service that provides telehealth.
The organisation is located in the nearest capital city to this regional town; 2.5
hours’ drive away. They work together with RACHs to deliver care, mostly via
telehealth, with quarterly onsite visits.

The service has now employed 30 general practitioners who work varying hours
supporting care to RACHs as well as tele-health triage. GPs are assigned to a
RACH to foster continuity of the doctor-patient relationship. Services are a
maximum distance of 3 hours from the GPs location. Most GPs work from their
home location, with some working from the corporate office.

This service ensures that RACHs can access both ongoing general practice care
as well as emergent, episodic care when needed. The organisation, having a pool
of 30 GPs, also offers appropriate coverage for after-hours care.
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Service Model Details

Nurse Led Models Description

Nurse Practitioner (NP) led care, delivering on-
Nurse Led Models site primary care needs, or specialist services,
with support from GPs, enabling increased

access and elevated clinical support.

P " Ul

Nurse leading regular
care within the RACH

Considerations

Limited funding sources for nurse
compensation and thus may require
seed funding, may impair
sustainability.

Workforce limitations (number and
distribution of NPs available).
Clarity of roles and responsibilities
NPs and clinical staff, including GPs
(9)-

Policies and procedures are required
when integrating and introducing a
new discipline with the care team
(10).

Limited understanding of new and
emergent roles and associated
scope of practice can limit uptake of
the service (9).

Clinical support from

GPs for Nurse

Quarterly visits from GP

Model Characteristics

e Anurse practitioner led model in partnership

with a GP to provide primary care services.

e This may also be a nurse-led service to provide

sub-speciality care services for patients in
RACHs (e.g. palliative care). Often provided by
Clinical Nurse Consultant qualified nurses with

a sub-specialty (5).

Enablers

Enables improved clinical
capacity within the RACH and
facilitates timely care (e.g.,
nurse practitioner support in
lieu of GP (5)).

Integrated notes with GP
clinical software.

This model provides for
efficient collaboration,
enhanced assessment and

surveillance of older people.
Studies
improved communication with
GPs hospital
emergency staff, and improved
support for RACH staff due to
an onsite NP (10).

have demonstrated

and local

Opportunities

NPs add a vital role within a primary
care team, they are highly skilled in
assessment and intervention of the
older adult,
offering other complimentary skills
sets and autonomous practice, (10).

acutely unwell while

Appendix 1 identifies the MBS items
available for NPs in Australia.
Example: Care in Modern Age Services
(CiMaS) is a nurse-led company
providing aged and palliative care in
both community and RACHs settings
in Queensland (5). The service has
been commissioned by PHNs to
support specialised nursing care for
RACHs.

Page 17 of 37



Y A
National MyMedicare PHN phn
Implementation Program k ‘) Mﬁ?;i:;:fmw

Purple Sphere Health Care is a nurse-led primary care service, in a small rural area
that has some difficulty recruiting long term GPs. The practice is auspiced by a larger
accredited general practice 100km away.

The practices support the local 30 bed RACH near to Purple Sphere. The nurse led
service employs one NP and 3 practice nurses, as well as one full time and one part
time admin, the full-time admin team member acts as the practice manager.

One week per month a general practitioner from the governing practice attends. These
visits provide important clinical governance support for the nurse-led clinic.

The NP oversees the care for residents in the aged care home, with remote monitoring
assistance from GPs in the governing practice. The NP offers a high degree of skill in
wound care, dementia care and chronic condition management.
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Service Model

After Hours Models

After Hours Models

NN

&

Considerations

. Independent after-hours
services lack familiarity with
residents as compared to GPs
(12).

° GPs may be
provide after-hours care in a
RACH due to risk, capacity and

less willing to

fear of burden (e.g. receiving
frequent calls about minor
issues (8)).

. After hours care is needed for
acute needs rather than chronic
conditions or when procedural
intervention is required (8).

~

&

&

Details

Description

All RACHs require access to after-hours care.
Options for afterhours models include:

e Arrangements with deputising services.
e Arrangements as an extension of in-hours

model.

e RACH fast track models as partnerships with

(c

Enablers

Having a deputising service to
relieve usual GPs from round the
clock care can help attract GPs
to work in RACHs (8). GPs can
provide handover information/
a deputising
service to ensure continuity of

instructions for

care.

Deputising services offer
reliability of care to residents

after hours.

local hospitals.

Model Characteristics

Ability to secure after hours care for residents
with clinical support for escalation and triage.

Opportunities

Emerging models of higher acuity

after-hours care provision are
occurring in response to hospital
avoidance plans and partnerships
with health &

networks/districts.

hospital

Further, clusters of RACHs in close
proximity to each other may benefit
from shared or contracted models.

In NSW, My Emergency Doctor (MED)
telehealth provides
afterhours consultations to a cluster
of 6 RACHs. MED doctors are
accredited Emergency Medicine

service

Specialists; this is a fee for service
organisation (8).

Page 19 of 37



Y &)
National MyMedicare PHN
Implementation Program k ‘)

I COOPERATIVE

An Australian Government Initiative

Health On Callis a telehealth and care service that provides medical deputising
services to residential aged care.

While it is usually better for residents in aged care homes to be seen by their
regular GP, at times, during after-hours or when the usual GP may be away,
Health On Call provides afterhours coverage for RACHSs.

This service provides support to General Practitioners and their patients in
Residential Aged Care Homes and ensures continuity of care and appropriate
clinical handover through rapid communication. The practice and RACH
subscribe to this service as the nominated medical deputising service. The
general practitioners who provide the regular care to the residents receive clinical
notes following the care episode and a summary is uploaded to My Health
Record.
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Service Model

Hospital Led Models

(-
-

-“
Hospital In-reach &/or

Multi-Purpose Services that include RACH

Considerations

Diversity in service models
between State

jurisdictions.

& Territory

Workforce availability in rural and
remote regions.

Balancing clinical and residential
infrastructure requirements (i.e.
offering a clinical hospital
environment with residential
comforts of a RACH).

Diversity in acuity needs of
residents for sub-acute services
verse comprehensive primary
care (1).

phn
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An Australian Government Initiative

&

Details

Description

Multipurpose service (MPS) models foster

partnerships with local hospitals for operational

support and management of residential aged
care beds. Similarly, hospital-led models enable
in-reach for higher acuity care needs, for hospital

avoidance.

@ Model Characteristics
d |

Enablers

e Positive partnerships with
local hospitals.

e Reduced transfer to hospital
for residents.

e Greater access to specialty
care and identification of
early deterioration.

e Opportunities for workforce
development and specialty
skill development.

These models have shown
promising
reduction

results in
of acute care
service use by patients in
RACHs but
provision of ongoing care

may lack

and continuity of care (1).

Funded beds within RACHs/hospitals for
residents requiring higher acute care or
models where the hospital auspices the
RACH (in full or part), with funding and
staffing.

Service integration optimises workforce for
rural and remote communities.

In reach secondary care to treat patients with
acute needs.

Hospital led programs may focus on hospital
avoidance and managing patient
deterioration.

Opportunities
Examples of models funded in Australia:

e Residential In-Reach Services in
Victoria deliver medical and nursing
care to RACHSs to reduce emergency
department demand.

e Programs using paramedics who visit
RACHs to deal with acute problems
such as minor suturing or replacing
percutaneous endoscopic
gastronomy (PEG) tubes.

e Silverchain’s Home Hospital Program,
which provides hospital level services

(e.g. intravenous antibiotics) in
community settings including in
RACHs.

e Geriatric Flying Squads

Page 21 of 37


https://aci.health.nsw.gov.au/__data/assets/pdf_file/0004/262804/Specialist-Geriatric-Outreach-model-ACI-Clinical-Innovation-Program.pdf

National MyMedicare PHN
Implementation Program k Mz::z:::im

Hospital Led Model Example:

Section 3 -Business Models

Whilst the service models describe the way in which primary care is operationalised within residential aged care
homes, there are variations in business structures and funding arrangements which could support service
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delivery under these models. This section details several business models which currently exist in the Australian

setting.

Whilst we have indicated how various business models have aligned with relevant service delivery models, this is

not absolute. New business models are emerging and will continue to emerge as a result of changes to incentive

programs (e.g. The General Practice in Aged Care Incentive), accreditation standards for non-traditional practices

and changes to the primary care system funding structures. It is anticipated that continued exploration and

evaluation of these models will assistin increased understanding of the barriers and enablers that various models

offer for service providers and care recipients.

For further reading:

e A new model of care and in-house general practitioners for residential aged care facilities: a stepped

wedge, cluster randomised trial - Haines - 2020 - Medical Journal of Australia - Wiley Online Library

e RACGP - Models of GP services in residential aged care facilities

Business Model

A RACH ‘Flying Squad’ Primary Care Team

Care Team

e @ @ ~
@

Vo ah

)

(1) Attendance at RACH
v . — . .

M ooriginatsior  Nuse  Aied Healtn for routine visits as &

Torres Strait practitioner team:

Practiticner Specialist Services

Practice
Manager/ GP Composition of the

Admin team will vary but

enables best use of
time of the GP and

C ul: / @ \ other team members,
with collaboration
ogn with RACH staff &
n u @ @ ® patients.
D D Care Coordination
Meetings

Business Model

Description

Primary care teams organised as structured
flying squads. A group of highly skilled aged
care clinicians drawn from multiple practices
or a singular practice. The flying squad may be
its own business entity as a sub service of an
accredited practice. It offers regular planned
visits to multiple RACHs, supported by
systems for care planning, care coordination,
acute care management etc.

These business arrangements are common in
the in-reach model, the aged care speciality
model and models supported by state-funded
health services.

Description
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Nurse Practitioner + GP Team

Nurse Practitioner (NP)
partnership with a
fulfils the Responsible

Provider role to enable
claiming of relevant

Care Incentive Nurse
Practitioner MBS items

visiting RACHs working in

General Practitioner who

General Practice in Aged

Business Model

Solo GP specialising in Aged Care

whose whole business is visiting RACHs
They may visit various RACH within their region and
may complement their service delivery with
telehealth where applicable and eligible.

General Practitioner | ! @

Nurse-led models or independent nurse

practitioners providing primary care services
for residents in RACHs.

NPs working in aged care experience a broad
scope of practice supporting with both clinical
care and coordination roles (13). The role is
evolving, largely due to shortages of medical
workforce (13).

Models of NPs partnering with a General
Practitioner to deliver care in aged care
settings are emerging.

Funding options in support of these models
pose barriers to recruiting and sustaining NPs,
however there are growing instances where
NPs are contracted by either the GP or RACH.
Appendix 1 identifies the MBS items available
for NPs.

Description

A solo practicing GP who specialises in
providing primary care services to residents
living in RACHs within a specified region. They
may have ongoing working partnerships in
place at several RACH locations and may not
have a ‘bricks and mortar’ clinic. These
business models are now eligible for
accreditation. Further details can be viewed at
here.
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Business Model

Small Team Approach - GP with Practice Nurse

mg B

General Practice visiting regularly to RACH, one or two

GPs with Practice Nurse

Practice Nurse can work ahead of GP to enable the GP to
maximise time spent at the RACH.

Business Model

FIFO Models

CLINIC J_l/\

mm@g
v

-
---
- -y

Regular GP providing FIFO services to a remote
location, usually in collaboration with a local
clinic and RACH.

This model may be utilised as a locum business
model also.

OOPERATIVE

An Australian Government Initiative

Description

A general practice may have a practice nurse
working in partnership with a GP when visiting
a RACH. The practice nurse’s role can be
varied including taking patient observations,
point of care testing (e.g. INR, ECG etc), care
planning documentation and liaison with the
RACH staff. This can assist in maximising the
time spent at the RACH and may assist with
increasing the number of residents able to be
seen in one visit.

This model may be applicable to all of the
service models listed earlier,
commonly seen in the cluster model, the aged
care speciality model and the collaborative

however is

care model.

Description

This model has multiple modalities and
variations based on the needs of the
geography,
proximity to health services. Pop up clinics

regional demographics and
are common in remote locations in Australia,
including in remote Aboriginal communities.
Locum general practitioners travel to the
community to provide a block of time of
clinical practice for the community, both
from a general practice/primary health care
clinic and outreach to locations such as a
RACH.

This model is seen more in the specialist in-
reach model, the aged care speciality model,
the collaborative care model and the cluster
model.
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Section 4 — Enablers of Models of Care

The models described above are evolving in response to a range of factors. Changes to models of care and the
way that care is structured and delivered fluctuates in response to workforce changes (including variations in
access, skill mix and discipline), changes to Government incentives and policies, the emergence of innovative
technologies and digitisation and localised factors such as arrangements with hospitals or collaborative care
programs. Understanding how these factors can act as enablers may assist to improve options for care delivery.
Assessing the complex interaction between funding arrangements, workforce and technology can assist in
identifying risks and the opportunities that may present in terms of efficiency and capacity (25). This section
explores current incentives, workforce considerations and advances in technologies as key enablers for
contemporary improvements in models of care.

4.1 General Practice Care Incentives

In recognising the improvements required to the primary care system and in accordance with recommendations
under the Strengthening Medicare Taskforce Report, changes are being made to existing primary care incentives
to improve consumer access to quality primary care. Incentives can influence the way in which care is delivered
and thus it is helpful to understand the breadth of incentives and their relationship to residential aged care. The
introduction of voluntary patient registration, called MyMedicare, is one approach that the Government is taking
to support improved continuity of care and promote a strengthened relationship between the patient and their
care team. In the years to come, we will see greater investments in MyMedicare that help to benefit the consumer
and care providers.

At present, the following incentives may be considered by General Practices who deliver care to residents in
RACHs:

e General Practice in Aged Care Incentive - The General Practice in Aged Care Incentive aims to improve
access to quality, proactive general practice care for residential aged care home residents. Under the
incentive, eligible practices and providers registered in MyMedicare will receive incentives for providing
their registered patients proactive face-to-face visits, regular, planned reviews and coordinated care
planning. Information about the General Practice in Aged Care Incentive including the guidelines is
available here: health.gov.au/our-work/gpaci

o Links for General Practice in Aged Care Incentive Resource Planning tool - GPACI
Resource Planning Tool

o Business modelling information for General Practice in Aged Care Incentive (MBS User
guide): GPACI MBS User Guide

e Care planning options — A guide to care planning for the General Practice in Aged Care Incentive care-
plan-contribution-template.docx. ltems available to claim include: GPACI MBS User Guide.

e BulkBilling Incentives - the Government has committed to improving bulk billing incentive eligibility and
isintroducing a new program in November 2025 to support practices to bulk bill all eligible services. Read
further here: https://www.health.gov.au/our-work/upcoming-changes-to-bulk-billing-incentives-in-

general-practice
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The proportion of GPs aged 55 years and older increased from 37% in 2018 to 49% in 2023 (14). Further, nursing
shortages are also anticipated and will further exacerbate recruitment and retention challenges, particularly in
regional areas (15). This ageing of the GP workforce and shortages of key professions are known risks to

4.2 Workforce

sustainable health care.

4.2.1 Current and Emergent Roles

Many of the models above promote improved utilisation of new and existing primary care workforce supports.
Craswell 2023 (10) determined that onsite Nurse Practitioners (NPs) within RACHs improved communication
with GPs and hospital staff, supported RACH staff and they were able to provide onsite primary care (10). Evidence
from Canada has shown how NPs used in aged care enhanced interprofessional care and decreased physician
burnout and stress (16). However, workforce barriers to finding, securing and paying nurse practitioners to work
onsite in RACHs prohibit rapid uptake of the NP model. A supportive program for existing registered nurses
working in Aged Care to extend their scope of practice and embark on nurse practitioner training with a focus on
aged care, could improve access to primary care for older Australians living in residential aged care. Models of
nurse practitioners supporting primary care delivery are emerging. Appendix 1 houses links to the NP MBS item
numbers which can underpin functional business models for NPs working in RACHs.

Practices who involve Practice Nurses and Aboriginal Health and/ or Torres Strait Islander Practitioners to
assist in delivering and organising care derive value from these staff in tasks such as care planning,
disease/prevention screening, care monitoring/tracking. Their roles as contributors to the care team are
recognised by both the MBS and the General Practice in Aged Care Incentive. See Appendix 1 for further
information.

Furthermore, the recognition of the role of general practice registrars in delivering primary care in aged care is
growing (20). These clinicians are a crucial team member in RACHs (20) with responsibilities that support
conducting comprehensive health assessments, supporting palliation, reviewing clinical nursing notes, symptom
screening and proposing fresh medical perspectives (20,24). Various resources exist promoting the role and
supports needed for registrars to develop expertise in confidence in aged care primary care provision. These can
be viewed in Appendix 3.

4.2.2 Team -based care

Cohesive teams are known to produce quality care, team performance and workforce satisfaction (17). Skilled
and cohesive teams are underpinned by interprofessional education and learning, organisational policy and
practice support systems (17). Working culture, through use of communication strategies, conflict resolution
supports/policies and shared decision-making processes also support to create effective primary care teams
(17).

Appendix 2 include a range of information and resources and a checklist relevant to supporting improved team
cohesion. Recognising the need to invest in dedicated time to build and harness team cohesiveness is
recommended.
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4.3 Innovative Technologies

Emerging trends in technologies such as artificial intelligence, wearable devices, telehealth and remote
monitoring systems can assist in supporting and optimising primary care delivery in RACHs. Their use in
healthcare settings is rapidly advancing.

4.3.1 Use of telehealth and remote monitoring in primary care/RACH models:

Telemedicine has been shown to increase access to healthcare (25). Uses for telemedicine include remote
patient surveillance, earlier access to prescriptions and decision support during times of acute care (25). For aged
care settings, integrating telemedicine into workflows within primary care models can mobilise care and support
when capacity is challenged. In one trial, telehealth reduced ambulance transfer to hospital (8). Examples
include:

e Specialist outreach models - enabling specialised advice to be received when face-face proximity cannot
be attained,

e Flyin Fly out arrangements — enabling follow up and continuity of care by clinicians when they are out of
region,

e Collaborative care models —where practice nurses offer face-face routine care and conduct screening and
care planning, with the GPs supporting the service virtually,

e asaregular modality of care for RACHs in regional settings and as solutions to workforce shortages.

Digital Case Study:

Support to expand telehealth options and opportunities by PHNs are seeing
various digital investments being made to improve care access and
experience. Read on for further information and to see examples of these in
practice Telehealth in Residential Aged Care project delivered by Healthy
North Coast PHN:

Residential Aged Care Virtual Care Project | Healthy North Coast

4.3.2 Artificial intelligence supporting primary care service delivery in aged care:

The use of artificial intelligence (Al) in residential aged care is emerging at a rapid pace in response to workforce
shortages, with uses seen in health monitoring, risk detection, care planning and companionship. An analysis of
literature has identified the following opportunities through which Al could support care in RACHs:

e Clinical support:
o Al enabled sensors and predictive algorithms continuously monitor residents to detect health
issues or risks (26, 27)
decision support (26)
supported chronic disease monitoring, (26)
assessment of frailty and falls risk (26)
management of socialisolation (23, 27)
conducting medication reminders (28)

o O O O O
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o conducting engagement for people with dementia to manage behavioural symptoms and provide
stimulation (26)
e Care support:
o conducting routine reminders e.g. reminding residents to complete activities of daily living (28)
o reducing social isolation through assistive robotics (29)
o Leading group exercise and entertainment (30)
o robotic lift devices (29)
e Administrative support:
o generating rosters (28)
o creating shift plans (28)

Page 29 of 37


https://www.cgi.com/au/en-au/case-study/health/improving-quality-aged-care-generative-ai#:~:text=CGI%20delivered%20a%20seven-week%20proof%20of%20concept%20designing,to%20ECH%20standards%20-%20automatically%20and%20in%20seconds.
https://www.agedcareinsite.com.au/2022/05/wearable-sensing-technology-coming-to-the-fore-to-improve-wellbeing-in-aged-care/
https://www.agedcareinsite.com.au/2022/05/wearable-sensing-technology-coming-to-the-fore-to-improve-wellbeing-in-aged-care/

. . /_\ h
National MyMedicare PHN p n
Implementation Program k ‘) : ::C:?P:RATIVt:Em

Section 5- Conclusion

This document outlines a number of current and emerging service delivery and business models that have been
identified in relation toincreasing access to primary care for residents in Residential Aged Care Homes. The varied
models have potential to:

- enhance continuity of care for residents

- promote proactive/preventative care

- foster ongoing connections to the community

- reduce burden on individual practitioners through team-based approaches

- support sustainability of care for residents

- support comprehensive care through multidisciplinary teams

- Leverage the skills and interest of clinicians with specialised and advanced skills

- Support business growth for practices

- Enhance efficiency through use of technologies such as telehealth

- Provide reliable primary care support for RACH staff

- Preventunnecessary hospitalisations

- Increase access to primary care for residents, particularly in thin markets/rural areas and during after-
hours periods.

The manner in which various service delivery and business models are put together is dependent on a large range
of factors. Some of these include challenges and enablers such as:

- health and service needs in particular regions or RACH settings,

- general practice motivation to begin or enhance service provision in RACHs,

- workforce availability,

- appetite for partnership between RACHs and General Practices,

- proximity between providers and RACHs

- systems for sharing information and coordination of care to facilitate quality care

- preferencesin relation to resident choice

- funding incentives and business model viability

- existing and complementary service availability (e.g. after-hours services, State Government/local health
service support)

We have provided information and references in relation to key enablers relating to General Practice care
incentives, workforce (current and emergent roles, team cohesion) and innovative technologies (telehealth and
remote monitoring and Artificial Intelligence).

We hope that the range of information presented is useful in stimulating ideas and the development of new or
changed models of care that improve access to primary care for RACH residents.
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Appendix 1 - MBS Items

1.1 Nurse Practitioner Standard Items

Nurse practitioner MBS item detail are contained within the following MBS categories:

e Category 8 - Group M3 Allied Health Services

e Category 8 - Group M14 - Nurse Practitioners

e (Category 8 - Group M18 - Subgroup 5 Nurse practitioner telehealth services
e Category 8 - Group M18 - Sub Group 10 Nurse practitioner phone services.

The items include services for:
e attending and participating in chronic disease management case conference services
e faceto face attendances
e telehealth attendances

e phone attendances

1.2 General Practice in Aged Care Incentive MBS User Guide

<insert link to MBS User guide on PHN website >
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Appendix 2 - Resources to support team effectiveness

2.1 Team Effectiveness:

Five principles to assist team effectiveness include: shared purpose and goals, clarity and understanding of roles
and responsibilities, mutual trust, effective communication and measuring team function (17). Translating theory

to practice requires planning and dedicated time to employ strategies for team cohesiveness.

Putting these into practice may be assisted by the following checklist:

Team Effectiveness Tips:

Theory In practice

Shared purpose and goals Engage all team members to create a vision and set goals to

achieve this.
Facilitate joint learning and education.

Problem solve together as a team at each meeting.

Clear roles and responsibility Discuss role responsibilities regularly and openly.
Use case examples to show clear role delineation.
Mutual trust Show appreciation & model respectful behaviour.
Conduct team building activities.

Offer gratitude for time given by staff to contribute and engage in
teamwork.

Effective communication Ensure regular communication for example through huddle &,

team meetings.
Offer honesty and transparency.

Promote listening and respect without judgment.

Measuring process and
outcomes of team function

Structure collaboration so it’s not left to chance.

Track goals, reflect regularly and celebrate wins.

L LKL KKK

Set team values and share accountability for these.

(Sources:18, 17).
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2.2 Coordination toolkit - improving partnerships between general practice and
residential aged care homes:

A practical resource to support improved partnerships aimed at general practice staff and staff working in
RACHs.

<insert link to coordination toolkit on PHN website>

2.3 Teaching primary care teamwork:
A conceptual model of primary care team performance based on research identifying.

Teaching primary care teamwork: a conceptual model of primary care team performance - PMC

2.4 RACGP Aged Care Clinical Guide:

The RACGP Aged Care Clinical Guide (silver book) (20) discusses optimal care for older people, particularly in
residential aged care facilities. It outlines that collaboration and collaborative care with multiple health
professionals from different professional backgrounds is essential to improving health outcomes.

RACGP - RACGP aged care clinical guide (Silver Book)
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https://pmc.ncbi.nlm.nih.gov/articles/PMC7497216/
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Appendix 3 — Resources to promote the role of registrars in
aged care

Silver Book - Part C - Teaching and mentoring in aged care - specific information for registrars

RACGP - Teaching and mentoring in aged care

Exploring opportunities for general practice registrars to manage older patients with chronic disease: A
qualitative study

RACGP - Opportunities for general practice registrars to manage older patients with chronic disease

Silverchain - Training program for Resident Medical Officers (RMOs) and registrars, including specific
training in palliative care and aged care

Silverchain - Training education and resources
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https://www.racgp.org.au/clinical-resources/clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/silver-book/silver-book-part-c/teaching-and-mentoring-in-aged-care
https://www1.racgp.org.au/ajgp/2019/july/general-practice-registrars-manage-older-patients#:~:text=Study%20limitations,on%20older%20patients%20and%20registrars.&text=The%20study%20is%20specific%20to,care%20from%20other%20Australian%20studies.&text=Thus%2C%20the%20study%20offers%20insights,care%20management%20in%20general%20practice.
https://silverchain.org.au/about-us/work-with-us/training-education-resources
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Review Cycle of the Models of Primary Care in
Residential Aged Care Homes (RACHs)

PHNs have jointly developed this resource through the National PHN MyMedicare Implementation Program.
Review of the Original National PHN MyMedicare branded resource will occur 6 months or as required.

This document is Version 1, published 19 August 2025. The next review is due February 2026.

Printed copies of this resource are uncontrolled and may not contain the most up to date information.

If you have any feedback on this resource, please contact PHNMyMedicare@brisbanenorthphn.org.au
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