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This paper will start with my personal experience that collaboration between health professionals 
is essential to quality patient care. My question is how this can be achieved within the Australian 
health care system. I will outline the approach taken by the Central Australian Division of Primary 
Health Care and possible future directions.  

I had shoulder surgery in 1986 and since then have lived with limited movement of my left arm. 
This year a physiotherapist used me as a model for teaching and demonstrated the impact of 
surgery on the loss of muscle bulk and range of movement. She recommended rehabilitation. 
Three weeks after my physiotherapy consultation I had increased power and range of movement 
in my shoulder. For the first time in 18 years I could fold sheets with ease! 

Why did I live with unnecessary minor disability for 18 years? I trusted that the surgeon had 
treated me appropriately and accepted the outcome. After all limited movement was an 
improvement on dislocation each time I put something away on a high shelf. Even as a GP, I did 
not know what a physiotherapist could offer.  

Is it realistic for each health professional to know what other health professionals do? It is 
probably impossible. Our challenge is to create a health service that provides the optimum care 
from all the professions. We can do better than our current lottery of patients passing from one 
clinic or hospital to the next in an unco-ordinated relay race. 

Current connections 

Before we consider change, we need to review where we are. We have a health system 
designed to manage acute, isolated episodes of care. We have a population that is ageing and 
an epidemic of chronic disease. This mismatch is failing to provide optimum care despite our 
hard work and good intentions. 

One initiative to change emphasis from acute care to population health is the Division movement. 
Divisions of General Practice “provide the organisational structure for general practitioners to 
work together to improve quality and continuity of care, meet local goals and targets, promote 
preventative care and respond more rapidly to changing community health needs”.(1) 
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In Central Australia we have taken this further to become a Division of Primary Health Care. We 
believe that the principles of primary health care are the route to improved population health. 
Working with GPs in isolation is insufficient: multi-disciplinary teamwork is required and 
consumer input at all levels of decision making is vital. Our policy on primary health care is used 
as a framework for our strategic and operational decisions. The Yangulla Centre in Queensland 
has summarised these principles as: 

 a social view of health 

 the need to foster self-reliance 

 multi-disciplinary care 

 community defines need 

 individual and community participation 

 attention to high risk groups 

 prevention 

 broad range of strategies 

 inter-sectoral collaboration  

The Board of Governance has a majority GP membership. Four member organisations, the 
Aboriginal Medical Services Alliance of the Northern Territory, the Council of Remote Areas 
Nurses of Australia, the Health Consumers Voice of the Northern Territory, and the Services for 
Australian Rural and Remote Allied Health (SARRAH) each nominate a board representative. 
Practical examples of this policy are that the Division provided financial and in-kind support to 
those organising this conference, and we welcome allied health professionals to all our 
continuing professional development events. 

Along with other rural Divisions we run the More Access to Allied Health (MAHS) program, 
funded by the Commonwealth Department of Health and Ageing. This program has increased 
access to allied health. Through this program and the Better Outcomes in Mental Health Initiative 
94 Divisions provided 131 161 episodes of care in 2002–03 (2). In our Division we directly 
employ a dietician and a remote physiotherapist but operate a fund-holding system for access to 
allied health services for health-care cardholders in Alice Springs. Some argue that the program 
hides the inadequate access to allied health provided by the State and Territory governments. 

The announcement that allied health practitioners can access Medicare for services, provided 
that the patient was referred following an Enhanced Primary Care item, may also increase the 
link between general practice and allied health.  

Despite these changes the level of integration between allied health and general practice is low: 
do we feel more comfortable in our professional silos? 
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Future directions 

The ideal health service would be accessible, affordable, equitable and provide appropriate and 
timely care. Should we just leave health care to the free market and trust competition to create 
this ideal service? Or can the Division advocate for a different model? Could Divisions be the 
best organisation to implement comprehensive primary health care in Australia?  

Last year our initial discussions on the idea of a multi-disciplinary clinic in Alice Springs met with 
understandable opposition. If physical integration is not possible can we aim for virtual 
integration? Virtual integration would allow shared records and thus shared care. 

Models from overseas can give us ideas to think about. Reforms in the UK, the USA and in New 
Zealand have their advocates but rely on patient registration or membership of a private health 
fund. In New Zealand Independent Practitioner Associations fund-hold for groups of general 
practitioners and primary care services. Savings made on pharmaceutical costs are reinvested 
back into primary care services (3). In the UK Primary Care Trusts hold the funds for a region 
and purchase care, including some secondary care services (4). The Kaiser Permanente 
managed care system in the USA provides care packages, which transcend the traditional 
primary and secondary care boundaries. Better integration has improved patient outcomes and 
reduced costs (5). 

Could Divisions become the equivalent of Primary Care Trusts or Independent Practitioner 
Associations and take over the service provision for whole populations? Patients could retain 
their right to choose practitioners within the Division.  

The Division in Mount Isa has become the fundholder and service provider for allied health 
service provision in North West Queensland. Is this a model we should replicate in Central 
Australia? Nearer to home the Primary Health Care Access Program may be applicable to 
‘mainstream’ practice, particularly with its pooling of resources between State and 
Commonwealth.  

Summary 

There are increasing connections between Divisions and Allied Health but the connections could 
be stronger for the mutual benefit of patients and practitioners. At present there are more 
questions than answers as to how we strengthen the connections, but I hope this paper has 
given you a few ideas to contemplate. Our current system is failing and we have to change. Each 
new system will have its advantages and disadvantages, advocates and dissenters. We can 
either drive this change or wait for it to be imposed on us. Which would you prefer? 
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