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Preface

The Hospital Admission Risk Program (HARP) was established in 2001 as the
prevention component of the Hospital Demand Management (HDM) Strategy.

The HARP Reference Group, chaired by Professor John Funder, oversees the
implementation of HARP, including the allocation of funds to service providers, and
advises on how hospital admissions and emergency department presentations can
be prevented. HARP focuses on tertiary prevention - that is, avoiding unnecessary
emergency presentations and hospital admissions and readmissions. HARP targets
people who have manifest health need, often where their disease or condition is
chronic or complex.

In July 2002, the HARP Reference Group formed seven working parties to undertake
analysis in priority areas that provide opportunities to have a significant impact on
preventing the avoidable use of hospitals.

These working parties were:

Chronic Heart Failure

Chronic Obstructive Pulmonary Disease

Community-hospital Interface

GP-hospital Interface

Integrated Care for Clients with Complex Needs

Mental Health, and

Technology.

This report presents the findings of the GP-hospital Interface Working Party.

The working party reports build on the information presented in the HARP
Background Paper and have been produced to assist in designing projects
for the 2003-04 HARP funding round.

The Department of Human Services would appreciate any comments,
suggestions for further work or other feedback you may have on the contents
of the working party reports. These can be forwarded to the HARP Project
Officers, lan Coverdale at ian.coverdale@dhs.vic.gov.au or Paul Williamson
at paul.williamson@dhs.vic.gov.au and will be considered as we further
develop the evidence around preventive initiatives.
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After Hours. There are a number of definitions of ‘After Hours’
as it relates to general practice. However the most common
definitions include all day Sunday, all public holidays, and
Saturdays after 1pm. On weekdays after hours is normally
considered to be 6pm - 8am.

Australian Health Minister’s Advisory Council.
After Hours Primary Medical Clinic.
Australian Institute of Health and Welfare.

Conditions for which hospitalisation is avoidable through
prevention and early intervention delivered in non-bed
based settings.

Acute Primary Care Liaison. A number of APCL positions

have been funded by the Department of Human Services
through HARP within metropolitan public hospitals. The various
projects are aimed at improving communication between
hospitals and the primary care sector.

Centre for General Practice Integration Studies, University of NSW.
Chronic Heart Failure.
Chronic Obstructive Pulmonary Disease.

Department of Health and Aged Care (Commonwealth)
Name from October1998-November 2001.

Local organisations of general practitioners, funded primarily by
the Commonwealth Government, to improve health outcomes for
patients by encouraging general practitioners to work together
and with other health professionals to upgrade the quality of
health service delivery at the local level.

Department of Health and Ageing (Commonwealth)
Name from November 2001 to current.

Emergency Department of a hospital.

Effective Discharge Strategy. A Victorian initiative to improve
discharge planning and practice.

Enhanced Primary Care.
General Practitioners.

Organisational structures and processes that link GPs with
aspects of the hospital’s functioning and/or that link hospital
units or services with GPs.

General Practice Divisions Victoria. The peak organisation for
divisions of general practice in Victoria.
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GPLOs

HARP
HITH

MBS

MoU
NDHP

PCT

PIP
PCPs

RACFs

Transitions
of Care

General practice liaison officers. In Victoria these positions
have primarily been established to improve the communication
between a hospital and the relevant GPs in the area served by
the hospital.

Hospital Admission Risk Program.
Hospital in the Home.
Information Technology.
Medicare Benefits Schedule.
Memorandum of Understanding.

National Demonstration Hospitals Program. This is a
Commonwealth funded program to improve the functioning of
hospitals. There have been three completed phases each with
a different focus. NDHP3 focussed on integration. Currently the
fourth phase is in progress with an emphasis on aged care.

Primary Care Type. This is used in relation to people attending
EDs who might otherwise be responded to within a general
practice environment.

Practice Incentives Program.

Primary Care Partnerships bring together coalitions of primary,
acute and continuing care agencies for planning and service
development activities for defined catchment populations in
Victoria.

Residential Aged Care Facilities. These facilities include nursing
homes and hostels.

The transfer of patient care and information between settings,
health professionals and services.
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Executive summary

The Victorian public health system, like others in Australia and internationally,
has been experiencing unprecedented and sustained increases in demand.

The increasing demand has placed added pressure on hospitals with demand

for medical admissions to public hospital services in Victoria growing consistently
at 3-4% per annum.

The demand pressures are particularly being felt within the metropolitan public
hospital sector where emergency admissions have grown at 7-8% per annum.
Within these demand pressures, primary care type presentations to emergency
departments (EDs) have been increasing and now constitute 37% of presentations
in metropolitan EDs while at the larger provincial cities participating in Hospital
Admission Risk Program (HARP) they are estimated to average just over half of

all ED presentations.

As part of an integrated demand management strategy HARP is developing
preventive initiatives to reduce the demand pressures on hospitals, by averting
the avoidable use of emergency departments and inpatient services. GPs are the
most frequent point of first contact with the health care system and have a crucial
role to play in the treatment, care and maintenance of people in the community.

While the interface between GPs and hospitals is extremely important with regards
to better care for patients, there has been a strong sense across both general
practice and hospitals that it has not worked as well as it should. With the burden
of iliness increasingly being felt in chronic conditions and ambulatory care sensitive
conditions it is essential that the best interface possible be achieved. The HARP
Reference Group established the GP-Hospital Interface Working Party to better
understand this interface from a preventive perspective, to identify both barriers
and opportunities, and with the 2003-04 funding round in mind, identify
opportunities from the range of incentives that do exist.

The Working Party relied heavily on the GP Hospital framework developed by the
Centre for General Practice Integration. This conceptualised the interface in terms
of four key purposes, including to:

foster the relationship between GPs and hospitals

improve the transitions of care for patients

shift the care of patients to the most appropriate setting, and to
prevent the need for acute care.

With respect to these purposes the Working Party concluded the following:
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Fostering relationships between GPs and hospitals

The fundamental building block for all GP hospital interfaces is the fostering of
relationships between GPs and hospitals. However a consistent theme from the
consultations conducted for this project was that a cultural divide exists between
GPs and hospitals. At an operational level liaison positions are clearly important

in facilitating communication across the interface and bridging the gap created
through the cultural differences between GPs and hospitals. It is evident though
that liaison positions and other initiatives will flounder unless there is clinical
leadership and executive support from within hospitals, and leadership from within
general practice to improve the interface and support the changes required through
strategic, resourced and specific structures and processes.

The HARP funded Acute Primary Care Liaison projects provide an impetus to foster
this level of communication. However, the Working Party considers that a stronger
conceptual and governance framework is required to take full advantage of the
opportunities that these roles present.

Managing transitions of care

Qualitative data from the consultations identified a number of positive developments
around the transfer of information between hospitals and GPs. While the evidence
points to the significance of sharing information about patients in preventing
admissions and reducing length of stay in hospital, the timely receipt of legible
discharge summaries continues to be of concern as does the lack of information
from EDs to GPs regarding treatment of patients. Ongoing work is required to roll
out and expand the areas of good practice that do exist.

Shifting care to the most appropriate setting

The literature shows that shifting care to the most appropriate settings has the
most demonstrated health and economic benefits, but there are constraints to
capitalising on the opportunities that this presents. Shared care, Hospital in the
Home (HITH) and post acute care all provide opportunities for shifting care to the
most appropriate setting. Within a prevention framework there are constraints in
remuneration arrangements for general practice in some areas as a consequence
of the division of Commonwealth-State funding responsibilities. This is evidenced
in the payments for after hours primary medical clinics (AHPMCs) located in
hospitals or managed by hospitals.

While there is scope for increasing the implementation of community based or
shared care involving GPs, the consultation identified that general practice is
currently overwhelmed with demand and has not got spare capacity to provide
preventive services to those at risk of hospitalisation. Practice nurses do provide
additional scope within general practice but there are workforce issues limiting
their utilisation.
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Preventing the need for acute care

The literature highlighted the opportunity for case management as an intervention
to prevent hospitalisation of those at risk. There have been a number of initiatives
utilising this approach developed under HARP and while there are some indications
of their broad effectiveness they have not engaged general practice in a
systemmatic way. It is important that future case management and disease
management models developed under HARP actively engage with general practice.
This will require that projects understand the opportunities to develop integrated
models of care through capitalising on Commonwealth priorities and initiatives.

Recommendations

The Working Party identified that the key to driving and supporting GP hospital
collaboration is to look for areas of mutual gain. In considering the four key purposes
of the GP-hospital interface, the Working Party developed the following
recommendations.

Better working relationships between GPs and hospitals
Communication between hospitals and GPs is not as effective as it could be.
It is recommended that:

The HARP Reference Group with the Department of Human Services provide

the lead in facilitating hospitals and relevant divisions to assess the efficacy of their
current communications structures and processes with a view to ensuring strategic,
resourced and specific structures and processes are in place.

General practice should be included as a key stakeholder in the community-hospital
partnerships which are formed to respond to the 2003-04 HARP funding round

(see the Community-Hospital Interface Working Party report for a description of
these partnerships).

Acute Primary Care Liaison initiatives represent a significant investment of HARP
funds on a recurrent basis and while there are individually strong models as a
cluster of projects they lack an adequate framework. Consequently outcomes are
inconsistent and activities undertaken within initiatives are not necessarily well
targeted to the objectives of HARP.

It is therefore recommended that:

The HARP Reference Group and the Department of Human Services establish and
implement a framework for Acute Primary Care Liaison initiatives. The framework
should build on the good models that currently exist and should:

* identify the objectives and scope of this funding

* encourage governance arrangements that incorporate both hospital and
GP participation in the initiative
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* mandate executive and clinical leadership from the hospital as being necessary
aspects of the design of APCL initiatives

* determine good practice and promote its implementation across the initiatives
funded.

The 2003-04 funding round should not consider the development of further Acute
Primary Care Liaison initiatives. Additional funding for Acute Primary Care Liaison
initiatives should not become available until the framework recommended above

has been established.

Managing transitions of care

For better management of people at risk of hospitalisation good quality discharge
information, discharge communication and discharge planning is essential to
facilitating GPs being able to provide effective care across the hospital-general
practice interface.

It is therefore recommended that:

The Department of Human Services should consider implementing an effective
discharge collaborative that targets the smooth transition of care between the
hospital and general practice interface.

Hospitals recognise their responsibility in providing safe discharge and demonstrate
a commitment through executive leadership to implement

resourced strategies that ensure effective infrastructure and operational procedures
to support good discharge planning. This should explicitly include protocols and
procedures for effective transfer of agreed clinical and pharmaceutical information.

The Department of Human Services coordinate with hospitals the development
of protocols for providing timely notification to GPs, of treatment provided to their
patients within ED, subject to privacy principles.

Hospitals and the Department of Human Services continue to audit the discharge
indicators and the Department of Human Services to provide publicly available
comparative reports.

Shifting care to the most appropriate setting

General practice requires additional capacity to provide preventive services
to people at risk of hospitalisation.

It is recommended that the 2003-04 HARP funding round should promote
submissions for targeted initiatives which shift care to the most appropriate
setting for those at risk of hospitalisation. In particular initiatives should be
encouraged that support GPs to better manage patients and may involve the
wider use of practice nurses.
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The development of adequate business and service models for after hours treatment
of primary care type patients is constrained by the lack of clarity as to the Medicare
funding arrangements applying to After Hours Primary Medical Clinics provided in
hospital environments or managed by hospitals.

It is therefore recommended that:

The 2003-04 HARP funding round exclude submissions for After Hours Primary
Medical Clinics.

The Department of Hurman Services identify and work towards a resolution on this
issue in the negotiations with the Commonwealth on the Australian Health Care
Agreement and progress targeted solutions in a strategic manner.

Preventing the need for acute care

HARP and Commonwealth initiatives should be linked to ensure that integrated
management practices for the care of people at risk of hospitalisation are
encouraged.

It is recommended that:

Targeting of HARP initiatives should be informed by the Commonwealth priorities
and initiatives, particularly in relation to general practice.

The 2003-04 HARP funding round should promote the development of initiatives
which utilise the Medicare Schedule Benefit items under the Enhanced Primary
Care, Chronic Disease Management categories and Home Medication Review
to enhance the capacity of general practice to prevent hospitalisation of those
people at risk.
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1. Background

The Victorian public health system, like others in Australia and internationally,
has been experiencing unprecedented and sustained increases in demand.
There are a range of factors that are contributing to this demand including:

+ the ageing population

* new treatment options through advances in medical technology

+ areduction in the availability of GPs for home visits and after hours care
« the shortfall of residential aged care beds relative to demand

« workforce shortages, particularly of nurses and

+ societal changes that have led to a reduction in the capacity of the informal carer
network in the community.

The increasing demand has placed added pressure on hospitals with demand for
medical admissions to public hospital services in Victoria (and other States) growing
consistently at 3-4% per annum. The demand pressures are being particularly felt
within the metropolitan public hospital sector where emergency admissions have
grown at 7-8% per annum.

Over time the cumulative effect of these pressures has exceeded the capacity of the
acute public health system to respond. Particularly between 1999 and 2001 there
were periods when access to emergency services was limited resulting in delayed
admissions for emergency patients, and increased occasions of ambulance bypass.
Additionally, elective surgery waiting times increased as elective surgery has been
reduced to accommodate greater pressure on emergency services.

In May 2001 the Victorian Government committed $582 million over a four year
period through the Hospital Demand Management (HDM) Strategy to strengthen
the capacity of the health system to manage the increasing demand pressures.

The HDM Strategy focuses on the service system as a whole rather than on
fragmented or single organisations. It promotes appropriate pathways for people
using health care services and encourages models of care that respond to current
demands for health services. Collaboration between health providers is emphasised
under this new approach.

Key aspects of the HDM Strategy are:
+ Creating extra capacity through funding growth

+ Relieving pressure on hospital beds and emergency departments through diverting
people to alternative options where clinically appropriate

» Working with clinicians to improving patient management practices and

+ Implementing a prevention strategy to reduce demand pressures - Hospital
Admission Risk Program (HARP).
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In the first year (2001-02) of the HDM Strategy there was marked improvement in
key indicators used to monitor health system pressure. Occasions of ambulance
bypass at HDM hospitals decreased by 56% on the previous year while the
percentage of people admitted to wards within target waiting times increased from
74% to 80%. The Victorian Government is building on these successes by extending
the period of the HDM Strategy by two years to June 2007. In addition, the scope of
the HDM Strategy has been broadened to encompass elective demand pressures'.

The Hospital Admission Risk Program

HARP is a major component of the HDM Strategy. It was established in November
2001 with the aim of implementing a prevention strategy to reduce the demand
pressures on hospitals, by averting the avoidable use of emergency departments
and inpatient services.

HARP targets prevention initiatives that are the most likely to be effective and deliver
tangible and demonstrable outcomes. These initiatives focus on people who have

a manifest health need, often where their disease is chronic or complex. Priority is
given to high volume conditions and/or frequent users of the acute public hospital
system.

Although HARP is targeting demand pressures on acute public hospitals it spans the
continuum of care. The emphasis is on better supporting and proactively managing
people in their homes and within the community rather than reactively responding
to acute exacerbations of their conditions. By strengthening the continuum of care
through a more integrated and cooperative service system, with clearer pathways
and enhanced models of care that are patient centred, it is expected that patients
will be more effectively cared for. This will occur through:

supporting people’s independence and capacity to maintain their health status
within the community

clearer clinical pathways delivering better continuity of care

increasing capacity within the health system to respond to the health needs of
people

creating greater cohesion between the public hospitals and the primary care and
sub acute sectors and

developing responsiveness in services and proactive management of health needs.

As an outcome of more effective management of patients across the continuum
of care the preventive initiatives implemented are expected to reduce the rate of
growth in the demand for public hospital services for targeted conditions and
groups of people.

Figure 1 provides an outline of HARP.

1 Further information on the HDM Strategy can be found at http:/ /www.health.vic.gov.au/hdms/
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HARP Reference Group

The Department established a HARP Reference Group to bring together a range of
key stakeholders with an interest and expertise on prevention and hospital utilisation
to provide advice on:

Target population groups or conditions with most potential for preventing
hospitalisations

Models of care that have demonstrated efficacy
Trends in morbidity and care options

How to evaluate programs funded under HARP and
Allocation of HARP funds.

In July 2002 the HARP Reference Group established a series of working parties

to undertake detailed work in priority areas that provide opportunities to have
significant impact on the health status of people at risk of hospitalisation. The
Working Parties completed there work in February 2003 and have each produced a
report to contribute to the evidence base around prevention initiatives. The release
of the reports has been timed to inform the 2003-04 HARP funding round.

The seven Working Parties are:

Chronic Obstructive Pulmonary Disease
Chronic Heart Failure

Community-hospital interface

GP-hospital interface

Integrated care for clients with complex needs
Mental Health and

Technology.
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Figure 1 Outline of HARP

Hospital Admission Risk Program

Preventative models of care developed collaboratively
between acute and community providers, targeting manifest
health needs and high users of the public hospital system

Reduced preventable
Reduced need for - ED presentation

emergency response and/or hospital

(re)admissions

\

Reduced demand pressure on EDs & hospital inpatient beds
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The GP-hospital interface

In Victoria approximately 85% of the population see a GP at least once a year.

This makes GPs the most frequent point of first contact with the health care
system. GPs have a crucial role with respect to continuity of care for people and
as gatekeeper to other services within the health care system. GPs are particularly
well placed to take a key role in the treatment, care and maintenance of people in
the community, thereby preventing the need for people to use hospital services.

A range of systemic and other changes over time, however, have impacted on the
clinical and business practices of operating GP clinics such that practice boundaries
have become more constrained. One such constraint has been the funding models
applied to GP services, which until recently, have not provided incentives for
proactively managing patients care.

The division of responsibility between the Commonwealth and States for the funding
of GPs and hospitals respectively has reinforced these constraints. Whilst being
mindful of the systems issues, at an immediate operational level there are a range of
incentives, models of care, interventions and structural arrangements being enacted
that do enhance the continuum of care between GPs and hospitals and provide
better ways to manage peoples’ health.
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2. Methodology

The methodology used to produce this report involved a literature review, analysis
and interpretation of relevant data, and a consultation process with key stakeholders
involved in projects spanning the GP hospital interface.

Literature review

The literature review focussed on recent evidence regarding effective models of
GP-hospital collaboration primarily from Australia with some examples from Canada
and New Zealand. The literature included in this review targeted two themes:

1) the models of GP-hospital care and their effects, and

2) the factors that promote effective GP-hospital collaboration and barriers to
effective collaboration.

It was beyond the scope of this project to undertake a detailed critical review of
the literature and source original research.

Data analysis
The data analysed for this report involved:

The Victorian Emergency Minimum Dataset (VEMD) for the 2001-02 year.
The analysis focussed on people presenting to EDs who may have been able
to be managed in a primary care setting ie primary care type patients (PCTP).
As there is no definitive agreement on what a primary care type patient is,

an indicative set of characteristics was used as a basis for estimating the
primary care type demand on EDs.

The Victorian Admitted Episodes Dataset (VAED) for the 2001-02 year. The analysis
utilised the Departments Public Health Branches Ambulatory Care Sensitive
Conditions (ACSC) Study and presents the data for the 19 hospitals participating
in HARP on the basis of separations for ACSCs by statistical local area.

It had been anticipated that Health Insurance Commission data would also give
some indication of trends in after hours primary medical care. However, this
data was not available as considerable after hours care is billed at the standard
consultation rate due to Medicare regulations and cannot be disaggregated
from the available data.

Consultation with key stakeholders

The purpose of the consultations with key stakeholders was to capture their
perceptions of the structures and processes involved in facilitating preventive
practices across the interface between general practice and hospitals.

The consultations focussed on what these structures and processes were,

what supported them, what the barriers to them were and what the opportunities
for further development are.
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Group consultations were held with eight of the sites where HARP funded Acute
Primary Care Liaison initiatives are operating. The consultations involved senior
staff and representatives from both hospitals and divisions of general practice.

A structured questionnaire was also used to collect information from those hospitals
and the divisions of general practice that are involved in HARP initiatives that have
an interface with GPs, but were not included in the face to face consultations.

Structured telephone consultations were held with the executive sponsors of three
HARP funded projects that were identified as having innovative approaches.

To capture the experience of people who are working as Acute Primary Care Liaison
Officers or GPLOs a GPLO workshop was also held.
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3. Literature review

In examining the literature relevant to the GP-hospital interface in relation to HARP,
two broad themes were identified:

The models and outcomes of the attempts to strengthen the interface, and
The factors that were identified as achieving effective collaboration.

The Centre for General Practice Integration Studies (CGPIS), at the University

of New South Wales, has recently produced the major Australian contribution to
enhance understanding of the GP-hospital interface in their publication entitled
“GP-Hospital Integration, What have we learnt?” (2001). This report provides a
framework for considering the models available, a collation of the available literature
on the outcomes of implementing a range of different models, and material on the
emerging factors in effective collaboration. The literature review undertaken for this
project utilised the CGPIS framework and supplemented it with materials that have
become available since publication of their report.

3.1The range of GP-hospital interfaces and their effects
CGPIS (2001) define the four main purposes of GP-hospital integration as:
Building better working relationships between GPs and hospitals

Improving transitions of care

Shifting care to the most appropriate setting and

Preventing the need for acute care.

The Centre suggests that the range of GP-hospital integration models or program
types can each be assigned to one of these main purposes, although a model,
such as shared care, may impact on more than one purpose.

Building better working relationships between GPs and hospitals

The evidence for the effects of relationship building activities is difficult to gather.
However CGPIS (2001) suggest that the main outcome is ‘enhanced collaboration’,
and ‘improved integration of services.” According to CGPIS (2001) the evidence
suggests that how these relationship-building activities are conducted is as
important as what model is chosen. The evidence can be summarised as follows.

Model Outcomes
Memorandums of Valuable, if hospital commitment and representative of GPs.
Understanding (MOUs) Communication between people (especially face to face) is

more important than written agreements.

GPLOs Implementation of other initiatives, if focus is on organisational
relationships and systems change.
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CGPIS (2001) conclude ‘there is increasing evidence that the simple fostering of
connections and relationships between GPs and hospitals is a fundamental building
block in the development of good working partnerships and successful integration
initiatives’.

Improving transitions of care

The following table produced by CGPIS summarises the results of studies examining
attempts to improve transitions of care between GPs and hospitals.

Model Outcomes

GP hospital communication  Increased provider satisfaction
May reduce adverse events
Reduced service duplication
Increased communication between providers
Improved community based follow-up

ED-GP notification Improved follow-up and continuity of care
Higher provider continuity leads to lower ED use

Discharge planning Increased patient satisfaction
Reduced length of stay
Reduced re-admissions
Improved community based follow-up

Pre-admission planning Cost effective
Increased patient satisfaction
Reduced service duplication
Reduced day of surgery cancellations
Improved community based follow-up
Increased GP skills

Shared care Cost effective in some programs
(eg cancer, mental health) (Increased patient/carer satisfaction)
Increased provider satisfaction
Reduction in hospital admissions
Reduction in length of stay
Increased communication between providers

The evidence indicates the transitions of care models have the strongest track
record with improving satisfaction and achieving better service utilisation (CGPIS).
Shifting care to most appropriate setting

The following table outlines the outcomes from studies examining attempts at
shifting care to the most appropriate setting:
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Model Outcomes

Hospital diversion from ED  Reduced hospital admissions through social intervention
Difficult to demonstrate cost effectiveness

Hospital in the Home Some improved health and functional status
(Rehabilitation, stroke, older medical)
Less hospital related iatrogenic complications
Increased patient satisfaction
Some decreased carer satisfaction
Increased hospital bed availability
No increased incidence of adverse events
Mixed evidence re cost effectiveness

Home rehabilitation More effective than hospital based
Increased patient satisfaction

Post acute care Increased patient satisfaction
Less hospital related iatrogenic complications
Cost effective for some conditions
Reduced length of stay
Reduced re-admissions

After hours No increased incidence of adverse events
Cost savings compared to ED care

GPs in ED Utilise some or more resources as well as usual ED staff

Shared care See above

CGPIS conclude that the shifting care to the most appropriate setting has the most
extensively demonstrated health and economic benefits.
Preventing the need for acute care

This table sets out the reported outcomes from studies examining attempts at
preventing the need for acute care.

Model Outcomes
Shared care (diabetes, Improved health status (diabetes, cardiovascular disease)
cardiovascular disease, Improved functional status (aged care)

drug and alcohol, aged care) Reduction in hospital admissions

Case management Increased patient satisfaction
Reduced service use but resource intensive
No reported cost savings
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While the models aimed at preventing the need for acute care have the lowest
number of demonstrated outcomes they are the least common area for programs
to be developed in and the hardest to evaluate. Case management and shared care
are both reported as having both had some success.

Conclusions

CGPIS conclude that benefits have been associated with a range of models, but that
evidence is limited on how to best target activities. It is also clear that the different
stakeholders each value different outcomes and that the consumer view is barely
considered. The CGPIS report hints that outcomes for projects may not translate
into ongoing outcomes for system change particularly given the high levels of
demand both on hospitals and general practice. To achieve sustained outcomes
‘the boundaries between general practice and hospital care (may need to) become
semi-permeable’, ‘allowing more flexible responses to health issues as they arise’.

3.2 Factors in effective collaboration

Developing a stronger interface between GPs and hospitals will clearly involve
effective collaboration. For this reason the literature was examined to identify key
lessons to support collaboration across different sectors of the health system.

Walker et al (1997) provided a definition of collaboration as “the process in which
several agencies make a formal, sustained commitment to work together to
accomplish a common mutually enhancing mission”. Walker found that the success
of collaborative relationships is contingent on mutual gain and varied benefits
between the parties involved. Identifying the potential gains and the drivers at
different levels is seen as a fundamental step to effective collaboration.

Harris et al (1995) outlined six conditions for effective intersectoral action.
The sectors or organisations need to have:
+ ldentified the necessity to work together to achieve their goals
+ Opportunities in the environments in which they are operating for action to occur
+ The capacity to take action
+ Developed a relationship to enable them to take action
+ Planned, implemented and evaluated the action to the satisfaction of each and
+ Achieved sustainable outcomes.

Each of these conditions can be affected by factors at the different levels of
government and at the local level.

At the local level Lippmann (2000) delineated the motivators for GPs and
hospitals to communicate. In short, to reduce demand and shorten length of stay,
hospitals need a responsive primary care sector that is accessible and provides
comprehensive services. To better manage people with chronic illnesses and
co-morbidities who may be bouncing back and forth from acute care, GPs need
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a responsive acute care sector that is accessible and can effectively communicate.

CGPIS (2001) suggests that all parties have a financial motivation to improve the
interface. Consumers also need a better GP-hospital interface to have access to
high quality health care, with a coordinated and timely approach to care delivery,
that avoids repeat investigations, and provides opportunities for them to actively
participate in their own care (Alexander 2001a).

CGPIS notes that a major structural barrier to collaboration and integration is the
Commonwealth/State division of responsibility in health in Australia, with the
Commonwealth largely responsible for general practice and pharmacy, while
hospital care is the domain of State and Territory Governments. Thus no one
authority is responsible for bringing together common functions between GPs and
hospitals or general continuity of care, and there is no common funding system to
underpin the commitment to a common goal.

This barrier is manifest in the inadequate or unclear incentives and fee structures
for GPs to participate in models such as shared care, HITH, case management,

pre admission assessment, after hours care; and insufficient incentives for hospitals
to participate in acute care prevention.

At the local level, barriers are created by issues of capacity such as an inadequate
community based allied health and community support workforce, and the limited
access to specialist diagnostic services. Variability in GP practices, capacity and
interest is also a barrier. At the hospital level inadequate information technology (IT)
and privacy infrastructure impedes external communication, as does limited hospital
commitment to GP hospital communication (CGPIS 2001 p35-42).

As Lippmann (2000) notes, the pressures on hospitals mean that they have become
increasingly highly specialised with each ward and each program operating in a way
that suits their area of specialisation, providing ‘brief, high level and intensive health
care’ (CGPIS 2001 p 6). This has created difficulties in the relationships with the
wider community served. The pressure on hospitals is evident in studies showing
that hospital practices often do not match hospital policy, for example in discharge
planning (CGPIS 2001).

On the other hand the pressures on GPs have been to incorporate a broader range
of skills and to become more generalist. Thus, for example, in addition to dealing
with sick people, GPs are encouraged to be involved in health promotion, population
health, and the social aspects of health, and to be immediately and financially
accessible most of the time to most people (Lippmann 2000). With these markedly
different drivers and competing interests it is not surprising that GP interest in
communication with hospitals is highly variable.

CGPIS (2001) suggests that within this scenario there is a small area of overlapping
interest or ‘necessity’ where current and future GP-hospital integration activity lies.
It is within the area marked by X on the figure below where the overlap of interest
occurs and provides the opportunity for collaboration.
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Figure 2 GP-hospital integration

Numerous authors have noted general barriers to collaboration between health
service providers in developing coordinated approaches to patient care. Often they
are issues of opportunity and capacity. Thus in a Canada Transition Fund project in
Ottawa, barriers to collaborative practice included the fee for service funding model;
the lack of training in collaborative practices in current education programs; and the
lack of clarity regarding medico-legal issues associated with interdisciplinary
decision making (Mable and Marriott 2002).

In another Canadian Transition Project in Alberta “time and geographic restraints
were challenges to a collaborative arrangement to improve care for patients with
diabetes or osteoarthritis” (Mable and Marriott 2002). Lewis (2002), taking an
overview of the Canadian Health Transition Fund projects, noted that “cross-sectoral
care poses challenges regarding the collection and sharing of information across
traditional organisation and professional boundaries without undermining
consumers’ sense of privacy and confidentiality”.

Based on all three phases of the National Demonstration Hospitals Program
(NDHP), Alexander concludes that a consistent barrier to implementing innovation
has been a lack of efficient information systems capable of producing valid reliable
data. NDHP3 clearly identified that information is vital to implementing any change
management program (Alexander 2001 b).

Findings from the Australian Coordinated Care Trials (Commonwealth Department
of Health and Ageing 2001a) indicate other capacity barriers to effective
implementation of collaborative activity such as:

+ a collaborative activity, such as a trial, is a peripheral activity for each of the
stakeholders and, as such, each party’s’ investment in governance is necessarily
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small. A steering committee may not necessarily have the expertise and resources
to provide good governance processes and

both the depth of resistance and the time it takes for change to be implemented is
underestimated.

The Coordinated Care Trial work also found that relationship barriers were a major
factor such that:

sustainable change cannot occur where there is unequal control over decision
making or with one party ‘bullying’ the smaller players, and

in implementing substantial change, role confusion and conflict often arise.

Strategies to strengthen the interface - higher level

CGPIS identifies that a number of strategies are being implemented to address

the barriers. It notes Commonwealth policy initiatives such as; the GP Strategy,

the Divisions program, Divisions and Hospitals Integration Program, Coordinated
Care Trials, National Demonstration Hospitals Program, private sector discharge and
HITH trials, After Hours Primary Medical Care Trials, and the introduction of the EPC
MBS items for GP participation in discharge planning. Of these initiatives Australian
integration commentators agree that the primary factor assisting the objectives of
GP-hospital integration has been the establishment of Divisions of General Practice
to enable a formal mechanism for interaction with GPs (CGPIS 2001). Divisions have
been a major contributor to the capacity of GPs to constructively participate in
change strategies.

Reports outlining the NDHP3 experience in integrating health services are very
positive, particularly in regard to shifting organisational culture to create an active
interest in collaboration across services (Alexander 2001 b).

CGPIS (2001) also outlined some State and Territory policies and funding programs
to address GP-hospital interface problems such as GP policy, GP Liaison Officers,

IT communication strategies, HITH, discharge strategies, pre and post acute care
programs, elective care management strategies. The results of some of these
programs are outlined in Appendix 3: Examples of effective models of GP hospital
collaboration from the literature. In general terms the findings suggest that such
statewide strategies encourage effective collaboration from the highest level but are
patchily implemented. They create opportunities but are not necessarily supported
in terms of relationships or capacity.

Looking internationally Lewis (2002) noted the lessons from the Canadian

Health Transition Fund projects include the value in contributing to planning,
implementation and evaluation by including research centres in the development
of large and complex projects, taking 3-5 year time frames, and providing a staged
approach to health service improvements.
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The need for substantial timeframes is also affirmed in the NDHP3
recommendations (Alexander 2001 b) as is the fact that dedicated resources
are required to effectively implement change. Leutz (1999) in documenting the
lessons from integrating services in the USA and the UK suggested there were
at least three types of essential costs associated with integrating services:

« Staff and support systems costs including clinicians’ time in deciding how to
work together, staff training and clinical information systems to support this

+ Service costs being new service funding designated for the purpose and

« Start-up costs for demonstration projects and for replication.
Thus the Government role is essential in delineating the necessity to work together
in terms of policy directions, and in providing the opportunities and capacity to
undertake effective intersectoral action.
Strategies to strengthen the interface - local level

CGPIS (2001) conclude from the range of literature they reviewed that the
key success factors in effective GP hospital collaboration focus on capacity,
relationships, planning and evaluation as follows.

Key success factors in effective collaboration

* Involve all stakeholders

* Incorporate managerial and clinical leadership

+ Ensure stakeholders and change agents have a sense of local ownership
» Engage GPs well (often through personal communication)

+ Work to a well developed plan with some flexibility and adequate time

+ |dentify possible outcomes at the start and put evaluation processes in place
+ Establish communication structures

+ Use evidence based models and tools

+ Utilise strategies to embed change and ensure sustainability

+ Share tools and findings

* Have supportive high level policies and

» Have infrastructure and investment to support the innovation.

Failure occurs where there is a lack of stakeholder involvement, failure to engage
GPs and unsuccessful methods of communication.

CGPIS (2001) indicate that the key minimum success factors are to create a guiding
coalition, communicate the change vision, and generate short-term wins.
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The NHS Centre for Reviews and Dissemination (1999) affirms the CGPIS findings
and add the need for incentives for change such as financial reward, resource
reallocation, education and training, performance feedback and empowerment.
The NHS document notes that successful strategies are likely to have significant
costs attached to them and will need to be adequately resourced.

In Australia several Coordinated Care Trials experienced difficulties in achieving
effective collaboration (CDHAC 2001a). The following lessons to reduce difficulties
in collaboration are provided from that experience:

the organisational change aspects of collaborative efforts need to be given
prominence. Change should be introduced in smaller components over a longer time

there is a fundamental need for effective communication strategies to ensure
mutual understanding

where possible existing mechanisms should be used particularly when it comes to
engaging GPs

incentives for GP participation need to be built in, whether this is in terms of clear
patient benefits or other personal rewards for GPs and

the Division’s involvement in and leadership is fundamental to GP engagement in
a collaborative activity.

Internationally in a successful large scale capitation project in regional Canada,
Mable and Marriott (2002) report that effective collaboration resulted from the
establishment of a planning forum under medical leadership, doctors being paid
for time spent on organisational and management activities, nurses being hired

to work in medical centres, and the development of a communication system for
transmitting clinical information between practitioners and institutions. Preliminary
results indicate an improvement in continuity and less use of hospital resources.

From the experience of NDHP Phases 1,2 and 3, Alexander (2001 b) identified
a number of key features of successful and sustainable project management of
which the following add to or affirm those identified above:

Strong executive support is maintained

Clinicians lead change management that directly affect patient care, and act as
champions to continue motivation

Consumers actively participate in the development and evaluation of projects

Organisational culture is identified, and ongoing commitment to cultural change
is supported

An experienced project manager is appointed
Project education is incorporated into the project plan
Project sustainability is continuously reviewed and

All participants are rewarded and recognised for the project’s achievements.
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In terms of GP Divisions’ experience of collaboration, Walker et al found that a key
success factor was a high level of face to face negotiation. They also found that
sustained commitment was more likely to be achieved when there were structures
and processes to foster commitment at the strategic level, the operational level,
and the practitioner level (Walker et al 1997). Thus at the local level the issues of
relationship, capacity, and planning need to be teased out in some detail in order
to achieve effective collaboration.

3.3 Summary

Most metropolitan and regional models of GP-hospital collaboration fit within four
main purposes of GP-hospital collaboration:

+ Building better working relationships between GPs and hospitals
+ Improving transitions of care
+ Shifting care to the most appropriate setting and
+ Preventing the need for acute care
The evidence from the literature shows that:

« fostering relationships between GPs and hospitals is a fundamental building block in
the development of good working partnerships and successful integration initiatives

+ the transitions of care models provide the strongest track record of improved
satisfaction and service utilisation

+ the area of shifting care to the most appropriate setting has the most extensively
demonstrated health and economic benefits and

+ the models aimed at preventing the need for acute care have the lowest number of
demonstrated outcomes probably reflecting that this is the least common area for
programs to be established in and also the hardest to evaluate.

Governments play a key role in providing the policy imperative, the opportunities,
and the financial capacity to undertake effective collaboration. At the local level the
divisions of general practice and hospitals have a key role in defining the local
necessity to act in partnership strategically, operationally and clinically, and in
nurturing the relationships required to carefully plan, implement and evaluate
actions to produce sustained outcomes.

The literature identifies the following key success factors for effective collaboration:
+ clinical leadership
+ engagement of GPs
+ communications and negotiation
+ attention to issues of capacity and reward for all concerned and

+ time and resources to build relationships and sustainable solutions.



Hospital admission risk program (HARP): GP-hospital interface working party report 23

4. Data analysis

4.1 Emergency department presentations

The Working Party was interested to consider the patterns of people using EDs
who may have been able to be managed in a primary care setting. While there

is no definitive measure of these primary care type patients, an approach initially
suggested by GPDV?* was followed which gives an indicative measure of the scale
of these types of presentations. The Victorian Emergency Minimum Dataset for
2001-02 was used and patients with the following characteristics identified as
primary care type patients:

did not arrive by ambulance

were not referred by a GP

were classified as triage category 4 or 5

were not admitted and

had a total ED length of stay less than 12 hours.

The data analysis was undertaken on all hospitals participating in HARP. Due to the
different characteristics of metropolitan compared to major rural EDs the results are
presented separately. The Royal Children’s Hospital was also analysed separately
due to the unique age characteristics of its patients.

Major metropolitan EDs

Table 1 shows the numbers of people and percentage of presentations for primary
care type patients at each of the major metropolitan EDs. It is apparent that there
are significant differences in patterns of use by primary care type patients across
these hospitals. The A1 hospitals, with the exception of the Royal Melbourne
Hospital, are consistently experiencing that about one third of their total
presentations are primary care type patients.

The pattern amongst the other metropolitan hospitals is considerably different
with all the other hospitals with the exception of Frankston having primary care
type patients make up far more of their presentations®. It is noticeable that outer
suburban EDs have significantly higher proportions of their patients who have
the characteristics of primary care type patients. Angliss Hospital with 56% of
patients being in this category, Sunshine (49%) and Maroondah (43%) have
particularly high rates.

2 GDV Policy Issues Paper No. 16, April 2002: GP Clinics and Hospital Emergency Departments

3 Itis likely that the data from Frankston is impacted on by the existence of an after hours primary
medical service operating within the hospital grounds.
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Table 1 Primary care type patients by metropolitan hospital

Hospital PCT patients % of all PCT out

of hours

Al Alfred 12,091 33% 7,501
ARMC Austin 12,358 33% 8,266

MMC Clayton 16,706 33% 11,564

RMH 18,123 38% 10,917

St Vincents 9,773 32% 6,300

Al 69,051 34% 44,548
A2& B Angliss 19,389 56% 11,662
Box Hill 12,105 34% 7981

Dandenong 15,711 37% 11,464

Frankston 8,327 21% 5,798

Maroondah 13,302 43% 8,250

Northern 17,052 38% 12,292

Sunshine 23,505 49% 15,162

Western 11,648 37% 7,331

A2&B 121,039 39% 79,940
All 190,090 37% 124,488

Data on the individual metropolitan EDs participating in HARP are presented in
appendix 4.
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Table 2 shows the 20 highest volume primary diagnoses attributed to primary care
type presentations.

Table 2 Top 20 primary diagnoses for PCT presentations

Diagnoses Diagnosis descriptions Presentations
2099 FOLLOW UP EXAM AFTER UNSPEC RX FOR OTH COND 7,447
B349 VIRAL INFECTION UNSPECIFIED 5,921
S619 OPEN WOUND OF WRIST & HAND PART NOS 5,732
R104 OTHER AND UNSPECIFIED ABDOMINAL PAIN 5,584
S628 FRACTURE OTH/UNSPEC PARTS WRIST & HAND 3,905
A09 DIARRH & GASTROENTERITIS PRES INFECTIOUS 3,848
S0180 UNSPEC OPEN WOUND OF OTHER PARTS OF HEAD 3,812
S9340 SPRAIN AND STRAIN OF ANKLE NOS SITE 3,431
R69 UNKNOWN & UNSPEC CAUSES OF MORBIDITY 3,324
J069 ACUTE URTI UNSPECIFIED 3,067
L989 DISORDER SKIN & SUBCUTANEOUS TISSUE NOS 3,028
N390 URINARY TRACT INFECTION SITE NOT SPEC 2,748
S019 OPEN WOUND OF HEAD PART UNSPECIFIED 2,137
H669 OTITIS MEDIA UNSPECIFIED 1,978
M7919 MYALGIA SITE UNSPECIFIED 1,792
L039 CELLULITIS UNSPECIFIED 1,773
K529 NONINFECT GASTROENTERITIS & COLITIS NOS 1,693
K590 CONSTIPATION 1,608
R0O74 CHEST PAIN UNSPECIFIED 1,527
R11 NAUSEA AND VOMITING 1,494

NOS - NOT OTHERWISE SPECIFIED

This data indicates that 7,447 patients return to the ED for follow-up after
unspecified treatment for a condition that is not classified elsewhere. Other
conditions that involve more than 5,000 presentations include viral infections,
open wound of the wrist or hand, and unspecified abdominal pain.

Table 3 demonstrates the variation in primary care type patients across different
days of the week. The number of presentations for non-primary care type patients
is constant across the days of the week with primary care type patients accounting
for the variation observed. The major impact of primary care type patients occurs
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on Saturdays, Sundays and Mondays. Compared to the number of presentations
occurring on Tuesday-Friday:

Sundays have 48% more PCT patients presenting
Saturdays have 25% more PCT patients presenting
Mondays have 15% more PCT patients presenting.

This spike associated with the weekend is thought to be attributable to the
diminished access to general practice over this period of time. When time of day
of presentations is examined there is also a prominent spike in primary care type
presentations from 6pm to midnight on weekdays, with 21% more of these patients
being seen per hour than during the 9am to 6pm weekday period.

Table 3 Primary care type patients by day of the week

Average daily presentations, 2001-2002
Monday  Tuesday Wednesday Thursday  Friday Saturday ~ Sunday

Not PCT 923 871 863 874 894 876 865
PCT 532 484 460 447 455 579 685
Total 1,454 1,355 1,324 1,321 1,350 1,455 1,549
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When age is examined it is evident that children younger than 15 years of age
present far more frequently with primary care type characteristics (25%) compared
to when they present with non primary care type characteristics (14%). People over
the age of 64 are less likely to present with primary care type characteristics (10%)
than non primary care type characteristics (31%). Table 4 outlines this data.
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Table 4 PCT Patients by age group and hospital

0-14 15-64 65-69 70-84 85+
Alfred 161 10,498 354 881 197
Angliss 7123 11,278 284 582 122
ARMC Austin 2,393 8,329 453 1,018 165
Box Hill 2,888 7,827 392 826 172
Dandenong 4,923 9,944 262 524 58
Frankston 1,870 5,921 137 351 48
Maroondah 2,793 9,370 320 709 110
MMC Clayton 7,441 8,375 276 544 70
Northern 4,671 11,170 377 755 79
RMH 46 15,884 716 1,310 167
StVincents 58 8,658 305 667 85
Sunshine 13,105 9,730 222 405 43
Western 303 9,776 467 988 114

Table 5 All patients by age group, PCT vs not PCT

0-14 15-64 65-69 70-84 85+
Not PCT 44,940 178,200 16,595 59,881 21,859
PCT 47,775 126,760 4,565 9,560 1,430
Not PCT 14% 55% 5% 19% 7%
PCT 25% 67% 2% 5% 1%

There are marked differences in the patterns of presentation for primary care type
presentations for those under the age of 15 with the following hospitals having
significant above average rates of primary care type presentations for this age 