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Primary Health Tasmania Commissioning Intention  

Primary Health Tasmania will work with communities and our service provider partners to 

develop sustainable rural primary health solutions utilising a commissioning process to: 

1. understand primary health service priorities for rural communities  

2. determine agreed priorities and identify the targeted service solutions and associated 

performance criteria that Primary Health Tasmania can implement to contribute to 

improved rural primary health care 

3. implement rural primary health care services from 1 January 2017 – 30 June 2018 

4. incorporate criteria across all Primary Health Tasmania commissioned activity to ensure 
there is a focus on rural health care. 
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Executive S ummary  

Residents of rural and remote communities nationally have poorer health outcomes than their regional 

and urban counterparts. Tasmania has a small, widely distributed population. The population is one of 

the most regionally dispersed of any state or territory and has the highest proportion of its population 

residing outside the greater capital city. 

In Tasmania, the health status of rural Tasmanians is generally equivalent to that of regional 

Tasmanians; however, there is poorer access to services in remote areas, lower per capita availability of 

health professionals locally and variable levels of social capital. 

The Australian Government has allocated the role of commissioning primary health services state-wide 

to Primary Health Tasmania. Our aim is to improve coordination of care, efficiency and effectiveness of 

service delivery. Given the rural health picture in Tasmania, we want to ensure rural communities have 

input into the planning of services to be commissioned to meet their health needs. Rural primary health 

service delivery is a priority focus for commissioning during 2016–2018 in order to: 

• determine how Primary Health Tasmania will directly target resources for primary health care 

services to address priority health needs 

• develop quality key performance indicators to ensure all services and initiatives commissioned by 

Primary Health Tasmania (such as mental health, alcohol and drug services) include a focus on 

access to high quality care for people living in rural areas. 

This process will include reviewing the work we currently do in rural areas, as well as understanding 

local and broader rural health issues and policy directions to inform how we can best add value for rural 

communities. 

Primary Health Tasmania already commits resources for rural health service delivery.  A significant 

investment Primary Health Tasmania currently makes is the Rural Primary Health Services program, 

through the Flexible Funding program. This program has been established in 16 rural and remote 

communities across Tasmania for approximately 14 years, transitioning from the Australian Government 

to management by the Primary Health Network (former Tasmania Medicare Local) in 2013–14. These 

programs will be reviewed as part of the commissioning cycle. 

Lessons drawn from programs such as these will be important in informing our work in rural primary 

health commissioning, as will be an awareness of concurrent commissioning activity being undertaken 

by Primary Health Tasmania (such as mental health, alcohol and drug services, Aboriginal and Torres 

Strait Islander Integrated Team Care) to ensure limited health resources are most effectively and 

efficiently distributed to meet the priority needs of people living in rural areas.  

This commissioning intention document is important, as it will help inform and frame discussion on the 

priority needs for rural areas with local stakeholders including consumers, communities and providers. 

This will ensure we develop a shared understanding of the priority issues to be addressed for rural 

Tasmania. 

Primary Health Tasmania has welcomed over 265 consultation attendances and survey participants as 

part of the needs assessment and design stages of the commissioning cycle.  We welcome your ongoing 

active participation in this process as part of a shared interest in and commitment to improving the health 

of rural Tasmanians.  
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What is  commissioning ? 

At its simplest, commissioning means planning and buying services to meet the health needs of local 

populations. It involves understanding localised priority issues and procuring appropriate services in 

order to address those issues in the most effective and efficient manner. Commissioning is different to 

the way we have been purchasing health services in the past; with a strong focus on ensuring outcomes 

for communities and populations, rather than a focus on delivering activity.  

As well as planning and procuring, our commissioning model involves a continuous cycle of engagement 

and collaboration with communities, service providers and other stakeholders to ensure fit-for-purpose 

services and initiatives are designed and delivered to improve the health of Tasmanians.  

Primary Health Tasmania’s commissioning model involves four phases in a cyclical process:  

1. Assessing Needs – understanding what local communities need and working out the local 

priorities we can address based on this information: 

2. Designing Solutions – working with others to identify the most efficient and effective ways we 

can address the identified priorities 

3. Implementing Solutions – procuring quality health services and initiatives and proactively 

working with providers to monitor performance and progress towards agreed outcomes  

4. Evaluating Outcomes – assessing the efficiency and effectiveness of services and initiatives 

(including value for both health gains and money) against outcomes and informing priorities for 

future investment in successive commissioning cycles. 

While described as four phases, the commissioning cycle is a fluid process, requiring consideration of all 

elements of commissioning through each phase of the cycle. For example, during the assessing needs 

phase, measuring and evaluating outcomes needs to be considered early as part of understanding the 

priority needs and identifying what we want to change. The design and implementing solutions phases 

then need to lead to measurable and achievable outcomes. 

Engagement and collaboration with partners is essential to ensure improved health outcomes in 

Tasmania. 
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What is the purpose of this document?  

The purpose of this document is to outline the rural primary health commissioning process Primary 

Health Tasmania will undertake to inform its investment in rural primary health through to June 2018. 

This document describes the commissioning cycle, including the approach we will take and the 

information we will gather to inform rural health commissioning for the organisation.  

This commissioning intention document is a key resource to frame discussion on the priority needs for 

rural areas with local key stakeholders including consumers, communities and providers, to ensure we 

work with local stakeholders to develop a shared understanding of the priority issues to be addressed for 

rural Tasmania.  

This is a 'living' document that we will continue to populate as we move through the commissioning 

cycle, from understanding the needs and priorities to be addressed, designing and implementing the 

solutions to evaluating the outcomes. Consequently, you will note that Phases 2, 3 and 4 in the cycle will 

be completed as we move through the commissioning process. 

As we complete each phase of this process, this document will be made available on our website for all 

stakeholders to access.  

Glossary of Terms 

To assist with developing a shared understanding of this work, we have developed a glossary of terms, 

which can be found at http://www.primaryhealthtas.com.au/commissioning/rural-primary-health-services-

commissioning-resources  

 

Why rural health commissioning? 

Evidence shows that people living in rural and remote communities experience unique issues and 

challenges associated with where they live. The implications include similar or poorer health status than 

people living in cities and urban areas, along with reduced access to a range of health services and 

greater dependency on those services present in local communities.  

Tasmania experiences poorer health status than most other areas of Australia, across a range of health 

indicators. Additionally, Tasmania has a highly dispersed population, with a significant proportion of 

people living in rural and remote parts of the state.  

Therefore, to assist in addressing the state’s health status, it is important to give specific consideration to 

the implications of living in rural areas, the priority health needs for those communities and the 

associated challenges in accessing health services to address those needs.  

The objectives of Primary Health Tasmania have been established by the Australian government as: 

• to increase the efficiency and effectiveness of medical services for patients - particularly those at 

risk of poor health outcomes; and  

• to improve the coordination of care to ensure patients receive the right care in the right place at 

the right time 

http://www.primaryhealthtas.com.au/commissioning/rural-primary-health-services-commissioning-resources
http://www.primaryhealthtas.com.au/commissioning/rural-primary-health-services-commissioning-resources
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As a result, Primary Health Tasmania needs to review its current investment in rural health (through the 

existing funding available for the Rural Primary Health Services program) to ensure investment decisions 

align with these objectives.  

As part of this focus, Primary Health Tasmania will use a commissioning approach to prioritise 

investment in rural health. Commissioning moves beyond the current system of simple service 

contracting and purchasing to more targeted and measured approaches to care.  This approach is 

required to deliver a greater focus on the outcomes we aim to achieve through investment rather than on 

activity alone. This will assist us to: 

determine how Primary Health Tasmania will directly target resources for primary health care services to 

address priority health needs 

develop quality key performance indicators to ensure all services and initiatives commissioned by 

Primary Health Tasmania include a focus on access to high quality care for people living in rural areas. 

This will include reviewing the work we currently do in rural areas, as well as understanding local, state, 

national and regional rural health issues and policy directions to inform how we can best add value to 

rural communities. 

 

What is rural in Tasmania? 

Primary Health Tasmania will use the Tasmanian Government Department of Health and Human 

Services’ recommended remoteness classification, Accessibility/Remoteness Index of Australia (ARIA), 

to determine rurality for rural primary health commissioning. According to ARIA, the majority of 

Tasmanian local government areas are classified inner or outer regional.  

No major cities are identified for Tasmania, with a smaller proportion of local government areas classified 

as remote, with King and Flinders Island identified as very remote. 

 

Figure1: ARIA categories for rural and remote classifications 

For more information on rural and remote classifications please go to 

http://www.primaryhealthtas.com.au/commissioning/rural-primary-health-services-commissioning-resources 
 

 

 

ARIA categories Level of access 
to services 

ARIA+ 
categories 

Remote area 
(RA) 

Urban centre 
population  

Service 
centre 

Highly accessible Relatively 
unrestricted 

Major cities RA1 ≥250,000 A 

Accessible Some 
restrictions 

Inner regional RA2 48,000–249,999 B 

Moderately 
accessible 

Significantly 
restricted 

Outer regional RA3 18,000–47,999 C 

Remote Very restricted Remote RA4 5,000–17,999 D 

Very remote Extremely 
restricted 

Very remote RA5 1,000–4,999 E 

http://www.primaryhealthtas.com.au/commissioning/rural-primary-health-services-commissioning-resources
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Commissioning timeframes 

The first rural primary health commissioning cycle will be from February 2016–June 2018, in line with 

initial funding timeframes set by the Australian Government for the Primary Health Tasmania flexible 

fund. 

Primary Health Tasmania is working to the timeframes outlined below, to ensure the process is 

implemented efficiently and so that any changes that may affect the existing Rural Primary Health 

Services (RPHS) program can be implemented within the existing funding agreements in place until 31 

December 2016. 

 

 

 

Who will we work with? 

Stakeholder engagement is a critical element for each phase of the commissioning cycle. Primary Health 

Tasmania has undertaken a stakeholder analysis to ensure that people interested in rural health 

commissioning have the opportunity to be informed and engaged during the commissioning process.  

Stakeholders who represent rural communities include general practitioners, health and community 

service providers, pharmacists, local councils, allied health providers, state and Australian Government 

departments, peak bodies and other interested people.  
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We will engage throughout the commissioning cycle in four ways: 

1. in local communities and regions with consumers, communities and providers through regional 

forums, surveys and with opportunities to comment on this commissioning intention document 

2. discussions with key state-wide or regional rural health providers  

3. engaging with the Primary Health Tasmania Community and Clinical Advisory Councils at key 

points throughout the commissioning cycle.  

4. through a rural primary health commissioning advisory group  

Our approach for engaging with stakeholders will be detailed as part of each phase of the commissioning 

process.  

Evaluating our approach 

As commissioning is a relatively new concept for the Australian health system and for Primary Health 

Tasmania, it is important that the commissioning cycle is evaluated as part of a continuous quality 

improvement process for the organisation and to ensure that we are achieving the health outcomes 

desired. We will evaluate the commissioning cycle to understand: 

• if we are undertaking the process in the best way possible  

• how we can improve processes to make it easier for providers over time 

• how we can assess and respond to changes in health outcomes for rural communities  

• if we are engaging with our stakeholders in a meaningful and effective way.  

 

 

 

 

 

  



 

Rural Primary  Health  Commissioning     12 

 

 

 

 

 

 

 

 

PHASE 1 – ASSESSING NEEDS 
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1 Understanding rural  health  

1.1 Rural health in Australia 

The poor health status of people living in rural and remote areas is often attributed to three factors: 

limited access to health services; a higher prevalence of health risk factors generally associated with 

lower socio-economic status; and characteristics of the regional or remote environment itself12.  

While government policies and programs frequently target problems associated with access to services 

for residents in rural and remote communities, neglecting to address the social determinants of health 

such as health literacy, poverty, discrimination, inequality and inequities of resource allocation are likely 

to result in sub-optimal interventions3.  

In line with this view, the National Primary Health Care Strategic Framework (2013) acknowledged that 

the social determinants of health strongly influence the health of individuals and communities, which 

highlights the importance for health organisations to build partnerships across sectors when there is a 

need to address specific issues affecting a community4.  

Additionally, it is acknowledged that primary health care services may also look and operate differently 

as one moves from metropolitan areas to rural and remote settings. Significant variations may relate to 

geography, community and population characteristics, socio-economic circumstances, infrastructure, 

health status, and workforce mix and availability5.  

It is evident that the significant variations in the characteristics of rural and remote areas present a major 

policy challenge for all levels of government.  

A number of policies, strategies and frameworks have been developed by state and federal governments 

to define and provide solutions for rural health issues. These have been referenced by Primary Health 

Tasmania to help understand the complexity of rural health and inform the rural health commissioning 

process. Some of these are:  

• National Strategic Framework for Rural and Remote Health, developed in 2012 

• National Primary Health Strategic Framework, published in April 2013 

• Better Outcomes for People with Chronic and Complex Health Conditions, 2015 

• Health Care Home (HCH) model of chronic care, across seven sites around the country, for two 

years from 1 July 2017 

• Tasmanian State Government’s White Paper – Delivering Safe and Sustainable Clinical Services 

• Tasmanian State Government Tasmania’s rural Hospital Report, 2016. 

                                                      

1 Australian Institute of Health and Welfare 2010. ‘A snapshot of men’s health in regional and remote Australia.’ Rural Health 
Series No. 11. Cat. no. PHE 120. Canberra: AIHW. 

2 Smith, KB, Humphreys, JS, and Wilson, MGA. ‘Addressing the health disadvantage of rural populations: How does 
epidemiological evidence inform rural health policies and research?’ Aust. Journal of Rural Health 2008; 16: 57. 

3 Smith, KB, 2008 et al, opcit: 56. 

4 Australian Government 2013. National Primary Health Care Strategic Framework. Standing Committee on Health: 6. 

5 Australian Government 2013. National Primary Health Care Strategic Framework. Standing Committee on Health: 6. 
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A summary of these finding can be found at http://www.primaryhealthtas.com.au/commissioning/rural-

primary-health-services-commissioning-resources  

1.2 Tasmania’s rural health profile 

Local Community Population Profiles 

Primary Health Tasmania has developed local community profiles describing population health profiles 

for local government areas in rural and remote Tasmania, which we will continue to build with 

communities over time. These are available at 

http://www.primaryhealthtas.com.au/resources/commissioning  

Tasmania has a small, widely distributed population. Most Tasmanians live in urban centres, with nearly 

90% of the population living in the major centres of Hobart, Launceston, Burnie and Devonport6. The 

population is one of the most regionally dispersed of any state or territory and has the highest proportion 

of its population living outside the greater capital city (58%).  

The health status of Tasmanians compares favourably with other areas of regional Australia. However, 

Tasmania's overall health status is significantly poorer than interstate major metropolitan areas.  

According to the Health Indicators Tasmania 2013 report, life expectancy has steadily improved over the 

period 1985 to 20117, but Tasmania continues to have one of the lowest life expectancies of all states 

and territories. 

The health of Tasmania's population is adversely affected by: 

• high rates of lifestyle risk factors for chronic disease (smoking, nutrition, alcohol, physical 

inactivity, obesity and mental health) 

• high rates of chronic disease and multi-morbidity (particularly cardiovascular disease, diabetes, 

cancer, musculoskeletal conditions and injury) 

• inequities in heath and a high proportion of the Tasmanian population being affected by socio-

economic disadvantage. 

In Tasmania, the number of people living in remote areas is small. Available evidence demonstrates the 

health status of rural Tasmanians is generally equivalent to that of regional Tasmanians, even though 

there is poorer access to services in remote areas, lower per capita availability of health professionals 

locally and variable levels of social capital8.  

In fact, some communities that surround Tasmania's major centres have higher levels of disadvantage 

and poorer health outcomes than Tasmanians living in more rural and remote areas. In the 2011 ABS 

Census, the local government areas (LGAs) with highest levels of disadvantage were Brighton and 

Glenorchy. 

                                                      

6 Population Health Department of Health and Human Services Tasmania 2013. Health Indicators Tasmania 2013.  

7 Tasmanian Department of Health and Human Services 2013. Health Indicators Tasmania 2013. 

8 Tasmanian Department of Health and Human Services 2015. Delivering Safe and Sustainable Clinical Services – White 
Paper. 

http://www.primaryhealthtas.com.au/commissioning/rural-primary-health-services-commissioning-resources
http://www.primaryhealthtas.com.au/commissioning/rural-primary-health-services-commissioning-resources
http://www.primaryhealthtas.com.au/resources/commissioning
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Tasmania’s ageing population has a significant impact on the primary health care and acute care 

sectors, as older people are more likely to develop chronic diseases and to require the use of health 

services. A higher proportion of the rural population of the east coast of Tasmania are aged 65 years or 

over, compared with the west coast of Tasmania where the proportion of the population aged 65 years or 

over is much lower (Figure 1).  

Figure 1: Map of Tasmania by % of population aged 65+, 2012 estimated resident population9  

 

1.3 Aboriginal health 

Aboriginal and Torres Strait Islander Tasmanians generally have a lower life expectancy and higher 

rates of chronic disease and associated risk factors than other Tasmanians. Tasmanian rural 

communities have a higher proportion of self-identifying Aboriginal and Torres Strait Islander peoples 

(5.7%) compared with Australian rural communities overall (3%) and this proportion increases to 7% in 

remote areas.  

As shown in Figure 2, the populations of Flinders Island, Circular Head and the West Coast local 

government areas (LGAs) have the highest proportion of Aboriginal and Torres Strait Islander peoples. 

However, while the proportion is high, the actual number of Aboriginal and Torres Strait Islander peoples 

living in remote Tasmania is around 800 persons. The highest absolute numbers of Aboriginal and 

Torres Strait Islander Tasmanians live in Hobart’s northern suburbs. 

                                                      

9 Public Health Information Development Unit 2014, Social Health Atlas of Australia 
http://www.adelaide.edu.au/phidu/current/maps/sha-aust/pha-single-map/atlas.html (viewed 16 January 2015). 
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Figure 2: Map of Tasmania by % of population identifying as Aboriginal, 2011 data10 

 

The self-assessed health status of Aboriginal and Torres Strait Islander Tasmanians continues to 

compare unfavourably with that of non-Aboriginal and Torres Strait Islander Tasmanians, with only 

71.7% reporting excellent, very good or good health compared with 81.6 % for the Tasmanian population 

as a whole in 2008. Disability is more common in Aboriginal and Torres Strait Islander Tasmanians, with 

a rate of profound or severe activity limitations of 12% – almost three times that of non-Aboriginal and 

Torres Strait Islander Tasmanians (4.7%). Aboriginal and Torres Strait Islander Tasmanians also have 

higher smoking rates (39.1% in 2011–13), high rates of being overweight or obese (68.9%), and high 

rates of risky drinking (18.1%).  

1.4 Social determinants of health 

People who are socio-economically disadvantaged have reduced life expectancy, poorer health and 

higher levels of risk factors for ill-health11.  The measures of socio-economic status that take into account 

local environments are the Socio-economic Indexes for Areas (SEIFA). Of the four different indices 

available, the most commonly used index is the Index of Relative Disadvantage. This index is a general 

socio-economic index that summarises socio-economic information, such as household income, 

education and employment levels.  

Tasmania had the greatest proportion of the population (31.7%) in the most disadvantaged quintile of 

this SEIFA index in 2007-08. Tasmania has the highest proportion of people of greatest disadvantage 

when compared to other states and territories in Australia. Socio-economic disadvantage is more 

common in rural communities. The greatest socio-economic disadvantage is in the remote areas of the 

west and north-east coasts and Flinders Island.   

 

                                                      

10 Public Health Information Development Unit 

11 Australian Institute of Health and Welfare 2014, Australia's Health. Canberra: AIHW. 
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Figure 3: Map of Tasmania by Index of Relative Socio-economic Disadvantage, 2011 data 

 

 

 

 

 

1.5 Lifestyle risk factors 

Figure 4 below shows the proportion of the Tasmanian population who have at least one risk factor 

(smoking, obesity, low physical exercise or poor nutrition). Almost all of Tasmania sits above the 

Australian average, with the poorest health indicators seen on the west coast (unfortunately this data is 

not collected for the remote islands). 
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Figure 4: Proportion of population with at least one risk factor12   

 

There is a trend towards higher smoking and risky alcohol consumption for Tasmanians in remote and 

very remote areas. However, rates of obesity (24%) and physical inactivity (32%) are not significantly 

different in rural and remote Tasmanians compared with Tasmanians as a whole (22% and 31% 

respectively).  

Vegetable consumption tends to be higher and fruit consumption lower in remote and very remote areas. 

However, both rates are still sub-optimal at below 50%.  

1.6 Chronic conditions and multi-morbidity 

The most common causes of death in Tasmania are cancers (28.3% of all deaths) and ischaemic heart 

disease (15.6% of all deaths). The leading causes of death for Tasmanian children aged 0–14 years are 

perinatal and congenital diseases, while transport accidents are the leading causes of death for people 

aged 15 to 24 years. 

More than three in ten adult Tasmanians are affected by arthritis or some other musculoskeletal 

condition, and more than one in seven is diagnosed with hypertension (13.6%).  

Tasmania has higher rates of multi-morbidity (defined here as three or more self-reported chronic 

conditions) than any other jurisdiction. There are no significant differences in rates of multi-morbidity 

between regional and rural / remote Tasmania. 

Potentially preventable hospitalisations represent a range of conditions for which interventions could 

have prevented the disease or condition from occurring. These are conditions best dealt with at a 

primary care level, so as to avoid the complications, burden of care and costs associated with these 

patients presenting at hospitals. The most common conditions for potentially preventable hospitalisations 

                                                      

12 Public Health Information Development Unit 2008. Social Health Atlas of Australia, Tasmania. 
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in Tasmania are chronic obstructive pulmonary disease (likely linked to the high smoking rates), diabetes 

complications, dehydration and gastroenteritis, dental conditions and congestive heart failure13.  

Potentially preventable hospitalisations increase with remoteness14. In 2010–11, Tasmania's rates of 

potentially preventable hospitalisations were the second lowest of all jurisdictions (20.2 per 1,000 

population compared with 27.7 per 1,000 nationally). Preventable hospitalisations for both acute and 

chronic conditions are higher in Tasmanians from very remote areas. 

Tasmania has some of the worst dental health in Australia with the highest rate of complete tooth loss, 

the greatest number of dentures, the highest average number of missing teeth and the greatest number 

of people who haven't seen a dentist in the last five years15. While we do not have data on the dental 

health of rural Tasmanians in particular, we do know that avoidable hospitalisations for dental diagnoses 

increases with remoteness16. We can therefore assume that the dental health of rural and remote 

Tasmanians will be some of the worst in Australia. 

 

  

                                                      

13 Epidemiology Unit in the Population Health Branch of the Tasmanian Department of Health and Human Services. 

14 Australian Institute of Health and Welfare 2014. Australia's Health. Source: Australian Institute of Health and Welfare, 

Australian Hospital Statistics 2012-13. 

 

15 AIHW 2007. Oral Health Status, In Australiaôs Dental Generations, The National Survey of Adult Oral 

Health 2004–06, Canberra. 

16 AIHW 2011. Oral Health and Dental Care in Australia: Key facts and figures 2011. Canberra. 
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2 Understanding th e rural primary health service system  

Local Community Service Maps 

Primary Health Tasmania has developed local community service maps describing available primary health care 

services available for local government areas in rural and remote Tasmania, which we will work with others to 

keep up-to-date. These will be made available at the consultations sessions.   

. 

2.1 Availability of health services in rural and remote areas 

Health and community services in rural and remote areas are different to those in the city. Health 

facilities are generally smaller and provide a broad range of services, including mental health services, 

oral health, community and aged care, and human services. Services themselves generally have less 

infrastructure and, where more complex services are delivered, provide these in lower volumes than city 

providers deliver. 

Rural and remote health and community services generally depend more on generalist service providers, 

including general practitioners (GPs) and registered nurses. There is limited availability of allied health 

professionals in most rural and remote areas. Some specialist services may be available locally whereas 

others are provided by ‘visiting’ health professionals.  

People in rural areas need to travel further to access health and community services and receive a 

smaller share of overall health spending17. They face larger logistical challenges in accessing health 

services and are more likely to undergo overnight or prolonged hospital stay. This is related to fewer 

available GPs, specialist nurses and health professionals and more limited access to specialist services. 

Health and community service planning and delivery have traditionally been developed with a focus on 

urban settings. As a result, service models and models of care are often in place that are better designed 

to meet the needs of larger cities and towns than those of rural, regional and remote communities. 

2.2 General practice availability 

The number of GPs for a given population tends to increase as remoteness increases due to the 

relatively sparse and small populations in remote Australia.  

Tasmania (in green) generally does very well in the supply of GPs for the population. The only rural 

classification area that does not do so well is the ‘Outer Regional’ areas, which are the small rural towns 

outside the regional centres (Figure 5). 

 

                                                      

17 National Rural Health Alliance 2010. Measuring the Metropolitan-rural Inequity. 
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Figure 5: GPs per 100,000 population by state and remoteness area18 

                                                                                                                                                                                                                                       

 

The majority of GPs in Tasmania are located in the population centres of Hobart and Launceston.  

The number of GP services per person tends to decrease with remoteness in most jurisdictions. Across 

Australia, people living in rural and remote areas are more likely to visit an emergency department 

compared with those living in major cities, and are more likely to report that this was due to a GP not 

being available19. Within Tasmania GP service use is similar across regional, remote and very remote 

areas. However, recent Tasmanian research conducted at the Mersey Community Hospital confirms 

Emergency Department use by patients is higher when patients do not have access to a local GP. 

In 2013–14, nearly one in three people living in outer regional, remote or very remote areas nationally 

waited longer than they felt acceptable to get an appointment with a GP compared with just over one in 

five in major cities20.  

2.3 Rural and remote hospitals 

Hospital services are an important part of contemporary health care. Equitable access to hospital 

services is a significant political and social issue for rural communities. 

Between 2009 and 2013 there were 43,011 hospital stays for patients from remote Tasmania21. The 

majority of these hospital separations were to the Royal Hobart Hospital (RHH). For very remote areas, 

                                                      

18 COAG Reform Council 2012. Healthcare 2010-11: Comparing performance across Australia. Canberra. 

 

19 Australian Bureau of Statistics, 4839.0. Patient Experiences in Australia: Summary of Findings, 2013ï14. 

20 Australian Bureau of Statistics, 4839.0. Patient Experiences in Australia: Summary of Findings, 2013ï14. 

21 Acute care hospital separations are the number of episodes of acute hospital care received by people, including same-day 
hospital admissions (i.e. that last less than 24 hours in total).  
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the Launceston General Hospital (LGH) and ‘other Tasmanian public hospitals’ (i.e. rural hospitals) 

accounted for the largest number of hospital stays.  

Emergency Departments (EDs) in public hospitals also play a critical role in the health care system. Over 

half of all public sector ED presentations (to Tasmania's four large hospitals) by patients from very 

remote areas are to the LGH (54.4%). In contrast, the North West Regional Hospital (NWRH) provided 

emergency services to 77.5% of patients living in remote areas during 2009–2013. 

Rural and remote hospital services are expensive to provide. This relates to the high fixed costs of 

operation, their inability to achieve the economies of scale of larger hospitals due to the small size of the 

catchment population, and difficulties attracting and retaining a sustainable and suitably skilled clinical 

workforce. They are often medically serviced by general practitioners. 

For most rural and remote communities, access to hospitals is also affected by: 

• the need to travel to access some hospital services 

• transport, accommodation, financial, family and employment related impacts of accessing 

services away from home 

• a lack of choice and limited availability of health care services, particularly private hospital 

services. 

Rural patients require planned and ready access to the more specialised and tertiary type hospital 

services that are only provided at some urban locations. Therefore, improved transport in certain areas 

may be a viable option for improving service access and use. 

While a number of state government funded district hospitals have either closed or no longer provide 

inpatient care, the majority of remaining district hospitals have developed a stronger primary health and 

aged care focus over time.  

The evolution of district hospitals has largely been supported by the co-location of state-funded primary 

health and community care services at the district hospitals; the development of joint federal–state 

funded initiatives such as multi-purpose centres and multi-purpose services; and Australian Government 

funded programs such as the Rural Primary Health Services Program, which has expanded the range of 

primary health care services offered in smaller rural and communities.  

2.4 State government rural health service delivery 

As noted, the Tasmanian Government Department of Health and Human Services (DHHS) has rural 

health facilities located in rural and remote areas across the state. These facilities include rural hospitals, 

multi-purpose centres, multi-purpose services and community health centres. In rural and remote 

communities, these facilities are often an important hub for local health service delivery.  

DHHS is also a core provider of community nursing and allied health services in rural and remote areas, 

with small nursing teams often based in communities with allied health services provided on a visiting 

basis.  

DHHS also currently manages the Australian Government funded Rural Health Outreach Fund (RHOF) 

and the Medical Outreach – Indigenous Chronic Disease Programme (MOICDP), providing access to a 

range of specialist and multi-disciplinary team-based outreach services into rural and remote 

communities, based on a needs assessment. DHHS have recently been advised of a reduction in 
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funding levels for this program and are amending service delivery arrangements in communities across 

the state in line with the reduced resources.  

Engagement and coordination of effort with DHHS in the delivery of primary health care services will be 

critical to avoid gaps, duplication or fragmentation of health services in local communities. 

2.5 Allied health providers 

A range of allied health providers deliver services to rural and remote communities, either based from 

within the community, or more often on a visiting basis. Pharmacy services are a core, locally based 

service in most rural communities. Other services such as psychology, podiatry, physiotherapy, social 

work, occupational therapy and speech pathology are also provided to varying extent by a mix of state 

government, contracted and private providers.  

Challenges experienced in recruitment and retention of allied health professionals into rural areas, 

include access to workforce and cost of services. In order to address these challenges, some 

communities have been actively looking at opportunities for innovation in the workforce, investigating 

models such as allied health assistants in order to address workforce priorities and local health service 

access. Opportunities exist to explore alternative innovative workforce models to ensure sustainable 

access to care. 

2.6 Aged care 

Aged and Community Services Tasmania outlines the aged service sector in Tasmania as22: 

• including community, charitable and church not-for-profit organisations, a small number of for-

profit organisations and the State Government  

• providing 5,037 residential care places and 1,926 home care places  

• comprising 38 organisations delivering residential care in 78 sites spread across the state. In 

addition, many of these organisations offer services including respite, day and therapy centres 

and home care / support  

• having more than 20 home care specific organisations 

• supporting up to 20,000 older Tasmanians annually to remain independent at home through the 

Commonwealth Home Support system  

• providing retirement living and affordable housing options for older Tasmanians in urban, rural 

and regional locations. 

Many of these providers are located or working within rural and remote communities across Tasmania 

and are an important local health resource for older people living in these communities. 

In its blueprint for the aged services industry, Stepping Up and Stepping Out ï Moving beyond the 

comfort zone, the aged services sector is developing and driving a platform for change and a code of 

conduct for leadership, innovation, cooperation and service re-design as a foundation for the aged 

services sector’s readiness to step out from the pack, lead the Tasmanian community, expand its 

services, collaborate and bring about real change. 

                                                      

22http://agedcaretas.org.au/wp-content/uploads/2015/11/Stepping-up-and-Stepping-Out-Final.pdf 
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2.7 Community service providers 

Rural communities have a number of health and community services based in or visiting their locations. 

These services are funded through state and Australian Government and private sector programs to 

address health problems and also to provide support to organisations that seek to improve the health 

outcomes of their populations. At a surface level it appears there is a wide range of services delivered at 

various levels, but these are not always easily accessed by rural residents. The service mapping and 

community profiles developed by Primary Health Tasmania will provide a platform for discussions with 

rural communities to help understand the health priority needs, opportunities to address these and also 

to identify potential gaps in service delivery and develop innovative solutions.  

2.8 The role of local government 

Local government plays a critical role as a centre point for communities in understanding and advocating 

for health priority needs and ways to address them at the local level. In recent years, there has been an 

increasing interest in local governments in Tasmania and the role the sector can play in expanding their 

mandatory health protection role to encompass a broader health planning approach. There have been a 

number of examples where local governments have been funded by, and worked in partnership with, 

Primary Health Tasmania to explore population health planning approaches to health and wellbeing and 

service delivery.  

Research conducted in Tasmania and nationally23, including local governments throughout Tasmania24, 

has found a high level of willingness to adopt practices and policies that support improving health and 

wellbeing. This and other research25 has also identified several barriers and facilitating factors26 that will 

help local governments to act in the future.  

The findings signal a level of interest in delivering place-based models of service delivery within local 

government in Tasmania when adequate resourcing is provided. The model affords communities a high 

level of influence over prioritising and developing plans to drive change but for many local governments, 

represents involvement in a service previously unfamiliar to them. As part of our work in rural areas local 

government will be encouraged to form partnerships with community organisations to plan and design 

health services that meet the priority needs of the community.  

                                                      

23 Allender S et al. 2009. ‘Moving beyond rates, roads and rubbish: How do local governments make choices about healthy 
public policy to prevent obesity?’ Australia and New Zealand Health Policy 6:20. 

24 Heart Foundation Tasmania 2011. Review of Local Government Health Promotion Initiatives in Tasmania 
http://www.heartfoundation.org.au/SiteCollectionDocuments/Review%20of%20Local%20Government%20Health%20Promotion
%20final%20summary%20report%20August%202011.pdf 

25 Capon AG, Blakely EJ, 2007. ‘Checklist for healthy and sustainable communities.’ New South Wales Public Health Bulletin 18 

(4): 51-54. 

26 Ashe et al. 2007. ‘Local venues for change: Legal strategies for healthy environments.’ Journal of Law, Medicine and Ethics 
Spring: 138-147. 

http://www.heartfoundation.org.au/SiteCollectionDocuments/Review%20of%20Local%20Government%20Health%20Promotion%20final%20summary%20report%20August%202011.pdf
http://www.heartfoundation.org.au/SiteCollectionDocuments/Review%20of%20Local%20Government%20Health%20Promotion%20final%20summary%20report%20August%202011.pdf
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2.9 Current Primary Health Tasmania investment in rural health 

The Rural Primary Health Services Program 

While state governments and GPs have significant roles in providing rural health services, Australian 

governments have responded to the poor health status of people living in rural areas and the failure of 

mainstream health services to address these disparities by introducing a number of specifically ‘rural’ 

health policies and programs27.  

Australian Government rural health programs have provided a range of incentives to promote the 

recruitment and retention of medical practitioners in rural and remote areas; facilitated the delivery of 

local and outreach rural health services to address identified service gaps; and developed joint initiatives 

such as the Multi-Purpose Service program to provide integrated health and aged care services for small 

rural and remote communities.  

The Rural Primary Health Services Program (RPHSP) objectives nationally have been defined as: 

follows: 

1. Provide and maintain supplementary allied health and primary care services that are based on 

identified needs in each community 

2. Promote coordinated, multi-disciplinary team-based approaches to the provision of integrated 

primary health care services 

3. Establish and maintain effective community consultation practices for the planning, 

management, flexible delivery and ongoing review of the RPHS program 

4. Provide and maintain access to relevant health promotion and preventative health programs 

and activities to promote health and wellbeing 

5. Encourage people in rural areas to adopt and modify behaviours to better manage their health 

and wellbeing. 

In Tasmania, Rural Primary Health Services (RPHS) currently funds 14 providers to deliver primary 

health programs and services in 16 rural and remote local government areas across Tasmania. 

Programs and services include allied health services, diabetes education, mental health services, youth 

health, health promotion activities and program coordination.  

The RPHS program has operated for approximately 14 years, originally funded directly between the 

Australian Government and providers. In some areas, the service models have remained largely 

unchanged for the total period of this funding. The Australian Government transitioned the program to 

Tasmania Medicare Local in 2013–14 and it was implemented through 3-year agreements. National 

decisions relating to Medicare Locals and Primary Health Networks (PHNs) since the transfer of the 

program have resulted in maintenance of existing arrangements for the RPHS program until July 2016. 

The establishment of PHNs includes the expectation that current contracting arrangements will be 

reviewed and moved through a commissioning cycle. This requires Primary Health Tasmania to 

undertake a full commissioning process to determine the best means of investing in rural health services 

for improved rural health. In line with this, some activities that have historically been funded may need to 

change or not be funded into the future.  

                                                      

27 Smith, KB et al. 
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3 What could rural primary health care in Tasmania look 

like?  

Through consultation and engagement with rural communities, Primary Health Tasmania will define an 

ideal state of primary health care across rural Tasmania which will inform how we best invest resources.    

The following themes (see 3.1 below) are emerging regarding the opportunities for addressing 

challenges and improving rural primary health service delivery. These will form the basis for discussion 

with stakeholders as part of the designing solutions process to understand other perspectives on what 

ideal primary health services delivery in rural areas looks like.  

3.1 Emerging service delivery themes  

Tasmania’s rural health system is part of a broader health system and it is important that this connection 

is retained, while also ensuring that the particular challenges for rural areas are incorporated into future 

system planning and resource allocation. Review of previous reports and engagement undertaken with 

rural health providers has identified a number of themes relevant to Tasmania’s rural health system: 

• Services and service activity developed historically has in many cases remained unchanged in 

terms of resourcing or models of care for many years 

• There is a core service delivery infrastructure of general practice, community nursing, pharmacy 

and visiting allied health services (to varied levels), with some communities also including a 

mixed network of community aged care services and residential aged care beds and sub-acute 

hospital beds  

• Services are provided by a mix of private practice, state government and non-government 

organisations 

• Rural health services tend to have strong links with schools, councils, community and service 

organisations and are often strongly supported by a network of volunteers providing services 

such as meals-on-wheels and transport 

• Rural health services are part of a hub and spoke approach to health care, with regional services 

located in the north, south and north-west of the state acting as hubs for more specialised 

services. Connections with ‘hub’ services vary significantly between services and between 

communities  

• Many rural areas experience challenges in attracting and retaining rural workforce – with an 

increasing number of overseas trained medical practitioners providing services, along with 

difficulties in attracting nursing and allied health services to rural areas, even on a visiting basis, 

raising concerns about sustainable access to services in rural areas 

• Clinical safety and quality of care in rural areas has become an increasing priority in recent years 

as the health workforce and the needs of the population change, along with advancements in 

health technology. In some cases, this has resulted in the cessation of services for clinical safety 

reasons, but in others there is the opportunity to do more, enabling innovative models of care 

• Rural communities are isolated and yet in some ways more connected, with services operating 

locally tending to have closer working relationships and increased collaboration  

• There are positive examples of rural services working together to achieve improved access to 

services, which has not necessarily been about providing additional services, but by supporting 

access to services outside the community either through technology or transport and supporting 

a safe return to care within the community when it is appropriate to do so. 
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3.2 Elements that support better service delivery 

Within rural communities themselves, providers may be better placed to deliver care in an integrated way 

than their urban counterparts. This is because the health professional networks in rural areas are 

generally smaller and providers are better known to their colleagues. However, cultural and historical 

separations between services can still be barriers to the delivery of integrated care. Further, the physical 

separation of rural health professionals from their specialist referral networks located in larger centres 

can present unique challenges to integrated delivery of care.  

Improving the quality of health services delivery in rural and remote communities requires a multi-
pronged service approach to deliver the best possible outcomes. This includes: 

 
At the planning level 

• knowing what the problems are and how to address them 

• using an evidence-informed approach to identifying health priorities 

• ensuring the information/data used to identify needs is valid and reliable 

• designing services that address the priority needs. 

At the individual level 

• clarity of roles of different professionals involved in the person’s care 

• workforce education and professional development 

At the health and community services level 

• strong local health and community service provider networks 

• agreed and shared health pathways, guidelines and practice protocols 

• monitor and report on patient experience. 

At the service system level 

• strong strategic vision and leadership 

• sub-regional health planning 

• quality and performance monitoring 

• affordable, responsive access to transport and accommodation 

• information technology that facilitates better communication 

• integration of health technologies into models of care. 

These elements will guide our thinking for future rural primary health service commissioning.  
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4 Understanding  rural primary health care priorities and 

potential service solutions from the Tasmanian 

community   

In July 2016 Primary Health Tasmania consulted with rural communities and rural health service 

providers.  This was undertaken through regional consultations, an on-line survey, a dedicated rural 

primary health email address and providing an opportunity for people to give feedback on the information 

in this commissioning intention document. 

As part of the first phase of the commissioning process, assessing need, the following questions were 

posed for consultation: 

 

Three hundred and ninety-seven email invitations were sent to stakeholders to be part of the rural 

primary health consultations representing 284 organisations.   These included general practitioners, 

health and community service providers, pharmacists, local councils, allied health providers, state and 

Australian government departments and other peak bodies from the following twenty-one local 

government areas: 

Break O'Day 
Central Coast 
Central Highlands 
Circular Head 
Derwent Valley  
Dorset 
Flinders Island  

George Town 
Glamorgan/Spring Bay 
Huon Valley 
Kentish 
Kingborough (Bruny Island) 
King Island 
Latrobe 

Meander Valley 
Northern Midlands 
Southern Midlands 
Tasman  
Waratah/Wynyard 
West Coast 
West Tamar 

 
Consultations were held in Queenstown, Burnie, Launceston, Bicheno and Brighton, and on Flinders 
Island and King Island during July and August 2016.  

1. What are the primary health care needs for your community/rural communities? 
 

2. What would the ideal primary health care service look like for your community/rural    
 communities? 

3. What are the priorities for addressing the rural primary health care needs: 

a. for the community as a whole? 

b. for people with the worst health outcomes? 

c. for people experiencing the most disadvantage? 

4. What evidence do you have to support your observations? 
 

5. What would it take for primary health care services to be delivered more effectively 
in your community/rural communities? 
 

6. What would be the benefits to your clients/patients if you were able to implement the 
above? 

 
7. Who should be involved in planning primary health care services in your 

community/rural communities? 
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4.1 Who came to the consultations? 

There were more than 230 attendances at the consultations and thirty-eight people completed the online 

survey.  The greatest proportion of attendees came from the not for profit/community sector 

organisations, followed by Tasmanian Health Service and local government (Figure 1).  of which 

managers, clinicians, support staff and coordinators were the highest represented workforces (Figure 2).   

 

Figure 1: Organisations represented at the consultation forums and completion of surveys 
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Figure 2: The role and number of participants attending the consultations sessions and 

completion of surveys 

 

 

 

 

 

4.2 What did the community consultations tell us? 

Responses from the consultations were collected, collated, coded, themed and analysed (Figure 3). The 

following three themes have emerged as important: 

V coordination of care for people with complex care needs  

V team-based care with a focus on strong local provider networks 

V person centeredness 
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Figure 3: Themed responses from 7 rural primary health community consultations  

 

 

 

 

 

 

4.3 What we learned through the Assessing Needs phase  

Primary Health Tasmania has analysed the feedback from the community consultations and combined 

this with what we already know about the elements for delivering high quality and safe primary health 

care (Section 3.2).  This has provided us with an understanding of our commissioning opportunities and 

how these align with our overarching organisational objectives, namely to: 

• Increase the efficiency and effectiveness of medical services for patients - particularly those at 

risk of poor health outcomes; and  

• Improve the coordination of care to ensure patients receive the right care in the right place at the 

right time. 

The major themes emerging from the consultations were to improve: 
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V coordination of care for people with complex care needs – activities that support this include 

implementing agreed and shared health pathways, providing patients with a central point of 

information / service access so that patients gain reliable information about health services in a 

consistent way that is relevant to the community and service providers, and embedding guidelines 

and practice protocols into clinical practice 

V team-based care with a focus on strong local provider networks – activities that support local 

providers to improve the team-based delivery of primary care services, fostering communication and 

information sharing between local providers and specialist colleagues elsewhere, and between local 

provider organisations locally, and introducing information technology that facilitates better 

communication and integration of health technologies into models of care   

V person centeredness – activities and strategies that ensure local providers deliver care that is 

respectful of and responsive to individual preferences, needs, and values, introducing processes of 

care to enable the patient’s values to guide all health decisions and to embed systems and 

processes for monitoring and reporting on the patient/clients’ experience to assist provider networks 

to identify and address factors that reduce patient-centred care delivery. 

The themes above are strongly aligned with a number of the elements for quality service delivery 

identified prior to consultations.  In addition to these themes our earlier learning also identified elements 

that need to be implemented to enhance the health outcomes for people living in rural areas and these 

include: 

V identifying and addressing priority health outcomes through data informed evidence - the priority 

health condition/s28 to be addressed, the health outcome to be achieved for this priority health 

condition, the evidence that has been used to identify this priority health condition, the target group 

and how these people have been or will be identified, the measures that will be used to demonstrate 

improvement/change relating to the health condition 

V a qualified workforce that has the competencies required for these roles and any associated 

credentialing process that should be implemented that is also supported by an efficient, effective and 

accountable system.  

This information will be used to inform Phase 2 - Designing Solutions.  

 

 

                                                      

28 These should be informed by the population health profiles provided to rural communities and may include 

priority conditions such as heart failure, chronic obstructive pulmonary disease (COPD), Diabetes mellitus (Type 2), 

musculoskeletal conditions or others as determined by service providers/community. 



 

  

  

 

 

 

 

 

 

 

 

PHASE 2 – DESIGNING SOLUTIONS 
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5. Rural primary health commissioning options  

As part of the needs assessment phase of commissioning, rural communities highlighted better 

integrated and coordinated services and systems, and increased access to primary health care as their 

main priorities. 

5.1 Service Integration 

Effective integration between health and community services optimises healthcare delivery in rural 

communities by making the best and most sustainable use of available resources (people, their skills 

and available funds).   

Increased collaboration between services in coordinating care, also improves the experiences of the 

patient, the health of the population and the per capita cost of delivering care to the community.  

However, as noted at the conclusion of the needs assessment phase, successful integration of health 

and community services in rural and remote communities requires all service elements to be 

implemented simultaneously for health care delivery to be effective, these being: 

• coordination of care for people with complex care needs  

• team-based care with a focus on strong local provider networks  

• person centeredness  

• identifying and addressing priority health outcomes  

• a qualified workforce  

Figure 4 (below) provides a collective overview of the elements of integration and how they may work 
together to support primary health care for improvement of health outcomes for people living in rural 
areas.  

Figure 4: Elements to support integrated service delivery for improved health outcomes 
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5.2 What outcomes will be commissioned for rural primary health care?  

The elements supporting integrated service delivery as described in 5.1 are well aligned with our 

overarching organisational PHN objectives to: 

• to increase the efficiency and effectiveness of medical services for patients - particularly those at 

risk of poor health outcomes; and  

• to improve the coordination of care to ensure patients receive the right care in the right place at 

the right time 

These elements and our objectives have strongly informed the commissioning design for rural primary 

health and have been the basis for determining the following commissioning intention.   

* identified by applicants as a priority.  Please refer to glossary of terms for definition of chronic conditions. 

5.3 How will tenders be assessed? 

In line with the commissioning intention, Primary Health Tasmania will assess tenders based on 8 

criteria, as summarised at figure 5 and detailed at figure 6.   

Please note this information will appear as a series of questions in the rural primary health tender 

application documentation. 

Figure 5: Tender assessment criteria summary 

Criteria Weighting 

1. Improved health outcome to be achieved 25% 

2. The service model 20% 

3. Workforce skills and capabilities  10% 

4. Systems for improved coordination of care for people with complex care needs  10% 

5. Approaches for improved team-based care and strong local provider networks  10% 

6. Approaches supporting person centeredness 10% 

7. Organisational capability 5% 

8. Financial information 10% 

Further detail on the focus for each criterion is provided below:  

Primary Health Tasmania will commission services using its rural primary health care 

resources for improved health outcomes for people living with chronic conditions through 

integrated service delivery approaches in rural areas.   

To achieve this, Primary Health Tasmania will ensure the commissioning process focuses 

on: 

• improving health outcomes for an identified priority chronic condition(s)*, and 

• achieving these outcomes through increased integration of service delivery  
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Figure 6: Detailed tender assessment criteria  

Criteria  Components 

Improved health 
outcome to be 
achieved 
 
Weighting: 25% 

Identify: 

¶ the priority chronic condition(s) to be addressed and for which community(s) 

¶ the evidence that identifies this as a priority health condition for this area 

¶ the outcome(s) to be achieved for people with this priority chronic condition  

¶ the measures that will be used to demonstrate whether the outcome has 
been achieved 

The service 
model 
 
Weighting: 20% 

Outline: 

¶ the service model that will be implemented to address the priority chronic 
condition including how the service will be accessible for the target group 

¶ the organisations involved in delivering the service model including how the 
organisations will work together to deliver the service model 

¶ the clinical governance arrangements to ensure the service is safe and high 
quality 

¶ the processes that will be used to collect data to assist in evaluating the 
service model 

¶ the electronic information systems that will be used to store and report data  

¶ a summary of the key project activities and timeframes, including specific 
activities required for establishing the service model and for any transition of 
existing services that may be required 

Workforce skills 
and capabilities  

Weighting: 10% 

Outline: 

¶ the workforce that will be used to deliver the activities described in the 
service model, including: 

o how existing workforce resources will be used as part of the service 
model 

o any additional or new workforce resources required 
o how the workforce will be engaged (e.g. employed or consultant) 
o the competencies required for these roles and any associated 

credentialing process that will be implemented  

¶ any innovative workforce approaches you plan to implement as part of the 
service model 

Systems for 
improved 
coordination of 
care for people 
with complex 
care needs  
 
Weighting: 10% 

Describe: 

¶ processes that will support coordination of care, including but not limited to: 
o guidelines and protocols that service providers will use to support 

service delivery, for example how the Primary Health Tasmania Care 
Coordination Guidelines may be applied 

o activities that will be used to improve the transfer of care between 
providers, for example how the Primary Health Tasmania Shared 
Transfers of Care Framework may be applied 

o the care pathways that will be developed/used with other services, 
for example how Tasmanian HealthPathways resources may be 
used  

¶ the electronic systems that will be used to facilitate coordinated care 

¶ any innovative approaches you plan to implement to improve coordination 
of care 
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Criteria  Components 

Approaches for 
improved team-
based care and 
strong local 
provider 
networks  
 
Weighting: 10% 

Explain: 

¶ the processes that will be put in place to support team-based care 

¶ how the service model will link with and help strengthen local service 
provider networks  

¶ how the service provider networks will improve links with services located 
elsewhere (outside the local community) 

¶ any organisational change activities that will be implemented to support 
improved team base care and networks 

Approaches 
supporting person 
centeredness 
 
Weighting: 10% 

Describe: 

¶ the service model will ensure consumers across the community have 
access to clear information about health services 

¶ how the service model will apply health literacy principles to improve 
consumer knowledge and participation in their health care 

¶ how the perspectives of consumers will be incorporated into service model 
planning, implementation and review   

Organisation 
capability and 
budget 

 
Weighting: 5% 

¶ Supplier details 

¶ Acknowledgement statement 

¶ Joint application details 

¶ Business description and structure  

¶ Risk management 

¶ Key personnel  

¶ Capability and capacity 

¶ Safety Management 

¶ Differentiation (what sets your organisation apart)  

¶ Contract terms and conditions 

¶ Additional information 

¶ Referees 

¶ Tender notification 

Financial 
information  

 

Weighting: 10% 

a. Financial analysis – tendering organisation 
o Financial capability 
o Financial statements and audit 
o Financial analysis – organisation 
o Financial declarations 
o Insurance 

¶ Financial and business expertise 

¶ Financial analysis – tender proposal 
o Financial analysis – proposal 
o Proposal’s value for money 
o Cost drivers impacting proposal cost 

 

Examples of the types of information to consider in preparing tenders are provided below, followed by 

further information about the assessment process and timeframes. 



 

  

5.4 Examples of applying the selection criteria 

Example 1: Improving the management of Type 2 Diabetes 

Criteria  Examples of information to consider 

Improved health 
outcome to be 
achieved 
 

Type 2 Diabetes in people over the age of 65 in local government area X 

The outcomes to be achieved are: 

¶ Reduced hospitalisations due to complications of diabetes for people from X 

¶ A 10% decrease in the proportion of over 65s from X scoring under 11 on the Australian Type 2 Diabetes Risk 
Assessment score 

¶ A 10% increase in the proportion of over 65s from X with at least 3 HbA1c <53mmol/mol between 1/1/17 and 30/6/18 

The ABS (ref 1) indicates that 18% of people in X self-identify as having diabetes, compared to 9% nationally. The 
population of X is older than the Tasmanian average (ref 2) and so Type 2 diabetes is the most likely type. We have 3 
residential aged care facilities in X, a visiting GP, dietician and podiatrist, and yet patients from X contribute 238 separations 
to the Royal Hobart Hospital with complications of diabetes (ref 3). 

Measures to be used will be refined in conjunction with Primary Health Tasmania. Proposed measures include: 

¶ Number of hospitalisations of people from X from complications of diabetes, chronic cardiovascular & respiratory 
conditions between 2017 and 2018 

¶ Number of over 65s from X scoring under 11 on the Australian Type 2 Diabetes Risk Assessment score 2017-2018 

¶ Total number of over 65s from X completing the Australian Type 2 Diabetes Risk Assessment score 2017-2018 

¶ Number of over 65s from X with at least 3 HbA1c <53mmol/mol between 1/1/17 and 30/6/18 

¶ Total number of over 65s from X who had at least 3 HbA1cs done 2017-2018 

The service 
model 
 

Health services will be delivered through the X health centre (XHC) by multiple providers. Currently this is staffed by 
community nursing with regular GP visits. Allied health visiting professionals will be booked through XHC. Fortnightly allied 
health outreach will occur to the 3 aged care facilities in region X. 3 training sessions will be run for aged care staff over 1 
year, by the podiatrist, covering various aspects of foot care for diabetics.  

A weekly clinical review meeting of 1 hour will be set involving community nurses, GP and available allied health staff, to 
review a selection of that weekôs challenging cases. These meetings aim to embed a team based care approach between X 
health centre and visiting professionals.  

All staff at XHC will be required to utilise Clinical Information System A (e.g. Medical Director, Best Practice) to improve 
communication of relevant patient information between staff. Secure Messaging B (e.g. HealthLink, Argus) is to be used to 
communicate electronically between staff onsite and those who may be offsite/visiting professionals. Training for both A & B 
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Criteria  Examples of information to consider 

is to be undertaken with all staff during the first 8 weeks of operation by a consultant, and is mandatory. The health centre 
manager will be responsible for tracking key indicators using an electronic extraction tool (e.g. PenCAT) on an ongoing 
basis. These are to be reviewed at least quarterly at all staff quality improvement meetings. 

It is expected that software procurement and training will be completed within 8 weeks of contract finalisations, whilst 
recruitment of additional positions will be completed within 12 weeks. Change management, project management and 
training will be on going but intense activity will occur during the first 12 weeks. Evaluation metrics will be collected quarterly 
with final evaluations occurring in April 2018. Collection of baseline measures will be completed within the first 12 weeks of 
establishment. No establishment or transition activities will extend beyond 6 months from confirmation of contract. 

Workforce skills 
and capabilities  

 

Existing workforce to be maintained: 

¶ Access to 2fte general practitioners 

¶ 4 fte community nurses 

Additional workforce requirements: 

¶ 1 fte care coordinator 

¶ 1 fte clinical electronic systems trainer for < 8weeks, consultant 

Systems for 
improved 
coordination of 
care for people 
with complex 
care needs  

 

The following are proposed to be utilised to improve the coordination of care; 

¶ GPs, practice nurses and community nurses will be trained in using the Tasmanian HealthPathways portal, specifically 
the diabetes related pathways. Referrals to this program will be recorded in Clinical Information System A. 

¶ Clinical Information System A (e.g. Medical Director, Argus) and Secure Messaging B (e.g. HealthLink, Argus) will be 
used by all providers using XHC for all clinical note taking and communication 

¶ For reporting and continuous quality improvement (CQI), electronic extracts (e.g. PenCAT)  

¶ Weekly multidisciplinary team based case reviews  

¶ Encouraging all clients to sign up to MyHealth Record  

¶ The consumer evaluation of care tool from the Primary Health Tasmania Shared Transfers of care guidelines 

¶ The transfer summary audit tool where relevant from the Primary Health Tasmania Shared Transfers of Care guidelines 

¶ Listing on the National Health Services Directory 

¶ Registration of eligible patients with the National Diabetes Support Scheme 

Approaches for 
improved team-
based care and 
strong local 

Weekly clinical case reviews attended by clinical staff, identifying problems and potential improvements in ways of working 
around challenging cases. These will include visiting staff or others external to XHC as relevant to the case being reviewed. 
Active training and follow up of the use of secure messaging systems, Tasmanian HealthPathways and the MyHealth 
Record to increase meaningful use of technology to improve inter-service communication. Workforce capacity building 
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Criteria  Examples of information to consider 

provider 
networks  

activities amongst aged care facility staff to enable improved care of diabetic patients, including sick day management and 
foot care, to be elaborated on during the first 8 weeks of funding via discussions with relevant aged care facilities. 

Approaches 
supporting person 
centeredness 
 

We will explore how best to leverage existent self-management and education programs provided by state-wide peak bodies 
within the first 8 weeks of confirmation of contract. The consumer evaluation of care tool from the Primary Health Tasmania 
Shared Transfers of Care Guidelines toolkit and the transfer summary audit tool where relevant from the Primary Health 
Tasmania Shared Transfers of Care Guidelines toolkit will be used to collate consumer feedback. Results will be reviewed 
quarterly at clinical CQI meetings with all staff. A before and after evaluation of patient satisfaction with care coordination 
activities will be undertaken with survey tools and timelines agreed upon between XHC and PHT.3 ï 6 monthly collection of 
Australian Type 2 Diabetes Risk Assessment tool results from registered patients within the target age group as well as 
aged care facility residents in X will allow an evaluation of any trends in population level risk over time, and inform future 
person centred care related activities. 

 

Example 2: Multi-morbidity 

Criteria  Examples of information to consider 

Improved health 
outcome to be 
achieved 

 

¶ Multi-morbidity in the over 65 age group in local government area X 

¶ Proposed outcomes to be achieved include; 

¶ Reduced hospitalisations of people from X from complications of diabetes, chronic cardiovascular & respiratory 
conditions 

¶ A 10% reduction in smoking rates in over 65s in X over 18 months 

¶ A decrease in the proportion of over 65s from X self-reporting a fair or poor health status 

¶ Evidence from the Tasmanian population health survey (ref 1) indicates that 38% of people over the age of 18 in X self-
identify as suffering from 3 or more chronic conditions, the top 3 of which are chronic cardiovascular, respiratory & 
complications of diabetes (ref 2).Census data (ref 3) indicates that 21% of the population in this area are over the age of 
65, and 15% are current smokers, whist 4% did not complete year 12 and 8% are currently unemployed. Patients from 
this area had 238 separations at the Royal Hobart Hospital between June 2014 and July 2015( ref 4), with an average 
length of stay of 4.5 days per separation (ref 4) and 6% of these were classified as potentially preventable (ref 4).  

¶ Measures to be used will be refined in conjunction with Primary Health Tasmania. Proposed measures include; 

½ number of hospitalisations of people from X from complications of diabetes, chronic cardiovascular & respiratory 
conditions between 2017 and 2018 

½ Number of self-identifying current smokers over 65years from X 
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Criteria  Examples of information to consider 

½ number of over 65s from X self-reporting a fair or poor health status between 2017-2018 

¶ Total number of over 65s from X 

The service 
model 

 

Health services will be delivered by multiple providers through the X health centre (XHC). Currently this is staffed by 
community nursing with regular GP visits. Allied health visiting professionals will be booked through XHC. A care coordinator 
will be employed to case manage and ensure patient appointments, information, documentation and transport are efficiently 
organised/coordinated. Fortnightly allied health outreach will occur to the 3 aged care facilities in region X. 3 training 
sessions will be run for aged care staff over 1 year, by the podiatrist, covering various aspects of foot care for diabetics. Staff 
from XHC will also be involved in information and education sessions run in collaboration with local community groups L,M & 
N, aged care facilities R,S & T and local government X that aim to increase the awareness of older people in X about what 
services are available at XHC, how and when they can access them.  

A weekly clinical review meeting of 1 hour will be set involving community nurses, GP and available allied health staff, to 
review a selection of that weekôs challenging cases. These meetings aim to embed a team based care approach between 
XHC and visiting professionals.  

All staff at XHC will be required to utilise Clinical Information System A (e.g. Medical Director, Best Practice) to improve 
communication of relevant patient information between staff. Secure Messaging B (e.g. HealthLink, Argus) is to be used to 
communicate electronically between staff onsite and those who may be offsite/visiting professionals. Training for both A & B 
is to be undertaken with all staff during the first 8 weeks of operation by a consultant, and is mandatory.  

The health centre manager will be responsible for tracking key indicators using an electronic extraction tool (e.g. PenCAT) 
on an ongoing basis. These are to be reviewed at least quarterly at all staff quality improvement meetings. 

It is expected that software procurement and training will be completed within 8 weeks of contract finalisations, whilst 
recruitment of additional positions will be completed within 12 weeks. Change management, project management and 
training will be on going but intense activity will occur during the first 12 weeks. Evaluation metrics will be collected quarterly 
with final evaluations occurring in April 2018. Baseline measures will be completed within the first 12 weeks of 
establishment. No establishment or transition activities will extend beyond 6 months from confirmation of contract. 

Workforce skills 
and capabilities  

 

As outlined above. 

Existing workforce to be maintained: 

¶ Access to 2fte general practitioners 

¶ 4 fte community nurses 

Additional workforce requirements: 

¶ 1 fte care coordinator 

¶ 1 fte clinical electronic systems trainer for < 8weeks, consultant 
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Criteria  Examples of information to consider 

Systems for 
improved 
coordination of 
care for people 
with complex 
care needs  

 

The following are proposed to be utilised to improve the coordination of care; 

¶ GPs, practice nurses and community nurses will be trained in using the Tasmanian HealthPathways portal, specifically 
the Chronic Disease Self Management Program pathway. Referrals to this program will be recorded in Clinical 
Information System A. 

¶ Clinical Information System A (e.g. Medical Director, Argus) and Secure Messaging B (e.g. HealthLink, Argus) will be 
used by all providers using XHC for all clinical note taking and communication 

¶ For reporting and CQI, electronic extracts (e.g. PenCAT)  

¶ Weekly multidisciplinary team based case reviews  

¶ Encouraging all clients to sign up to MyHealth Record  

¶ The consumer evaluation of care tool from the Primary Health Tasmania Shared Transfers of Care Guidelines 

¶ The transfer summary audit tool where relevant from the Primary Health Tasmania Shared Transfers of Care Guidelines 

¶ Listing on the National Health Services Directory  

Approaches for 
improved team-
based care and 
strong local 
provider 
networks  

Weekly multidisciplinary case reviews attended by clinical and supporting staff, identifying problems and potential 
improvements in ways of working around challenging cases. These will include visiting staff or others external to XHC as 
relevant to the case being reviewed. Active training and follow up of the use of secure messaging systems, Tasmanian 
HealthPathways and the MyHealth Record to increase meaningful use of technology to improve inter-service 
communication. Exploration of the viability of using telehealth with relevant specialists to be undertaken during first 6 months 
of funding, for potential pilot during subsequent year of funding. 

Approaches 
supporting person 
centeredness 

The consumer evaluation of care tool from the Primary Health Tasmania Shared Transfers of Care Guidelines toolkit and the 
transfer summary audit tool where relevant from the Primary Health Tasmania Shared Transfers of Care Guidelines toolkit 
will be used to collate consumer feedback. Results will be reviewed quarterly at clinical CQI meetings with all staff. A before 
and after evaluation of patient satisfaction will be undertaken with survey tools and timelines agreed upon between XHC and 
Primary Health Tasmania. 

 

 



 

  

5.5 Assessment Process 

Primary Health Tasmania will form a tender assessment panel, which will include internal 

representatives, along with the external expertise of a rural consumer and community representative, 

rural health and primary health service delivery and an independent probity advisor.  The panel will be 

guided by a number of fundamental principles in undertaking this role.  These are: 

• Independence 

• Expertise, knowledge and experience 

• Ethics 

• Conflict of interest 

• Confidentiality and security of information. 

Primary Health Tasmania will assess tenders based on the 8 criteria using a weighted evaluation 

methodology (shown as percentages in figure 5), along with consideration of: 

• Rurality 

• Socio-Economic Index for Areas (SEIFA) and 

• Comparative population level morbidity measures   

Primary Health Tasmania acknowledges that some aspects of effective service models will require 

building over time and that applicants may not have all the components in place at the time of preparing 

the tender application.  Where components are not in place, applicants are asked to: 

• describe the current status and steps and time that will be taken to establish these components, 

including any areas of identified need for support 

• specify within the proposed budget if one-off funds will be required for these establishment 

activities.  

5.6 Eligible communities 

The communities eligible for funding under this program are: 

Break O'Day 

Central Coast 

Central Highlands 

Circular Head 

Derwent Valley  

Dorset 

Flinders Island  

George Town 

Glamorgan/Spring Bay 

Huon Valley 

Kentish 

Bruny Island (Kingborough) 

King Island 

Latrobe 

Meander Valley 

Northern Midlands 

Southern Midlands 

Tasman  

Waratah/Wynyard 

West Coast 

West Tamar 

 

5.7 Out of Scope 

Program funds cannot be used for the following: 

• capital works 

• to fully fund transport services, however, some reasonable allocation of funds for equitable 

access to activities associated with the service model may be considered 

• services that duplicate or replace existing services provided by other organisations, including 

state and territory government services 
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• interstate travel/costs not associated with the funded service, any overseas travel or related 

expenses 

• legal costs or compensation associated with employment related disputes or actions 

• for delivery of dental services.   

 

5.8 Contract term 

The contract term is from 1 January 2017 – 30 June 2018. Successful providers will be expected to work 

closely with Primary Health Tasmania between being notified as a a successful tender and 1 January 

2017 to ensure preparedness for commencement of services on 1 January 2017. 

 

 

5.9 Preparing and submitting your tender 

• All tender applications must be submitted via Primary Health Tasmania’s Tenderlink portal 

https://www.tenderlink.com/primaryhealthtas/ .  

• Respondents are encouraged to seek clarification on issues relating to the tender.  All questions 

on clarifications received from applicants during the open process must be submitted in writing 

using the online forum within Tenderlink. 

• When a question is received, the Primary Health Tasmania procurement advisor receives all 

alerts around questions and will liaise with the project support officer/project manager to obtain 

the necessary response accordingly. Responses will be made available on the Tenderlink online 

forum.  

• Further information on the general terms and conditions can be found at Tenderlink 

 

 

5.10 Resources available from Primary Health Tasmania  

A range of resources are available on the Primary Health website to assist with the planning and 

development of tender applications and services for rural primary health care commissioning.  These can 

be found at:  http://www.primaryhealthtas.com.au/commissioning/rural-primary-health-services-

commissioning-resources  

 

 

 

 

 

https://www.tenderlink.com/primaryhealthtas/
http://www.primaryhealthtas.com.au/commissioning/rural-primary-health-services-commissioning-resources
http://www.primaryhealthtas.com.au/commissioning/rural-primary-health-services-commissioning-resources
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5.11 Key dates for Rural Primary Health Commissioning 

 

Date Activity 

Tender invitation and assessment milestones 

2 September 2016  Tenders opened via Tenderlink at 4pm   

3 September 2016 Tender advertised in three Tasmanian newspapers 

30 September 2016 Tender applications close at 2pm 

3 October – 11 November 2016 Tender evaluation, shortlisting and selection 

14 November – 2 December 2016 Contract negotiations and execution (including submission of 

detailed project plan and finalisation of specific outcome 

measures monitoring and reporting) 

3 January 2017 Commissioned activity commences 

30 June 2018 Contract completion  
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PHASE 3 – IMPLEMENTING SOLUTIONS 
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Rural primary health commissioning intent  

 

This page is deliberately blank, and content will be written after the design phase is complete. 

What we learned through the Designing Solutions phase 

Commissioned activity summary 
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PHASE 4 – EVALUATING OUTCOMES 

 

 



 

  

Rural primary health commissioning ï evaluation and 

outcomes  

 

This page is deliberately blank, and content will be written after services have been commissioned and we have 

worked collaboratively to monitor progress towards our intended outcomes. 

How did we go?  

Informing the next commissioning cycle 

 

 

  

 



 

  

 

 

Primary Health Tasmania 

t: 1300 653 169 

e:  info@primaryhealthtas.com.au 

www.primaryhealthtas.com.au 


