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WHO WE ARE

Our Mission Our Vision
A lead organisation enabling 
an effective, innovative and 
integrated health system for 
South Western Sydney

To enhance and connect 
primary health care so 
residents and patients achieve 
better health outcomes

South Western Sydney PHN is a 
not-for-profit health organisation 
dedicated to supporting general 
practitioners, practice nurses and 
other primary health providers to 
deliver the best possible care for 
their patients and improve access 
to quality local health care for the 
whole community.

South Western Sydney PHN 
(SWSPHN) is one of 31 Primary 
Health Networks across Australia 
aiming to improve the efficiency 
and effectiveness of health services 
delivered in our region.

We are doing this by supporting 
local clinicians; understanding the 
health care needs and service gaps 
in our community through planning 
and consultation; and by focusing 
on improving access to primary care 
services for patients, particularly 
those in our community at risk of 
poor health outcomes.

The Commonwealth Government has 
identified six key priority areas for PHNs to 
focus their work towards and four national 
headline indicators.
Our six national priorities are mental health, 
Aboriginal and Torres Strait Islander health, 
population health, health workforce, eHealth, 
and aged care.
Our four national headline indicators are 
avoidable hospital admissions, immunisation, 
cancer screening rates, and mental health 
treatment rates. 
In working with GPs, other primary 
care providers, and the South Western 
Sydney Local Health District through our 
Comprehensive Needs Assessment, we 
have also identified 14 local health priorities.
The local health priorities are: mental health, 
chronic disease, tobacco control, overweight 
and obesity, cancer, pregnancy and the early 
years, strengthening prevention, alliances 
and partnerships, information, workforce, 
Aboriginal health, culturally and linguistically 
diverse communities, aged care, and alcohol 
and other drugs.

Our Priorities

Our Service Standard
To support and shape primary care services so all 
residents in our region can access the right care, at the 
right time, by the right people, at the right location
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OUR VALUES

Courage

Behave honestly and 
accept responsibility 

for one’s conduct

Integrity Optimism

Present a positive and
constructive approach

to future events

Fairness

Make decisions free 
from bias and
discrimination

Empathy
Gather insights and
understandings of

others’ experiences

Maintain mutual
respect for one

another and act in
good faith

Trust 

Strength to lead 
and innovate
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There is expected to be a 
36.15% increase in population 

by 2031 

1,256,500 
People will live in our region by 

2031

49.53%

PHN 1.8%
NSW 3.0%

PHN 41%
NSW 25.7%

Early Childhood Health Centres

37

6414

941

General Practitioners

Local Health District        GP Practices       Hospitals     

1

Practice Nurses

354

922,896
People live in 

our region 

50.47%
Male            Female                 Aboriginal            Born outside Australia   

PHN 49%
NSW 27%

Speak language other 
than English at home

OUR REGION

Current population

Area profile
our region is 6,186 Km  covering 7 

local government areas 
2
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Current 
Smoker

Drinking 
alcohol at

levels posing 
longterm risk

to health

Overweight
(BMI 25 to 

<30)

Obese 
(BMI >30)

High or very 
high 

psychological 
distress

Diabetes 
or high 
blood 
sugar

High blood 
pressure

SWSPHN

NSW

0

5
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15

20

25

30

35

40

Life Expectancy

81
85

Yrs

Yrs

0-9

10-19

20-39

40-54

55-74

75+

14%

14%

28%

20%

19%

6%
1 in 7 adults reports 
high level of 

Children fully 
immunised

at 12 months

92%
Children fully 
immunised
at 5 years

94%

108 Potentially
 avoidable deaths

Cancer Screening

Health Information

Age of our Region
Deaths (rate per 100,000)
543 
170 
159 
46 

All causes 
Cancer
Circulatory disease
Respiratory disease

48% 52% 31.7%
Were screened for 
breast cancer in 
the last two years 
(women aged 
50-69 years)

Were screened for 
cervical cancer in 
the last two years
(women aged 
20-69 years)

Were screened for 
bowel cancer in 
the last two years 
(people aged 
50 -74 years)

psychological distress
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Dr Matthew Gray, Chair

CHAIR'S REPORT

On behalf of the Board and staff, welcome to South Western Sydney 
PHN’s (SWSPHN) second annual report for the year ending 30 June 
2017. The report provides an opportunity to recognise and celebrate our 
achievements, and those of our partners, in improving health outcomes 
for our community. 

During the year we developed a new Strategic Plan to 2020 and 
established our Vision to be a lead organisation enabling an effective, 
innovative and integrated health system for South Western Sydney. 
Our Goals are:
    • A Healthier Community;
    • An informed and empowered community;
    • A better health system experienced by General Practitioners 
    and primary care providers;
    • An integrated health system that is fit for purpose; and 
    • Primary health care that demonstrates value. 

Furthermore, our commissioning responsibility developed into full swing 
over the course of the year, as an important means of assessing and 
responding to needs to improve health outcomes. 

In June 2016 our CEO, René Pennock, after a period approaching 
14 years providing executive leadership of 3 different organsiations 
(the Division of General Practice, Medicare Local and then the PHN), 
tendered his resignation. Sincere thanks to René for his outstanding 
commitment and contribution to the organisations and community he has 
served. We wish him all the best for the future. 

Thank you also to my fellow Board members for the direction and 
support they have provided throughout the year. The Board gratefully 
acknowledges the hard work and dedication from all our staff and 
executive team, with thanks to Keith McDonald for assuming the role 
of Acting CEO. Many thanks also to our member organisations and all 
those partners, healthcare professionals and providers who strive to 
improve the health of our region. 

Finally, I would like to acknowledge the Australian Government and 
the Department of Health for their continuing support, funding and 
confidence in SWSPHN. 

I commend the Annual Report to you and look forward to working with 
you for the mutual benefit of the population we serve. 
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CEO'S REPORT

Together with Chair Dr Matthew Gray, our Board and the whole team at 
South Western Sydney PHN (SWSPHN), I am pleased to present our 
Annual Report for 2016/2017.
The body of work outlined in this year’s report is a credit to the dedication 
and initiative of our skilled staff and management, most ably led by 
outgoing-CEO Rene Pennock and his Executive team.
It is evident we have systematically structured and enabled our teams to 
address the five (5) clearly articulated goals in the SWSPHN Strategic 
Plan 2016-2020, to address the identified primary care needs of our 
rapidly-growing region. 
Projects highlighted for the reader include the continued expansion of 
HealthPathways; the launch of the accompanying Health Resource 
Directory for patients; the ramping-up of our Practice Support model; 
and a strategic partnership with the Cancer Institute NSW to tackle key 
cancer screening rates.
Throughout our activities, the SWSPHN executes its mission through a 
combination of evidence-based commissioning, key integrated health 
strategies and capacity-building initiatives for primary care delivery. 
For example, in 2016/2017 the SWSPHN executed 41 commissioned 
contracts for key services to vulnerable population groups, including in 
areas such as Aboriginal Health; Chronic Disease Management; Drug 
Treatment Services; and Mental Health.
We continued to pursue a range of integrated care strategies with key 
partners including the South Western Local Health District, Universities, 
local government and key non-government organisations. Highlights 
include continuation of the Wollondilly Health Alliance; launching of the 
ICT interoperability project (iRAD); pursuit of after-hours palliative care 
initiatives in the patients’ home; launch of the Headfyrst program for 12-
25 year olds with co-existing AOD and mental health issues. 
With a commitment to the continuous improvement of quality and safety 
in primary care, we developed further capacity-building initiatives. This 
included a further expansion of our Practice Nursing Support program; 
implementation of the Enablers project with 13 pilot sites; continued 
roll-out of the My Health Record; and commissioning of the ‘You In Mind’ 
program for targeted populations with reduced access to services for 
mild to moderate mental illness. 
With the support of our Board and commitment of our Executive, 
management and staff, I look forward to leading the SWSPHN in 
2017/2018 and building on this year’s outstanding body of work for the 
benefit of our South Western Sydney communities.

Dr Keith McDonald,  CEO
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OUR BOARD

Dr Matthew Gray, Chair
 B.Med (Newcastle), B.Ec, 

FRACGP and FAICD

Dr Anett Wegerhoff, Vice Chair
MBBS, DRANZCOG, FRACGP, 

and GAICD

Dr Sayeed Khan
MBBS (University of Karachi, 

Pakistan), GAICD

Dr Vince Roche
Associate Professor, MBBS, 
DCH, DRCOG, DRANZCOG, 

FRACGP, FACRRM

Professor Rhonda Griffiths AM
RN, RM, B.Ed, MSc (Hons), PHD

Mr Darryl Wright
Diploma in Travel and Tourism and 
Diploma in Frontline Management

Ms Amanda Larkin
Bachelor of Social Work; Associate 
Diploma Environmental Planning

The Hon Craig Knowles 
Fellow of the Australian Property 

Institute in both Land Evaluation and 
Land Economy  and CPV

Mr Mark Allen
Diploma of Law (Solicitors 

Administration Board)
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1. A healthier 
community

2. An informed and
empowered community

3. A better health 
system experienced by 
General Practitioners 

and primary care 
providers

OUR GOALS

4. An integrated health
system that is fit for

purpose

5. Primary health care 
that demonstrates 

value
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GOAL 1
A healthier community

1.1 Investigate, track and 
analyse data to better inform 
priority setting, planning and 

systems development

1.2 Commission services that 
enhance equitable access to 
care according to prioritised 

population needs
as identified in our  
needs assessment

1.3 Address the specific
health needs of our Culturally 

and Linguistically Diverse 
(CALD), Refugee, Aboriginal 

and rural populations

Executed 41 commissioned contracts 
for service delivery in mental health, 
Aboriginal health, alcohol and other 
drugs and chronic disease management 

You in Mind mental health program 
developed to address the health needs 
of  local target populations through 
co-design and strong community and 
sector engagement

Refugee Health GP Directory developed 
to support refugees to increase access 
and appropriate linkages with primary 
health care with 47 GPs nominating to 
publish the language they consult in

Featured project: Needs Assessment

One of the first steps in ensuring our local community is a healthier community is to understand the 
local health needs and service gaps. In order to gain a robust understanding of the local health care 
needs, SWSPHN conducted three needs assessments in 2016. In November, the PHN published its 
first comprehensive Needs Assessment as a primary health network. 
This comprehensive assessment built on the extensive work undertaken as Medicare Local in  
2014-15.
In March 2016, the PHN completed local needs assessments focusing solely on the alcohol and 
other drugs and mental health needs locally.
The work also reflected the expanded scope of the PHN as a commissioning body and national 
fund holder in this space and provides an opportunity to better direct funding to address specific 
local needs. Access to expanded data sets and increased engagement and collaboration with key 
stakeholders, including consultation with more than 500 service providers and 1000 community 
members, allowed a deeper understanding of local health needs and a strong foundation for the 
PHN to conduct its commissioning work.

Co-design of  local intervention for 
Optimise project which aims to improve 
the capacity of  primary care to deliver 
care to refugee patients

Collaborated with UNSW, GP Synergy 
and local Aboriginal health service in 
the Ways of  Thinking, Ways of  Doing 
project, recruiting 13 practices and 
3 local cultural mentors to develop 
cultural audit tool

Delivered 64 health education sessions 
and participated in 21 community expos 
with health information aimed at and 
tailored for our priority populations

Key achievements:
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GOAL 2
An informed and empowered community

2.1 Enhance the health
literacy of the community
to help them make better
informed health decisions

2.2 Empower our community 
and their families with access 
to relevant self-management

strategies according 
 to need

2.3 Partner with our
community in the planning, 

development, implementation 
and evaluation of our services

Your Health Your Time Your Way 
community campaign developed to 
improve health literacy within our 
priority areas

Community Advisory Committee 
helped to develop key messages and 
engagement concepts for community 
awareness focusing on residents being 
informed and taking charge of  their own 
health

Creation of  cancer screening 
community z-card resource highlighting 
importance of  screening, important age 
relevant information, handy websites 
and questions to ask your GP 

Featured project: Health Resource Directory

Health Resource Directory.org.au is a health information portal which aims to empower residents of 
South Western Sydney to make better health decisions. 
The website hosts a range of locally relevant factsheets on a wide variety of health topics and 
conditions.
Launched in June, Health Resource Directory.org.au can be used by patients searching the internet 
for trusted and timely information on health and it can also be used as a tool for GPs to support 
them when having conversations with patients to improve their health literacy. 
The site provides links to information and relevant supports, most local to South Western Sydney, 
and all recommended by local health professionals. 
The site also includes culturally appropriate and translated resources specifically designed for 
Aboriginal and Torres Strait Islander people as well as people from culturally and linguistically 
diverse communities, which are easily identified by the relevant flag symbols.   

Health Resource
Directory.org.au

Be An Immunisation Hero campaign 
launched to highlight importance of  
community immunity

Our Experience Matters advisory group 
established with seven members, 
including carers and consumers with 
a lived experience of  mental illness, to 
advise on mental health co-design and 
evaluation as part of  commissioning 
process

A total of  16 practices recruited for the 
IMPACT study targeting populations 
with low health literacy levels. Website 
pages created to facilitate behaviour 
change

Key achievements:
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GOAL 3
A better health system experienced 
by General Practitioners and primary
care providers

3.1 Improve practice 
capabilities through the 
provision of timely and 

relevant service supports

3.2 Implement a system 
for ongoing learning, 

development and 
diversification

3.3 Engage General 
Practitioners and primary care 

providers in the planning, 
development, implementation 
and evaluation of our services

Enablers pilot project commenced 
with 13 practices taking part in quality 
improvement to ensure stronger 
integration, greater connectivity and 
improved efficiency and effectiveness 
of  systems

A total of  227, or 54 per cent of  general 
practices ehealth ready with 296 
practice visits on 2016/17 offering 
support and practical guidance

Across the region 56 unique GPs; 
nine unique Practice Nurses and 13 
unique allied health professionals 

Featured Project: Practice Support model
The South Western Sydney PHN Practice Support model aims to build the capacity of primary 
care services and encourage ongoing improvements by delivering a wide range of support to GPs, 
practice staff and practice nurses. General Practice support is delivered by a team of Practice 
Support Officers (PSOs) and tailored to meet the individual needs of individual practices.
The PSOs work to keep practices up to date on current Commonwealth and State Government 
initiatives, provide relevant information on local health programs and initiatives and provide valuable 
resources to enhance patient care and practice outcomes. Support is provided through regular 
practice visits, over the phone and through email correspondence.
In 2016/17, the practice support team conducted 3238 practice visits. A core focus of practice 
support was accreditation with 544 practice visits, followed by immunisation (480 visits) and CAT 
training (384 visits). At South Western Sydney PHN, the practice support team works closely with 
the practice nursing team, the clinical quality improvement team and the digital health team to 
ensure that the support provided to general practice is coordinated and comprehensive.

are represented on PHN committees, 
working parties, advisory groups or 
health councils 

Continuing Professional Development 
delivered to local practice managers for 
first time to build capacity of  whole of  
general practice

In 2016/17, 85 GP CPD events held 
with 1692 total attendance; 20 Practice 
Nurse CPD events with 553 total 
attendance; two practice manager/
practice staff  events with 93 total 
attendance 

Key achievements:
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GOAL 4
An integrated health system that is 
fit for purpose

4.1 Co-ordinate and integrate 
health planning and service 

development with the 
SWSLHD and other key 

stakeholders

4.2 Enable person-centred 
continuity of care systems 
that effectively link primary 
and acute health providers

4.3 Establish multi-sectorial 
partnerships that support  
integration of health care

Commenced work on joint planning 
proposal between SWSLHD planning 
unit, SWSLHD population health and 
SWSPHN

Up to 278 GPs in South Western Sydney 
(29 per cent) are recognised as current 
Antenatal Shared Care providers

More than 200 NGO, police, media 
reps, consumers, carers,  community 
organisations, Local Health District and 
mental health providers engaged in the 
co-design of  services in 2016/17 prior 
to commissioning

Featured Project: HealthPathways

HealthPathways, a joint initiative of South Western Sydney PHN and South Western Sydney Local 
Health District, is an online clinical and referral information portal used by clinicians at the point of 
care. 
HealthPathways provides GPs access to management and treatment options on a range of clinical 
presentations and information about local clinical services and their referral processes. 
The site uses a scalable format allowing users to customise the level of detail displayed, providing 
quick access during consultations or more detailed information to be viewed at a later time. 
Links to reputable patient information (including translated patient information where available) and 
clinical resources are also provided in most clinical pathways. 
During 2016/17, the HealthPathways program localised 117 pathways to bring its total number of 
localised pathways to 297. HealthPathways also saw an average 40 per cent increase in usage this 
financial year, with an average of 1,400 sessions and 7,234 page views per month. 

As part of  Project iRAD, International 
vendor Allscripts was commissioned to 
implement its interoperability solution 
for providers to easily transfer and view 
information between primary and acute 
settings

More than 10,360 shared health 
summaries uploaded in 12 months

Commissioned headfyrst, an integrated 
alcohol and other drugs and mental 
health service model tailored to 12-25 
year old clients 

Key achievements:
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GOAL 5
Primary health care that demonstrates value

5.1 Support primary health 
care providers to contribute

to improved health 
outcomes

5.2 Facilitate the co-
design and development 
of innovative models that 

ensure quality care is 
delivered 

5.3 Progressively monitor and 
evaluate the performance of 
procured services to ensure 

targeted solutions demonstrate 
cost-effectiveness, sustainability 

and scalability

A total of  97 practices contributed data 
to PEN CAT Plus, covering 500,000 
patients who have accessed primary 
care in the past two years

Commissioning and Clinical 
Governance framework endorsed by 
SWSPHN Clinical Council

SWSPHN evaluation framework, which 
reflects the quadruple aim framework, 
developed and applied to commissioned 
services via contractual arrangements 

Featured Project: Cancer Screening 
South Western Sydney PHN is working to improve cancer screening rates, reduce cancer risk in target 
populations and to improve participation in the national cervical, breast and bowel cancer screening 
programs. South Western Sydney PHN is working in partnership with the Cancer Institute to increase 
participation rates, specifically addressing low rates of screening activity within the region. 
The PHN is also supporting general practitioners by providing education and training on bowel, 
cervical and breast screening processes and communicating the changes to the National Cervical 
Screening Program and National Cancer Register to health professionals. In 2016/17, the PHN 
assisted practices to undertake quality improvement initiatives targeted at improving cervical screening 
data and provided assistance to set up recall/reminder systems to support increased engagement and 
screening participation. 
The PHN worked collaboratively with BreastScreen NSW, Local Health District and general 
practitioners in the Macquarie Fields and Claymore areas to increase awareness and encourage 
community participation in the free BreastScreen NSW program to counter low screening uptake rates 
in those areas. We offered practices information packs (referral pads, patient information brochures, 
posters) and encouraged GPs to participate in “opportunistic screening” by discussing breast 
screening with eligible patients (women aged 50-74). 

Launced the Transition to Primary 
Care Nursing program with 9 graduate 
Practice Nurses at nine practices 
receiving intensive mentoring and 
support to transition into their roles as 
part of  a multi-disciplinary teamS

Scholarships provided to 20 Practice 
Nurses to undertake the Well Women’s 
Screening course through Family 
Planning NSW to be upskilled in 
providing cervical screening and breast 
awareness checks to local women

Key achievements:
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COMMISSIONING 

A key role of  South Western Sydney PHN is to commission 
services to address gaps in the health and service needs of  the  
local community. 

As a commissioning agent, SWSPHN works with service providers and the local 
community to co-design and purchase services to address population need. 

Intelligent commissioning requires a robust understanding of  the health needs of  
the community, strong engagement with stakeholders in the sector, and supporting 
service providers to develop and implement new models of  care that are value 
based, offer a return on investment and can demonstrate impact on improving the 
health of  local residents. 

South Western Sydney PHN is committed to developing strong relationships 
with commissioned services to support them to achieve and to robustly measure 
outcomes to ensure services meet the health needs of  the population and 
contribute towards service and system improvement and innovation.

Impact on outcomes in turn drives service re-design and with regular review, 
monitoring and evaluation, informs future commissioning decisions.

Our commissioning principles are underpinned by the Quadruple Aim: improving 
the patient experience of  care; improving the provider experience; improving the 
health of  populations; and reducing per capita cost of  health care.
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Since January 2016, SWSPHN has 
undertaken extensive co-design 
approaches in mental health and drug 
and alcohol treatment to develop services 
based on measured need and provider 
expertise. 
Six co-design sessions were held for 
mental health in the 2016/17 year providing 
us with the opportunity to engage just 
under 200 local providers, industry experts, 
the community and consumers and/or 
carers with a lived experience to provide 
input into the specific local health needs 
and service gaps. 
Working with our stakeholders and experts 
from the relevant health sectors gives us 
clear insight and important perspectives 
that contribute to developing a targeted 
local approach to service design and 
improved models of care appropriate for 
South Western Sydney residents.

The commissioning framework for 
SWSPHN is acknowledged as a cycle 
which includes planning, procurement, 
monitoring and evaluation.
We are committed to developing strong 
relationships with service providers 
to ensure effective management of 
commissioned service contracts.
Ongoing management and support includes 
monitoring key performance indicators and 
patient reported measures and keeping 
an open dialogue with services to work 
through challenges or opportunities which 
lead to service improvement.
Through clearly defined evaluation criteria 
and using reported data from the services, 
SWSPHN evaluates the effectiveness, 
efficiency and value-for-money of each 
commissioned service.
This robust evaluation then contributes to 
ongoing planning and informs the future 
health and service needs of the local 
community.

Working with key stakeholders to co-design local services

The commissioning lifecycle

Focus on Aboriginal health 

On Close The Gap Day, 16 March 
2017, it was officially announced the 
Integrated Team Care program had been 
commissioned to South Western Sydney 
Local Health District.
The program, previously delivered by 
South Western Sydney PHN, is dedicated 
to providing additional resources to 
improve access to chronic disease 
services for Aboriginal and Torres Strait 
Islander people to address the disparities 
in health outcomes and access barriers.
The Integrated Team Care program 
complemented the existing Aboriginal 
Chronic Care program to continue 
contributing to improved health outcomes 
for Aboriginal and Torres Strait Islander 
people with chronic health conditions 
through better access to coordinated and 
multidisciplinary care.
The program offers a range of practical 
steps and real solutions for clients to 
ensure appropriate care is provided.
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INTEGRATION

Truly leveraging the many positive aspects of  our 
 Australian health system and working to counter systemic 
 fragmentation for better outcomes in South Western Sydney requires 
 commitment to a shared vision and strategies amongst key stakeholders. 

Ambitious integration means building and maintaining strong long-term partnerships 
that inform robust planning and innovative service development through the 
collective sharing of  evidence and business intelligence by key stakeholders. 

To realise an integrated health system that is truly patient-centred and seamless, 
SWSPHN and its key partners must be courageous and forward thinking.

The Wollondilly Health Alliance (WHA), 
a partnership between SWSPHN, South 
Western Sydney Local Health District 
(SWSLHD) and Wollondilly Shire Council, 
aims to deliver a vision of a healthier 
population with better access to quality 
health services. 
The health alliance is also focused on 
ensuring the community has a say in 
the development and provision of health 
services that affect them, for the Wollondilly 
region. 

Wollondilly Health Alliance
Key achievements for the health alliance 
during the past 12 months include trialling 
telemonitoring services to enhance self-
management for people with chronic 
diseases; establishing a network of 
secure messaging enabled providers; 
implementing a volunteering project to 
enhance wellbeing; expanding the mobile 
‘Dilly Wanderer’ van service to include 
relevant health messages; and the 
installation of outdoor gym equipment at 
Warragamba to promote and enable active 
lifestyles through its Healthy Towns project.
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Headfyrst, a psychosocial counselling and 
support service, is an integrated alcohol and 
other drugs (AOD) and mental health service 
model specifically tailored to 12-25yr old clients 
who present with co-existing AOD and mental 
health issues. 
The Headfyrst service is located within three 
established headspace sites to facilitate smooth, 
coordinated and timely accessibility to treatment. 
Referral pathways have been established within 
the existing headspace service, and expanded 
to include community and health services, 
school counsellors, GP and hospital referral, 
self-referral, correctional services and family and 
friends. 
Initial client assessment is undertaken through 
a joint AOD and mental health lens to establish 
specific client treatment goals, progress reviews, 
exit strategies and after-care follow up.  
As part of the recovery process, support is 
offered to include carers and family which may 
include mediation and family counselling. The 
counsellors recruited for the commissioned 
service have cultural links to specific client 
demographic.  

Project iRAD is an interoperability project 
enabling high-quality patient outcomes 
by providing secure, timely and accurate 
sharing of patient information between 
health providers. 
As part of Project iRAD, SWSPHN has 
engaged international vendor Allscripts to 
implement its interoperability solution to 
enable providers to easily transfer and view 
information between primary and acute 
settings in real-time. 
The project, which will support and 
complement the adoption of the My Health 
Record, is designed to draw agreed minimal 
datasets from a number of disparate 
systems to provide prompt access to patient 
health information in one concise view, that 
can be accessed by the clinician’s own 
software. 
The benefit of generating and downloading 
timely agreed minimum datasets is that 
they will enable the clinician to prepopulate 
essential parts of eReferrals, succinct and 
standardised transfer of care summaries, 
plus eventually treatment plans and shared 
care summaries.

In February, the SWSLHD was engaged to 
provide models to improve access to GP 
care in the after-hours period for community 
based patients with palliative care needs. 
Building on the success of the Palliative 
Care Home Support Packages (PEACH) 
program, developed by the Local Health 
District and delivered in partnership with 
Silver Chain Nursing, this project focuses on 
providing end-of-life care at home by using 
central coordination and evidence based 
palliative extended care at-home service. 
As well as enhancing integration through 
smoother transition from acute facilities 
to the community and improving the 

Headfyrst: utilising partnerships 
Project iRAD

The Palliation and Primary Care After Hours Project program
management and efficiency of the delivery 
of care to palliative patients, the program 
also enhances communication and cost 
effectiveness. 
Program objectives will be achieved 
through two approaches: the development 
of an Electronic Medication Chart and 
Toolkit; and the co-design of an integrated 
model of care to reduce re-admission rates 
for clients. 
This model of care aims to strengthen 
relationships between GPs and specialists, 
and enhance clinical skills in providing 
evidence-based interventions for clients at 
the end of life.
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CAPACITY BUILDING 

Improving the capacity of  general practice and 
supporting health professionals to deliver efficient, high 
quality patient care is a core aim of  South Western Sydney PHN. 

To ensure transformative capacity building, SWSPHN offers primary 
healthcare providers a full program of  quality continuous professional education, 
service supports focusing on quality and safety, and robust engagement strategies to 
identify and respond to service gaps.

Practice nurses are recognised as integral 
to the provision of safe, efficient and high 
quality primary care. 
SWSPHN’s Practice Nursing program aims 
to strengthen and build the capacity of 
the general practice workforce to improve 
access to services and enhance the 
delivery of evidence-based primary care. 
The Practice Nursing team encourages 
ongoing improvement by delivering a wide 
range of support services and quality 
education to practice nurses. 
The role of the practice nurse is very broad 
in the contemporary environment of primary 
care with many practice nurses working as 
the sole nurse in a multi-disciplinary team 
within general practice. 
One third of general practices in South 

Practice Nursing Program
Western Sydney employ a practice nurse 
and the PHN recognises the important 
contribution nurses provide to their 
colleagues and the health outcomes of the 
community. 
The PHN’s Practice Nursing team tailors 
support for nurses to meet the needs of 
individual practices. 
The Practice Nursing team aims to keep 
practice nurses up-to-date with the latest 
developments and provide assistance and 
training according to professional practice 
standards and best practice framework.
In 2016-17 the team conducted 174 
practice visits, 72 of which were were visits 
and support for new graduate nurses.
The team also conducted 145 two-hour 
training sessions and 98 email and phone 
support sessions throughout the year.
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Before commissioning local services to deliver 
the new You In Mind mental health approach, 
South Western Sydney PHN embarked on 
a journey to find out why people in target 
populations were not accessing support. 
In 2016/17 the PHN was in the planning phase 
of commissioning psychological therapies for 
people who have a diagnosed mild to moderate 
mental illness. 
Local data showed residents in the priority 
groups of Aboriginal and Torres Strait Islander 
people, those from a culturally and linguistically 
diverse (CALD) background, residents living in 
postcodes of disadvantage and people in rural 
areas were not utilising the existing ATAPS 
(Access to Allied Psychological Services) 
program at the level expected based on 
indicated regional need. 
The PHN set out to determine the reasons 
why and to understand what the barriers to 
accessing support were. 
This was done by hosting a series of co-
design workshops in each of the seven 
local government areas in our region with 
representatives from target populations, local 
NGOs, LHD and carers and consumers to find 
out how to improve barriers and service gaps 
and to prioritise those improvements. 
A model was then created based on the 
priorities identified and commissioned on 1 July. 

You In Mind

Key to enabling connectivity between 
providers and improving patient outcomes 
is the utilisation of the My Health Record. 
In 2016/17, South Western Sydney PHN’s 
digital health team focused on hosting 
digital health workshops and conducting 
practice visits to build general awareness 
about the platform, to support GPs with 
dialogue for patient queries, to provide 
practical support to set up, and access 
the record and demonstrations on how 
to upload patient health summaries and 
medical information. 

My Health Record

Enablers – focus on improved 
systems and connectivity
Increasingly the Australian heath system 
is looking towards stronger integration and 
greater connectivity to improve efficiency 
and effectiveness. 
In this context, the SWSPHN launched the 
Enablers Project; a pilot project prioritising 
quality improvement and digital health 
initiatives in primary care. 
The pilot was conducted in the Fairfield 
local government area with 13 practices. 
The model recognised quality data, secure 
messaging and eHealth solutions were 
key enablers of a medical neighbourhood 
model. 
Practices in the pilot project were supported 
to improve the quality use of data for 
their most at-risk patients and assisted to 
implement initiatives to promote quality care 
in patient management through improved 
communication with the wider care team. 
Along with installing software and 
facilitating improvements in data 
management, the PHN also worked 
with practices to identify other relevant 
health providers who are part of their care 
planning and engaged those providers to 
assist in preparing for secure messaging 
with general practice.

Practices are also made aware of the 
incentives tied to accessing and fully utilising 
the My Health Record and other digital health 
technologies including electronic transfer of 
prescriptions, secure messaging and data 
quality tools.
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