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1 Satement of purpose

Genera practice has engaged in population health activities, to varying
degrees, for along time. In recent years the context for that activity has
been changing and the value of an enhanced and more consistent
evidence-based approach, supported at the national level, has been
recognised.

Toachievethissrengthened rdlefor generd practicein populaion hedth, to ensurethe effective use
of exiging resources, to addressinequditiesin hedlth datus and to achieve better populaion hedlth
outcomes it isessantid to:

. dearly ddfineand promatethe generd practicerolein hedth protection activitiessuch as
natifiable conditionsand legidaion/regulaion,

. strengthen opportunitiesfor callaboration among generd practice, other hedth professonds
and agendesworking in apopulation hedlth context;

. ensure Supporting organisationd and other infradructure arangementsarein placeto enhance
population hedthin generd practice and

. recognisetheat thegenerd practice ralein population hedth will evalve over time asthe hedth
sydem and generd practice continuesto develop and change.

This Consensus Statement describes popul ation hedlth and identifiesroles and opportunitiesfor
collaboration and linkages between generd practice and population hedth at dl levdsinduding the
individud (conauitation) leve, thelocd or practicelevd, theregiond or Divison of Generd Practice
leve, the Sate and Territory leve,, and the nationd levd . Supporting arangements necessary for
feedble and sustainable change areidentified within thisdocument.

Thispgper proposes prindplesto guide future deve opment and ongoing collaborative arangements.

ThisConsenaus Statement will inform the devel opment of an Action Plan designed tor

. achieve hedth outcomesfor individuas and popul ations, bassd on current evidence about
population hedth Srategiesrdevant to generd practice and itsinterface with other agendies;

. build on current experience, expertise and resources

. acknowledgethelegidated responsihilities of generd practitioners (GPs) with regard to
Population Hedlth

. beimplemented by GPsin ther consultationswith patients, within generd practicesand with
Divisonsof Generd Pradticg

. encompassarange of rolesfor GPsin population hedth, from generd practice preventive care



forindividud petientsto collaboration with public hedth agendesin deve oping public palicy
and program ddlivery in hedlth;

. acknowledge the externd arrangements necessary for devel oping and supporting thegenerd
practice rolein populaion hedth; and

. develop aknowledge base to inform practice and palicy inthe future.

2 Context

In Australia and overseas general practice is responding to major
pressures resulting from changes in the health care system as well as
changes in practice and practice management, information technology,
and community and consumer needs and expectations. The challenge
facing general practice isto cope with this change while maintaining
quality of practice and contributing to improved population health.
Providing preventive care for practice populations and local communities,
and developing collaborative partnershipsto respond to local health needs
have been identified as key issues to be addressed by general practice
reform.

Two pesk bodiesin generd practice and population headth have sponsored the deve opment of this
Saement. TheNaiona Public Hedth Partnership (NPHP) providesaformd sructurefor
Commonwedth, State and Territory Governmentsto develop anetiond intergovernmenta public
hedth agenda Itsroleisto ensuretha government respongihilitiesin public hedth are condgent
(where nesded) coordinated (Where required) and collaborative (where poaling of expertiseand
resourcesisbeneficid. The broad objectives of the Partnership areto: improve collaborationinthe
nationd public hedth effort, better coordinate and sustain public hedth Srategies and srengthen
public hedthinfrastructure and capeaity.

The Genard Practice Partnership Advisory Coundl (GPPAC) isanindependent body with
represantatives from generd practice, the Department of Hedlth and Aged Care (DHAC), the
Nationd Abarigind Community Controlled Hedlth Organisation and consumers It advisesthe
Commonwedth Minigter onissuespertaining to generd practicein Audrdia

TheMiniger for Hedth and Aged Care brought together the representatives of NPHP, GPPAC and
DHAC in 1999, under anindependent chair,* to form the Joint Advisory Group on Generd Practice
and Populaion Hedth (JAG). Itsroleisto take forward anationd gpproach to srengthenthe
populaion hedth rolefor generd practice and to improve callaboration between population hedth
and generd practice

Prof essor Mark Harris, School of Community Medicine, Uhiversity of New
Sout h Vel es.



Thedevdopment of thisConsansus Siatement isakey drategy in achievingthis Toassg in
thedevdopment of thisConsensus Satement JAG undertook a subgantial consultation
processwith generd practiceand population health professonalsin 2000. Thisconsultation
processsought toidentify opportunitiesfor enhandng therdeof general practicein population
hedlth and how tofurther devdop the callabor ative par tner shipsin thegenera practiceand
population hedlth sectors ThisConsensus Statement hasalso been progressed by a
Conaultation paper entitled the JAG General Practice and Population Health June 2000; the
commissoned Univer sty of Mdbour nereport on the Rd ative Effectiveness of Population
Health | ntervention in the General Practice Setting, > and theoutcomesfrom theNational
Symposium on General Practiceand Population Health held in March 20013

Case example: Immunisation

TheGengrd Practice Immunisation Incentives (GPI1) program sesksto adtively engepe GPs
pradticesand Divisonsof Generd Practicetoimprove childhood immunisgtion rates.
Divisonswork with GPsand practicesto raseawareness of current schedules, gapsin sarvices
theimportance of apportunigtic soreening and practi ce-based recdl and reminder systems, and
thefinendd incantives scheme, and to endure effedtive cdl d-chain vacdne manegement.
Divisonsacoessimmunisation databasestoidentify thase nat accessng sarvices—oftenthosein
isolated communitiesor hardHto-reach groups expariending multiple disadvantages. Insome
indances Divisonshaveinitigtled goedid immunisaion dinicsin collaborationwith locd
coundlsto reechthesegroups

Public and community hedlth providerswork with Divisonsand locd coundlsto identify
dfedtivedraegestoincreaepaats avarenessabout the bendfitsof immunisation.

GPsand pradticesareincreas ngly engaging in opportunidic soreening, introducing recal and
reminder systems, introduding promationd meterid into waiting rooms, and in someingances
patidpatingingpedd dinicsoutddethepractice

Immunisdionraesareimproving.

Refeaence The National Directory for Divisions of General Practice, Sate
Based Organisations and Rural Workforce Agencies.

3 W hat is population health?

Thereissome confuson about theterm ‘ population hedth' . From agenerd practice perspedtiveit can
be seen as an extens on and systemisdtion of the generd practiog sexising rolein preventive carefor
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Joint Advisory Qoup on General Practice and Popul ation Health. A Franework
for Devel opi ng I ntegrated Approaches to Behavioural R sk Factor Managenent
wthin General Practice. January 2001.

Department of General Practice and Public Health, Uhiversity of Ml bourne.
‘The Rel ative Effectiveness of Popul ation Health Interventions in the
General Practice Setting.’
Care, February 2001.

Final report to the Departnent of Health and Aged




individud paients. Aswdl, it isthe provison of more comprehensive preventive carethat addresses
the nesds of the practice spaientsand locd communities, thet is, induding those not adequatdy
accessing preventive care. It involves activities, such asimmunisation, risk assessment and
management, petient education and screening, in which GPs are dreedy engaged within their
practice, it dsoinvalves natification of diseeses of pubdic hedthimportanceto therdevant
government agency. A population hedlth gpproach meansdoing these more effectivdy and
conggently acrossawhole populaion.

Thereare other populaion hedth activities, induding those raing to the devel opment of public
palicy on hedth, which arenot coreto generd practice

Population hedthin the broadest sense can be described in variousways and arecent useful
comparisonispresented in Attachment 1. JAG has deve oped aworking definition of populaion
hedthin the context of general practice Thisddinitionisindusveof theprindplesaof ‘hedth
promation’, ‘ prevention’ and ‘ public hedth’ and isbased on the World Hedth Organisation’s
definition.

Population health in the context of genera practiceisdefined as

Theprevention of illness injury and disability, reduction in theburden of illnessand
rehabilitation of thosewith achronic dissase Thisrecognisesthesodal, cultural and
palitical determinantsaof health. Thisisachieved through the or ganised and sysematic
responsestoimprove, protect and resorethehealth of populationsand individuals
Thisindudesboth opportunigic and planned inter ventionsin thegenera practice
sting.

4 Opportunitiesfor collabor ation between general practiceand
population health agendesat all levds

Clarification of roles in population health® is a crucial step underpinning
the development of more effective relationships between general practice
and other health professionals working in population health to achieve
better health outcomes. Such clarification provides abasis for identifying
areas of mutual interest and joint engagement.

darifying roles at all levels (individual, |ocal comunity,
regional, State and Territory, and national) provides a
framewor k fromwhich to consider the interrel ati onshi ps between
the levels both inside and outsi de general practice.

Under st andi ng t hese rel ati onshi ps and devel opi ng t he

‘ See Attachnent 2 Cpportunities for collaboration between genera

practice and popul ation health at all |evels.



interrel ationships are crucial to achieving an extended role for
general practice in population health that is both feasible and
sust ai nabl e over tine.

Whilethework of JAG hasfocussed on therole of general practicein population
health to date, theroles and interaction of all sectors of the primary health care
wor kforce also need to be taken into consideration when discussing prevention
and health promotion within primary health care.

Population health represents an extension and expansion of existing clinical roles
towar ds an emphasis on prevention and a focus on groups or populationsrather
than on individual patients. General Practice also has an important advocacy
rolearound the structural issuesthat affect health status, especially for socially
disadvantaged groups. Thisrolewill vary according to the setting and may be
appropriate at Division or other levels.

Divisonsaof genera practicehaveakey raein supporting general practitionersand practices
with education, support, sysemsand linkages

Case example: Type 2 Diabetes

Provigon of optima and sysemic care by aGPfor peoplewith disbetesrequiresthe
edablisment of apatient regider with rdevant risk factor and trestment detalsand a
recal/reminder sygemto monitor progress, soreen for compli cationsand identify petientswho
havenat atended for routine checks Such aregiger providesagood besisfor dinicd audit of
cae

Thepradtitioner considershow best to hdp petients achieve adeguate contral of their disbetesand
to st targets Thismeansensuring they have abasic understanding of the prablem, know how to
contral and monitar symptoms, and know how to menagerrisk factorssuch asdiet, physica
adivity and foot care The praditioner may providewritteninformationto upplement a
conautation and may refer patientsto adiabeteseducatar, diditian and/or podiaris. Where
gopropriate the pradtitioner may condder halding amultidiscplinery case conferenceand/or
devdaping acareplanwiththe patient.

Divisonsauppart generd pradticein edablishing apetient regidter and recdlireminder sysem
andinaccessing gppropriatedinica guiddinesfor screening, identification of highrisk groups
and prevartiveadtion.

Population hedth agendeswork with Divisonsof Generd Pradicetoincresse avareness about
disbetesand itsmanegement and to fadlitate accessto nutrition and ather support sarvices

Reference Univeraty of New South Wales Population Health for Clinicians
Project—Type 2 Diabetes. RACGP Red Book. 2001




5 SJpporting arrangements

Srengthening and extending generd practiceinvolvement in population hedth requires active
consderation of the environmenta context that will enable, fadllitate, support and reinforcethis
change Callaboration and cooperation among generd practice, population hedth agendesand dll
levelsof government iscrudd.

Somekey aressfor further devdopment are

Organisational structures and roles—devdoping organisationd and practice
gructuresand systemsto endble GPsto identify and undertake effective popul ation hedlth
adivitiesand interventions, and to fadlitate collaboration with outsde sarvicesand
professonds

Communi cation—induding community avareness, patient education and communication
between population hedth and generd practiceagendes

I nfor mation management/infor mation technol ogy—deveoping populaion hedth
datacallection, dissemination and andlys's, and rdevant dinicd toolsand guiddinesfor
informetion management and decison Support.

Workforce planning, education and training—induding developing meteridsto
improve acoess by generd practice and Divison &f to education, training and qudity
assurance programs increese underganding and skillsin rlaion to the population hedth role
of generd practice, patient risk assessment and effectiveintervertions

Financial systems—implementing gppropriateincentivesand payment sysemsto support
theengagement of GPsin effective populaion hedth ativitiesbath ingde and outsdethe
prectice

Partnership and referral mechanisms—deveopingandimplementing
organisationd supportsto fadlitate effective collaboration between generd practiceand others
working inapopulation hedth context.

Evaluation and Resear ch - Resear ch and evaluatealter native moddsof general practice
or ganisation, funding and integr ation.

6 Principles

Anagread st of prindplescan usefully inform theway partnersin generd practice and populaion
hedthwork together. They provide adarting point for engagement a dl levels, and aframework for
grengthening and extending the populaion hedth rde of generd practiceto:

improveitsqudity and effectiveness



upport more complete coverage of practice populaions and communities
provideacomprenengve and accessblerange of preventive hedth care and

provide opportunitiesfor generd practicetojoin with othersworking in apopulaion hedth
context to achieve hedthier environmentsand hedthy public polides

Theeprindplesare

Gengd practice engagament in population hedth attivities can provide avd uable contribution
toimproving population hedth outcomes. Generd practice engagement builds upon existing
experience and expertiseind uding community vaue and trust in the professond competence
of the GP, current dinical decison support toolsand guiddines and populaion hedthtraining
maerids

Generd practice population hedthinterventions, roles, decision support toolsand practice
sysem should be evidence-based and/or based on best practice, be sygemaic and sudainadle

Best outcomesfrom generd practice population health activitiesresult from:
- beter integration acrossdisdplineswithin primary care and

- partnership between general practiceand population health servicesand consumer
and community organisations

Population hedth activitiesin generd practice should indude, asapriority, activitiesthet are

designed to meat the spedific nesds of disadvantaged population groups

Achieving changein general practicetoincreasepopulation health activitiesneadsto be

supported by GPPAC and NPHP

Achieving asygemwideincreasein generd practice activity in populaion hedth requiresa

netiond coordinated goproach that incor por atesstructural and other supporting

mechanians.

Any additional activitiesmus besupported by an increasein themultidisdplinary
workforceat thepracticelevd.

7 N ext steps—an Action Plan

The Consenaus Statement provides abad sfor the deve opment of an Action Plan.

A framework for developing the Flanisoutlined in Attachment 3.

Theframework:

outlinesthebeagsfor the Action Flan;
identifiesemerging priorities;
identifieskey playersto be consuited,

10



outlinesaprocessfor deveoping the Action Plan; and
proposesamatrix for the Action Plan.

11



Case example: Supporting GPs in the management of patient risk factors

Thedevd opment of integrated gpproechesto managing the behaviourd risk factorsof amoking,
nutrition, dcohad and physicd ativity (SNAP) provides an gppartunity for GPsto make better
usedf evidence-basd intervartions.

For example, informetion sysemsand systemsto Support petient education andinformetion can
be made more usar-friendly for GPsthrough the deve opment of integrated goproacheswhich
takesinto account practices nesdsand individud patients nesdsrdaing to menaging thefour
behaviourd risk factors Anintegrated risk factar gpproach can hdpimprovethe condstency and
dfedtivenessof generd pradiceinterventions, aswel asthe provison of condgentinformation
to patientsand communities

A Framework for Devel oping Integrated Approaches to Behavioural Risk Factor
Management within General Practice (the SNAPFamework) isamgor gepforwardin
suchendeavours Asanilludration of how such an gpproach foserscondgency in provison of
informetion to patientsand to the public, uggested adtivitiesor rdleswithinthedraft SNAP
Framework indude

Individual GP consultation
o GPsuseevidencebasad patient information in consuitaions

General practice

. Gengrd pradticesestablish sysemsfor digributing and ratating literature, podersetc.
ameda providing patientswith evidence-based information to support ther informed
chaices and drawing on support from Divisonsor other support srudiures

Division and community

. Divisonsdevdop partnershipswithlocd providersfor the devd opment of locally
rlevant educationd materidsfor patients

. Divisonsfadlitate the deved opment and didribution of ocally relevant educetiond
maeidsfor peients
State and Territory level

. Indude consgent behaviourd risk factor information on Sateand Taritory Government
and Satelevd non-government organisation web-stesand in printed informetion

meterid for patients

National level

. Devdop anintegrated sLite of consumer informetion avallablefor useinwaiting rooms
and GPs conauitations

. Enaurethet risk factor information isavallableand highlighted on Hedthingte

. Fadlitateincorporation of patient informetioninto GRS dectronic decison support
peckeges

. Devdop collaborative drategiesto reach populations unable to access meindream
informetion sources, eg. to overcomeliteracy, language and culturd barriers

12



ATTACHMENT 1

D escriptions of the population health approach

Sainsbury (1999)

Attending to the hedlth gatusand hedlth nesds
of thewhale population.

Ddfining hedth and illnessas multifaceted
and asacontinuum ranging from pogtive
hedth toimminent death.

Searching for recurring pattermnsinthe
occurrenceof hedthandiliness

Recognisng that hedth andillnessresult from
complex interplay of many persond, locd and
globd factors

Underganding theimpact thet illnessand
illnesscarehave on peopl€ slives

Promating hedlth and preventingillness
through drategiesinvalving individuds,
communitiesand whole soaeties

Providing acomprenengverangeof high-
qudity integrated hedth andillnesscare
Fvices

Striving to achieve equity of hedth datus,
resourcedlocation and hedlth srvices access
and utilisation acrossthe populaion.

Recognising that resourcesarelimited and
hence choicesmugt be meade about which
savices can be offered towhom.
Encouraging decison meking based on
evidence and explidt vauesrather then
anecdote, cutom or prgudice

Fry and Furler (2000)

Collective respongihility for hedthand a
primerdefor government in carrying thisou.

A focusonwhale populations
Anemphagson prevertions

Concernfor underlying sodd, economic and
culturd deteminantsof hedth.

A multidisaplinary goproach, thet uses
quantitative and quditative methods

Partnershipswith the populations served.

13



ATTACHMENT 2

Opportunitiesfor collaboration between general practice and population health at all
levels

Individual consultation

Immunisation and partidpetionin ACIR.

Screening and early detection through active cagefinding.

Diagnadis, trestment, contact tracing and natification of infectious diseesesto fadilitate disease contral in the population.
Assesdng and preventing complicationsin dderly patients and/or those with chronic diseeses or complex conditions.
Assessng and supporting petientsto manage physiologica and behaviourd risk factors.

Providing information and education to petients on preventive sdf-care.

Liasngwithand refard todlied hedth srvices, practice nurses, generd practice, community hedth sarvicesnurses
Homeand Community Care coordinatorsor other providersasrequired.

L ocal community or practice

Egablishing, mantaining and ensuring utilisation of recal and other office systems

Providing more accessible preventive care through gpecid dinicsor nurse/dlied hedth education sessons ec.
Fadlitating GPs accessto dinicd dedson support tools.

Providing information materidsfor patientson behaviour risk factors etc.

Ensuring avallaaility of up-to-daterefard information for practitioners

Callecting and forwarding patient information rdaing to populaion hedth activities

Partidpating in training and quity assurance programs

Liaison between GP, dlied hedlth, community health, Indigenoushedlth, loca government or other agency asrequired.
Partidpatingin evauation andin generd practice and popul ation hedlth eva ution and resserch projects

Regional or Division of General Practice

Callecting detafrom GPsand other practitionersworking in population hedth; providing quaity assurance fesdback;
savice devd opment planning.

Providing easy-to-use population hedth datato generd practicesand athersworking in population hedth, induding
informeation on populaion hedlth impact.

Liaisng with regiond health planning bodies, induding Indigenous hedth planning.

Ensuring generd practi ce and popul ation hedth agency acoessto information onloca providers and community and
consumer groups.

Fadilitating deve opment and implementation of risk assessment, practice deciSon support and other systems

Fadlitating GPs acoessto populaion hedth education and training.

Partidpating in generd practice and population hedth evauation and research projects

Fadilitating collaboration among levesof generd practioe, NPHP, othersworking in population heelth and the community.

14




Stateand Territory
Fadilitating provison of essy-to-use populaion hedth dataet theregiond leve.

Fadilitating collaboration betweenlevd s of generd practice (induding Divisonsand SBOs), NPHP, athersworkingin
population hedth and the community.

Liaigng with key hedlth promation agendes, induding hedth promation foundations.

Callating and andyding data.on popul ation hedth activitiesof GPs, practices, Divisgons and athersworking in populaion
hedlth, for qudity assurance and service devd opmean.

Promoating and supporting population hedth evauation and research on generd practice and populaion hedlth.

National

Endorang the Consensus Satemet.

Promating implementation of the Framework for Action.

Ensuring ongoing devel opment of evidence-basad populaion hedth interventions.

Liasng with univeraties and colleges regarding future education nesds

Promating callaboration between levdsof generd practice (induding Divisons, SBOs ADGPRACGPadACRRM), NPHP,
othersworking in populaion hedth and the community.

Promoating gopropriate palicy and program deve opment.
Promoating and supporting eva ution and resserchin generd practice and population hedth.
Promoating population hedlth palicy deve opment and coordingtion.

Callating and andlysing detafrom Divisonsand othersworking in popul ation hedlth for monitoring and evauaion of
gengrd practice, and population hedth programsand intervertions

15




ATTACHMENT 3

General practice and population health—
Framework for Action

1

The Framework

Thepurpose of thisFramework isto provide an outline of the processfor achieving an Action Plan and to suggest ametrix
modd for theplan itsdf.

TheFamework will:

2

outlinethebagsfor the Action Plan;

identify emerging priorities

identify key playersto be consuited;
outlineaprocessfor devdopingthe Action Flan; and
provideamétrix for the Action Flan.

The Action Plan

TheAction Flanwill bean overview plan. Thatis it will incorporate projectsand adtivitiesintrain aswel asidentifying
new ativities. It will indude detailed project plans.

TheRanwill:

build on the Consensus Siatement, particularly taking into account agreed prindples, supporting arrangements
required to enable, Support and renforce desired changes, and thefivelevels

bedirectly related to population hedth and generd practi ce partnersinduding NPHP and GPPAC, but dso identify
whereadtion by other/externd playersin government, the Hedlth Insurance Commission or other agendes is
essantid inachieving change:

identify priority outcomes, actionsand respongihilities;

provide short and longer term perpedtives,

gainthesupport of thekey playerswho will be engaged in achieving change; and

draw together thework of the Rl ative Effectiveness sudy, the SNAP Framework and theemergingwork onlife
Sagesand priority setting in hedth.

16



3 Emerging priorities

Cadiovascular disease, disbetes, cancer, athima, menta hedlth, injury prevention and peoplewith chronic and complex
complex conditionshave beenidentified asNationd Hedth Priority Aressin Audrdiabecause of theheavy burden such
disease injury and imparment placeson sodety and onindividuds Recent work onlife dagesand hedth, and the
cumulaive negativeimpact of disadvantagein the early years of life suggeststhet child hedlth be added to thislig of
priorities

Indigenousand rurd and remate popul ationsare recognised ashaving poorer hedth satusthan other ssctorsof the
population.

At thelocd and regiond leve other prioritiesmay emerge because of particular sodoeconomic, geogrgphicd,, culturd and
other drcumdances, for example, homdessness

Within thisbroad framework the recent JAG projects on The R aive Effectiveness of Population Hedlth Interventionsin
the Generd Practice Satting and the devd oping SNAP Framework for addressing common risk factorsin nationd health
priority aress provide key resourceswhich will assig in focusing on prioritiesfor action in srengthening the population
hedthroeof generd practice Theinformation provided in these documentswill dso be essentid to the devd opment of the
Oetalled action plan.

The outcomes from the JAG National Symposium suggest some practical, sustainable and
systematic approaches to population health that will improve the health of both individual
patientsand at risk populationsusing current clinical practices eg screening, and addressing
Commonwealth national health priority areas.

Thefollowing activities wer e suggested by the participants at the National Symposium to further
engage gover nments, gener al practice or ganisations, non-gover nment or ganisations (NGOs),
general practitioners (GPs) and other population health partnersin population health at each
level.

Organisational structuresand roles

Develop mor e formal supporting networks between GPs and other health care providersat
division level, aswell asjoint programs between divisions and I ndigenous health services.

Development of models for population health/primary health coordinatorsand multi-disciplinary
professionals.

Further development and implementation of theintegrated risk factor framework for smoking,
nutrition, alcohol misuse and poor nutrition (the SNAP Framework).

17



Financing systems

Governments and GPsto establish and maintain a continuing dialogue with general practice
about investment in population health.

Development of funding optionsfor practicesto engage in population and indigenous health.

Development of funding optionsto support practicesto engage practice nurses, allied health and
indigenous health workers.

Establish population health coordinators and promote multi-disciplinary networks.

Workforce planning, education and training

Develop multidisciplinary training programs (under graduate and post-graduate) to provide
continuing education for GPs and staff on population health and cultural awarenessissues. This
training needsto belinked to expanded career optionsfor GPsand enhanced training for other
health professionalsin population health.

Develop the capacity for practicesto employ staff from arange of professional disciplines.

Develop ongoing capacity of divisionsto provide continuing education for GPs and staff on
population health cultural awareness within a multi-disciplinary team.

I nformation M anagement and I nformation Technology (IM/IT)

Maintain thedivisionsrolein facilitating data collection processes at practice level (eg practice
registers).

Development of a standardised IM/IT system ar chitectureto support population based data
collation and dissemination of information (eg for patient education).

Develop standardised IM/IT system ar chitecture to allow data collation and analysis (eg practice
registers).

Divisionsto develop and distribute prevention audits.
I mprove softwar e, education and training for individual GPsin theuseof IM/IT systems.
Maintain divisional support for IM/IT.

Divisionsto provide a population health coordination role.

18



Division to continue to engage in continuing medical education (CME) activities.

Divisionsto coordinate population health activitieswith NGOs.

Communication, including community awar eness and patient education

Divisionsin collaboration with practicesto develop patient education resour cesthat areintegrated
and accessible that also cover the issues of self-management and referral.

Division and State level to develop community awar eness programs on the role of GPsin

population health, smoking, nutrition, alcohol and physical activity (SNAP) and other specific
issues.

Partnerships and referral mechanisms

Partner shipsto be established to provide multi-disciplinary care within practices and between
them and community health and other health care services.

Establish a mechanism to shar e programs between divisions, population health and indigenous
health services.

Development of a network or mechanism to share current population health programsin rural
areas.

Statesto set up GP/ population health advisory bodies and State population health coordinators
with the State based or ganisations (SBOs) of the Divisions of General Practice.

Commonwealth to maintain the partner ships between NPHP-GPPAC, the SNAP strategy groups,

NGOs and consumer groups and the National Aboriginal Community Controlled Health
Organisations (NACCHO).

Evaluation and research

Resear ch and evaluate alter native models of general practice organisation, funding and
integration in the areas of salaried GPs and existing multi-disciplinary models (including
I ndigenous health).
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4 Stakeholders

Thedakehdldersare those key playerswho must be engaged in order to achieve the desired changeand actions Thisisa
wide group of agendesinduding the Audrdian Divisonsof General Practice SBOs, Divisonsof Generd Pradtice
rdevant Colleges universty depatments of generd practice, rurd hedth and public hedlth; hedth promation foundaions,
other population hedlth agendies, community and consumer organisations; and key individudsengaged in rdlevant mgor
initiatives such asthe Public Hedlth Education for Clinidians program, devd opment of the SNAP Framewark, the Reldive
Effectivenesssudy, and thelife dages goproach.

5  Theplanning process

Sepl DevdopanAction Plan, in collaboration with key playersfrom population hedth, generd practiceand other

agendes, which drawvson exiding JAG maeria and the agreed planning metrix, and which:

. identifies evidence-basad prioritiesfor short and longer term action;

. identifies current initiatives supporting these prioritiesfor action, induding generd practice-based initidives suitable
for sysematic implementation and other opportunities, rdaing to key areasfor action;

. identifiesany mgor barrierstoimplementation of priority actions

. ddinegtesthe patentid rolesof generd practice and populaion hedth agendiesin teking action to achieve change:
ad

. ddinetesthe action reguired by populaion hedth and generd practice agendies governments, professond
organistions, universtiesand othersto accomplish change.

Sep2 Achieve JAG support (with reference back to NPHP and GPPAC) for an Action Planfor consultation.
Sep3  Conautation with Sakeholders

Sep4  RevistheAdionFan.

Sep5 Achieve JAG support for thefind Action Plan.

Sep6  Monitorimplementation of thePlan.

6 A planning model and matrix

In order to manage the complexity of thisplanning processanumber of breskdown poaintsareincorporated. In thisingance
thesearearound:

. agreed priority issuesidentified in part 3 Emerging priorities;
«  developingshort and longer tem plansfor eechissue™

' It is suggested that there are two conponents to the Action Plan, a short-termplan and a

longer-termplan. The short-termplan will address priorities that require i mediate
attention and which are practical and achievable in the relatively short term This planis
likely to include several projects currently under devel opnent and projects that have
dermonstrated support fromall key players. The longer termplan w Il include those projects
whi ch require other projects to be conpl eted before they becone feasible, which face nmaj or
barriers to i npl enentati on and which do not have the denonstrated support of key players.
There may be high-priority projects that fall into this category.
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. agreaing to key outcomes acrossarange of categarieslikdy to be necessary to ddiver the outcome, such as
organisations and Sructures, education and training, and incerntivesand disncentives, and

. agreaing onimplementation srategies—who will do what and by when.

The planning process will necessrily beaniterative one. Asit deve opsit will beposshleto see contingendes synergies
bariersetc. that arenotimmediatdy evident.

It issuggested that the Action Plan be deved oped asatwo-dage process. Thefirg dageisto identify key outcomesfor eech

priority area. Theremay be severd outcomesrdaing to each priority. The second Sagetakes each key outcomeand
providesaframework for deciding who doeswhat and by when.
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Framework for Action—Suggested activitiesto support GPsrolein population health

Organisational structures
and roles

Financing systems

Wor kforce planning,
education and training

IMNT —

data collection,
dissemination & analysis,
guidelines, clinical
support

Communication,
including community
awar eness and patient
education

Partnershipsand referral
mechanisms

Evaluation and Resear ch

GP/ consultation

Time based items
Expanded population
health itemsand EPC

GP training in behaviour
change techniques,
consultation supports
(such asIT systems,
active scripts)

Population health data
collection for improved
preventive careand reach

Timefor patient
education and
communication with
population health
professionals

Careplans, case
conferencing

Expanded and smplified
referral and feedback
systems

Accessto evidence at
point of care
Surveillance of risk
factors

Practice/ community

Patient linkage
Practice networ ks
Practice staff

Salaried GP staff,
Expanded PIP for
preventive care

Practice nur ses shared
across practices
Practice prevention
coordinators

Clinical audit of
preventive car e activities

Clinical tools, recall and
reminder systems
Broad-band inter net
access

Connectivity to
community I T networks

Development of networks
with other providers
across the community
Patient education

resour ces

Increased practice nurse
and other allied health
staff with broadened role
Information links

Practiceinvolvement in
audit, resear ch and
evaluation

Division/ region

Division needs
assessment,

Joint programswith
population and
Indigenous health services

Funding GP extra-clinical
activities, practice nurses
and allied health.
Population health

coor dinator/ practice
facilitator

Population health
facilitator/ coor dinator
CME for GPsin
population health
Expand career optionsfor
GPs

Practice population
health data collation,
analysis, and
dissemination

IM/IT education,
training, and support for
general practice staff

Translation and
management of
population health
information to and from
general practices
(information triage).
Coordination of

infor mation about
evidence

Regional structures,
Population health
coordinator (shared)

Involvement in research
and evaluation on
population health in
general practice Analysis
of data on population
health in general practice
Dissemination/ feedback
to practices

Organisational structures
and roles

Financing systems

Workforce planning,
education and training

IM/IT —

data collection,
dissemination & analysis,
guidelines, clinical
support

Communication,
including community
awar eness and patient
education

Partnershipsand referral
mechanisms

Evaluation and Research

State State network / advisory Joint Commonwealth and | Population health Standardsand systemsto | Education of GPswith State population health Evaluation of population
body on General Practice | Statefunding of coor dinator s (SBO/State interface between public other health professionals | coordinator (shared) health interventions
and population health: programs and positions health shared health servicesand acrossregions
SBO, NGO, State health, responsibility) general practice
ACCHOs
National Coor dination across GP education and Population health “Report card” on medical | Structural and financial National strategies RED supportsresear ch

Commonwealth/ State

mar keting

Integrated set of
financing (HIC, Division
etc) to support GP
involvement in population
health

Incentivesfor improved
access by Indigenous and
disadvantaged groupsto
preventive care

training— GP & non GP
staff at vocational and
post graduate certificate,
diploma or masterslevels

softwar e support of
population health
Evidence-based patient
education, infor mation,
and guidelinesfor quality
patient care and decision
support

Non-phar maceutical/
preventive advice and
non-phar maceutical
electronic prescription

systems supporting
communication networks
Consistent
communication within
and between
Commonwealth

developed in partnership
with states/Divisons/
NPHP-GPPAC.

and evaluation on
population health in
general practice
Data collation on GP
preventive activities
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