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Why PCEMML is interested in this topic? 
  

• It addresses key strategic Medicare Local priorities to: 

 

• model and implement integrated services and forms of care. 

• improve clinician access to specialist advice and assistance so patients 

can be managed in the community.  

• improve quality outcomes for groups with poor health. 

• address health inequality and inequality in health delivery. 

 

• The strategy builds on our substantial investment in physical and 

mental healthcare 

• It is a social inclusion issue where there has been systematic under 

recognition and under treatment of people’s physical healthcare. 
 

 
 



What is the problem and why has it occurred?  
• Institutional and professional separation between mental health systems 

and primary care has lead to greater fragmentation.  

  

• Lack of collaboration in care arrangements between mental health and 

primary care. 

  

• People with long-term health conditions and ongoing mental health issues 

disproportionally live in disadvantaged communities with limited access to 

mainstream primary care. 

  

• General practice has not had the financial incentives (MBS items) to 

compensate for longer consultations. 

 

• Lack of knowledge of the health impact of antipsychotics and the correlation 

to lethargy/motivation for the individual consumer. 

 

• Stigma and tendency to blame the individual rather than the treatment and 

the illness. 



Background to the project 

• A Physical Health Care Working Group (PHWG) was established in 2012 to 
review and deliver physical health care within North Metro Health Service – 
Mental Health (NMHS MH). 

 

• The PHWG baseline audit of inpatient population at NMHS MH found many 
physical health investigations were not undertaken. 

 

• Abnormal investigation results were not identified regularly by clinical staff 
and treatment plans were not routinely implemented. 

 

• The PHWG recommended a number of interventions one of which is the 
development of primary health care services. 

  

• In collaboration with PCEMML and North Perth Medical Local a Project 
Control Group (PCG) was established for the initial phase of the project to 
target inpatients located within the Graylands Hospital site, extending out to 
other NMHS MH facilities and services overtime.   

 

 



Principles of  the approach  

 

 

• Improve the health status of people who currently underserved in primary care 

 

• Shared care between GPs and Psychiatry. 

 

• Integrated with the principle and practice of recovery. 

  

• Founded on substantive equality and ‘universality’. 

 

• Aims to build capacity and capability across each of the sectors. 

 

• Evidence-based contemporary primary care practice, chronic disease management and 
health promotion. 

 

• Primary care provided by primary care providers and mental health expertise used to 
support and assist primary care.  

 

• Shared multi-disciplinary governance (clinical, primary care and psychosocial 
rehabilitation). 

 

• Outcome focussed. 
 



Actions to date  

• Project Control Group chaired by NMHS. 

 

• Key project under the MOU between NMHS, North Metro 
Governing Council, PCEMML and PNMML. 

 

• Model of care drafted following extensive work on scoping of the 
project and engagement of key stakeholders. 

 

• Financial modeling underway. 



Overview of  the model 

 
 

• Replication of a (standard) primary care service to long staying residents 
in Graylands where consumers will be provided a full health assessment 
and ongoing care management as required. 

• Community clinic equivalent to that of the usual general practice. 

• Referral pathways to primary care are utilised in discharge planning – 
seamless pathway between hospital and community. 

• The care plan embeds the mental health and physical care and travels 
with the consumer. 

• Coordination of care between physical health and mental health is 
facilitated through the case manager or equivalent such as nursing or 
clinical staff. 

• Consumer education and support for self-management is provided. 

• Management of risk factors are integrated in a consumer’s recovery plan. 

• ‘Universal' approach to health assessments but supported by step-by-step 
care - intensive interventions for those who need it and primary prevention 
where required. 

 



The model builds on existing capabilities in 
StreetDoctor and Partners In Recovery 

 
• StreetDoctor currently engages vulnerable people and provides 

holistic primary care services. 

 

• StreetDoctor assists patients access general practice and maintain 
a relationship with a GP. 

 

• PIR will provide a pathway to primary care and general practice, 
and negotiations are underway for oral health services. 



Financial model and approach 

 
• There is no capacity to utilise MBS for delivery of primary care to 

hospital patients, thus the State is responsible. 

 

• Community clinics will be subsidised through access to appropriate 
MBS items along with resources from PCEMML. 

 

• There is the opportunity to explore new funding models and 
partnerships across sectors 



Challenges  

• Scope creep in the project and building the foundation. 

 

• Cultural and practice change across the relevant sectors. 

 

• Demand, cost and workforce. 

 

• Standardisation of the practices, care pathways and coordination. 

 

• The shared client record and other ‘glue’ to hold an integrated 
service together. 

 

• Perseverance and willingness to innovate 

 
 


