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Working with shared purpose to benefit the community and their health 
needs 

Jacki Ward1, Linda Richardson1 
1WA Primary Health Alliance, Country WA Primary Health Network 

The WA Primary Health Alliance (WAPHA), evolved from a partnership of like-minded organisations 
and commenced operations on 1st July 2015. It is the planning and commissioning body that has been 
contracted by the Commonwealth Government to operate the three Primary Health Networks (PHN) in 
WA—Perth North, Perth South and Country WA.  

WAPHA is the single point where primary health and social care comes together at State and local 
level and, as such, has been tasked with ensuring that health services delivered in the PHNs are 
required, equitable and affordable.  

The PHNs role is outcome based and it is to work at a system level to: 

• design health care models through co-design/co-production via community engagement and 
clinical leadership 

• shape the structure, as well as the components of supply, with an emphasis on: 

– increasing the efficiency and effectiveness of medical services for people, particularly those at 
risk of poor health outcomes; and 

– improving the coordination of care to ensure people receive the right care, in the right place, 
at the right time. 

It is not the PHN’s role to design individual services or deliver services. 

PHNs will: 

• effectively help to break down silos in the health care system by developing strong working 
relationships with Local Hospital Networks and a broad range of public and private health care 
providers; 

• be purchasers and commissioners of services; 

• ensure greater local GP involvement, with GPs leading the Clinical Commissioning Committees, 
that have a direct say in the activities of the PHN; and 

• have formalised arrangements for ongoing community engagement through Community 
Engagement Committees. 

There are the six Commonwealth health priorities. 

The four priority health areas are mental health (which includes alcohol and other drug services), 
aged care, Aboriginal and Torres Strait Islander health and population health (chronic disease). These 
health priorities are enabled by the two priorities of health workforce and eHealth.  

All WAPHA’s commissioning initiatives are to be aligned to one or more of these six priorities. 
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Figure 1 Commonwealth Commissioning Framework 

 

In all commissioning activities WAPHA uses the Commonwealth’s commissioning framework, which is 
a continuous cycle of strategic planning, procuring services and monitoring and evaluation. (Figure 1) 

The Country WA PHN is the largest in Australia, covering 2.5 million square kilometres, approximately 
one third of Australia, with a population of just over half a million people. Almost all of this geographic 
mass is classified as remote or very remote. 

The Country WA PHN has seven district regions: Kimberley, Pilbara, Midwest, Goldfields, Wheatbelt, 
South West and Great Southern. 

The commissioning of chronic disease and mental health services in these regions afforded the 
opportunity to challenge long-standing service delivery models, to ensure services were being 
delivered appropriately and to those in most need. 

Each region commissioned their services in essentially the same way by tailoring the look of potential 
new services to the needs of their communities, with engagement and collaboration being paramount 
to achieving the common goal of equity and value for money for these services. However, for 
expediency, this paper will concentrate on the Midwest region. 

Needs assessment 

A great deal of consultation occurred to ensure service providers, GPs, community groups, including 
Aboriginal reference groups and Government and non-Government agencies were included in the 
process. 
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The process used in the Midwest included: 

• Looking at services being delivered and where. This was to highlight any duplication of services 
and to find out if any areas were being under or over-serviced. 

• Speaking with stakeholders, individually and in groups, including current service providers and 
GPs. Where possible, all parties were brought together so they could compare what services they 
were providing and where. Funding for services was also discussed.  

Many service providers, including the WA Country Health Service (WACHS), Aboriginal Medical 
Services, Government and non-Government organisations, found these fora very beneficial as 
feedback received indicated that they rarely had the opportunity to come together to discuss their 
services and how they could work together for the benefit of the community. 

• Speaking with consumers in larger towns. Community fora were very well attended and, with an 
external facilitator used, people were very open in discussing the health needs of their 
community. Consumers were asked what they thought was working, what they thought was 
needed to improve healthcare and any suggestions for realistic services. 

• Seeking guidance at Aboriginal health planning meetings and with Aboriginal reference groups. It 
was important to consult with these groups as the health needs of Aboriginal and Torres Strait 
Islander people was considered essential because, in the Midwest, Aboriginal people make up 
12.7% of the community. Any new service commissioned would have to have a component of 
Aboriginal health embedded in it. 

This consultation ensured that the voice of the Aboriginal community, not just health 
professionals, was heard in a forum comfortable to them. As with the general community 
meetings, Aboriginal people were invited to discuss what health services they felt were working 
for them and any possible areas of need or improvement. 

• Holding talks with organisations such as Department for Aboriginal Affairs, Rural Health West, 
Mental Health Commission, Department of the Prime Minister & Cabinet. An understanding was 
needed of how these Agencies provide support to healthcare in the community. 

• Talking with Police, Shires and youth services. To gain an understanding of what care they 
provided, if any and what services they used, if required. 

The findings from these numerous consultations were: 

• Chronic disease services had been provided by same providers for 16 years and were delivered 
in a piecemeal fashion without an overall planned or integrated approach; 

• Delivery was typically provided through mostly un-coordinated allied health services; 

• Most service provision focussed on larger population centres in the region with outreach occurring 
with variable frequency and coverage; 

• Funding and services were not reaching those in the most disadvantaged areas; and 

• There was a lack of community knowledge of what services were available/when. 
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Planning 

Small working groups were formed which included GPs, health professionals and representatives of 
AMSs, to advise on the development of new models of chronic disease and mental health care. 

These working groups looked at the results of all consultations with health professionals and 
community and took into consideration any Commonwealth directive. Information from the 
Commonwealth was especially important for the mental health plan, as the Commonwealth directive 
saw a shift from Access to Allied Psychological Services and Mental Health Services in Rural and 
Remote Areas funding, to a stepped care model. 

Available funding for the new models was considered as the service providers would be asked to 
provide services to the most disadvantaged areas and not just those in the major centres. 

The models were designed for each area based on local information and had to be: 

• coordinated, person-centred and encourage self-management 

• provide sustained engagement with GPs and other primary health care providers 

• aim to reduce potentially preventable hospitalisations 

• build local capacity ie workforce. 

The models proposed were as follows. 

Chronic disease 
Aimed at providing holistic, mobile teams to service the outreach areas of the Midwest, where the 
demand is greatest. This is done on a referral basis with the GPs in the outlying areas working closely 
with the teams. The suggested health professional positions within the model are left quite broad for 
the new service provider to address how they envisage reducing the potentially preventable 
hospitalisations in relation to diabetes, cardiopulmonary and respiratory diseases.  

The working group considered the chronic disease team may potentially consist of a diabetes 
educator, dietitian, physiotherapist and podiatrist. The provision of a patient coordinator and navigator 
to ensure coordination of care is maintained and to provide health literacy, especially for those of 
Aboriginal descent, is seen as beneficial. The model would also integrate with the WACHS and Rural 
Health West services in these areas to ensure a more collaborative and targeted approach to 
reducing potentially preventable hospitalisations.  

Linkages to telehealth services, such as the Diabetes WA and the Asthma Foundation telehealth 
services, are to be integrated into the model. 

Mental health 
This team provides a client-centred stepped care approach, assisting clients with navigation through 
the service to ensure they have the relevant health literacy to work towards better self-management of 
their condition. The team works with the individual to ensure clients achieve a better health outcome 
to reduce potentially preventable hospitalisations in the region.  

Clients are triaged through a central system, by a senior mental health professional, to ensure the 
needs of those requiring immediate assistance are met. 
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• Low/Mild Mental Health needs: Access to this team is by self or health professional referral. 
Flexible support such as self-help, group therapy and telephone/digital mental health services are 
used as an alternative to face-to-face services.  

• Moderate Mental Health needs: Access to this team is by self or health professional referral. A 
variety of services such as brief individual therapy, group therapy, telephone/digital mental health 
services are available.  

• Severe/Complex Mental Health needs: Access to this team is by health professional referral only. 
These clients may have access to a comprehensive assessment and care coordination support; 
psychological services; mental health nursing; drug and alcohol services; vocational assistance 
and peer support.  

Teams are based in the Gascoyne and Midwest/Murchison and the service provider is required to 
partner/link with local GPs, WACHS, Aboriginal Medical Services, non-Government organisations and 
other relevant health care organisations to ensure the client’s physical and mental health needs are 
considered. A demonstration of collaboration is required, such as a memorandum of understanding, to 
show how this model will integrate with relevant services.  

The use of an e-health record is encouraged.  

As Aboriginal mental health is a large focus for these teams, the service provider would be required to 
ensure a culturally appropriate service and a culturally safe location for the service to be delivered. 

Commissioning 

After the chronic disease and mental health models for the Midwest were designed, they were 
endorsed by the local Regional Clinical Commissioning Committee (RCCC) to ensure that, a) the 
Committee were aware of what was being proposed and supported the clinical model and b) the plans 
were well designed and suited vulnerable populations. 

The proposed plans were also discussed with: 

• service providers to ensure care was integrated and coordinated 

• various government and non-government organisations to ensure that, where possible, existing 
partnerships were maintained and strengthened 

• community members and Aboriginal organisations to ensure the voice of the community was 
heard. 

During our consultations, other areas of need were found to be: 

• a lack of alcohol and other drug (AoD) services in Meekatharra and Carnarvon for Aboriginal 
people 

• no provision of Aboriginal specific mental health services in Meekatharra and Carnarvon. 

As there was separate funding for these services, they were not incorporated into the general mental 
health funding model proposed above, although there is a requirement for all services to be culturally 
relevant. 



 

6
 

Aboriginal specific services have now been commissioned to provide AoD and mental health services 
in both Meekatharra and Carnarvon. 

These new services were endorsed, not only by the Midwest RCCC, but also the communities into 
which they would be providing care. 

What we learned from the process 

Communicating on a large scale is hard work and developing fully integrated models of care is time 
consuming, but the process was very profitable in terms of building relationships and gaining 
knowledge of communities and services. 

All service providers who were engaged in the process appreciated the opportunity to be able to get 
together to talk to each other, learn more about each other’s business and forge relationships based 
on respect and collaboration. 

Communities, especially Aboriginal people, felt they had been listened to and appreciated the fact that 
they had had a say in what model of care would, potentially, be delivered in their community. 

Feedback to and from both the communities and new service providers is being considered after six 
months of service provision, to ensure what has been promised is being delivered; the right care, in 
the right place, at the right time. 

Presenter 

Jacki Ward is a registered nurse who has worked in rural WA for most of her career. Over the years, 
Jacki has worked in acute care (specialising in coronary care, intensive care and emergency nursing), 
and in domiciliary care (specialising in wound care and palliative care) and in various midwest towns, 
specialising in Aboriginal health, before moving into health service management. After working with 
the WA Country Health Service as Director of Nursing/Health Services Manager, concurrently 
managing the two separate health services of Northampton-Kalbarri Health Service and Mullewa-
Yalgoo-Murchison Health Service, Jacki was employed by the Combined Universities Centre for Rural 
Health, a department of the University of Western Australia. During this time, Jacki coordinated the 
Primary Health Care Research Evaluation and Development program and assisted with projects such 
as Emergency Care in the Bush, Sustainable Farm Families, Asthma Care in General Practice and 
the One21seventy project. Jacki is currently employed in the midwest of Western Australia with the 
WA Primary Health Alliance, Country WA Primary Health Network with the portfolios of Mental Health 
and Aged Care. 
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