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What is Integrated Care ?

Integrated care represents an organising principle for care delivery that aims to respond to the 
“quadruple aim” and to contribute to reducing hospital demands. It is effectively two inter-related 
activities that put the person at the centre of care: 

1. Creating a seamless patient experience / journey throughout the health service. 
This is the remit of the health service in general as articulated in the NSW State Health Plan (Direction 3: 
Delivering truly integrated care) and the SESLHD Journey to Excellence (Safe Person Centred and Integrated 
Care)

2.Providing holistic (or “wrap around”) care to an identified cohort of vulnerable people with complex
conditions.
This is the focus of the SESLHD Integrated Care Unit. Identified cohorts include vulnerable people with complex,
chronic (“long term”) conditions and Aboriginal people. In working with these cohort through its care
coordination programs, the Integrated Care Unit aims to link people with the services they need to live well in
the community. While this involves linking people with the health care they need, it also extends beyond this to
connect people with social care and working with primary care to strengthen community based services.
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− Aligned with NSW Health’s move towards value-based 
health care

− System-wide approach, encompassing population 
health, acute, non-acute and community services 

− Focuses on creating greater efficiencies in service 
delivery 

Value-based health care is centred on the quadruple aim 

NSW Health Strategic Framework for Integrating Care

Primary Integrated and Community Health
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Focus Areas 

Care Coordination
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The next horizon for the Integrated Care 
Strategy

IC- ED to Community

IC- Residential Care

IC- Vulnerable Families

IC- Specialist Outreach in 

Primary Care

IC- Paedriatric Network

Horizon 1:  

Demonstrators  and 

Innovators – seeding

innovation  in Integrated

Care

Horizon 2:

Scaling what works: 

moving from innovation to

standardisation

Horizon 3: 

Focus on harnessing value through 
integrating care in the community: 
integrating across providers, 
organisations and settings

Time

Value

Collaborative 
Commissioning



Centre for Primary Health Care and Equity 

Research Priorities Forum

Sydney Local Health District 

Presenter: Lou-Anne Blunden

Executive Director,

Clinical Services Integration and 

Population Health
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Living Well,

Living Longer
Healthy Homes & 
Neighbourhoods

IC for People with 
Chronic Conditions

Xtend workers

Better Pathways to 
Housing

Healthy Strong 
communities

Healthy Families, 
Healthy Children

HealthOne @ 
Green Square

Primary Care Academic Unit

Sydney Institute 
for Women, 

Children & their 
Families

Residential Aged 
Care Outreach

Place-based 
Hubs

Integrated and collaborative care: 
Flagship Programs



Current Activities in Primary Health 

Care/integration of health care in SLHD

• Healthy Strong Communities

• Implementing first 2000 days framework

• Diversity Hub in Population Health (57 cultural support workers)

• A healthy and resilient Waterloo (Forums; HIA; Healthy Living 

Program Manager)

• Cross Agency Homelessness Plan

• Sydney Dental Hospital holistic approach to addressing 

complexity

• Diabetes Information Hub MOU SESLHD SLHD CESPHN

• Regional Mental Health Plan with PHN



Current Issues being faced in PHC 

integration/equity of services in SLHD

⚫ Co-commissioning - MoH new direction for community health   

⚫ Partnerships maintaining through leadership and policy 

direction changes

⚫ Medication errors/compliance - transition from Acute to 

Primary – XTend showing 43% patients had medication 

issues/confusion post discharge 

⚫ Lack of linked community nursing data

⚫ New cross agency programs being introduced and 

understanding impact e.g. Their Futures Matter, Home and 

Healthy



Research ideas
⚫ eMEDs/ if MBS items are consistent/GP follow up/ 

readmissions/ characteristics of people who fill or don't fill 

prescriptions/ number of meds/etc

⚫ Anything useful we can do with PSS access data? 

Correlation between uptake and poor health outcomes?

⚫ Quantum of superannuation upon retirement

⚫ Given already research informing first 2000days is there 

any point asking about their childhood?  Any trauma in first 

5 years etc

⚫ Oral Health putting the mouth back into health



Dr Michael Moore Chief Executive Officer 

Dr Brendan Goodger General Manager for Primary Care Improvement



OUR VISION

Better health and wellbeing

OUR VALUES

Collaboration. Integrity. Learning and Growth.

OUR PURPOSE

WHAT WE WILL DO...

HOW WE WILL MAKE THAT HAPPEN...

Improve and transform care

S2S1

E1 E2 E3 E4

Improve  

practice

Governance Operations Partnerships Evidence

Integrate  

systems

Commission  

services

S3

Central and Eastern Sydney PHN 

Central and Eastern Sydney PHN 
Overview



Central and Eastern Sydney PHN 

The Plan: What we will do...

Improve practice Integrate systems Commission services

Quality and safety Advocacy Informed by local needs

Prevention Person-led care Outcomes focused

Chronic disease mangement Service navigation Co-designed

Build capacity Care coordination Efficient

Transform care Integrated care Accountable

S1 S2 S3
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Strategiesthat will ultimately contribute to individual and population 
health outcomes including:

▪ Fewer preventable deaths

▪ Fewer preventable hospitalisations

▪ Reduced health risks such as smoking, alcohol and drug use and overweight/ obesity

▪ Reduced health inequities

▪ More prevention behaviours such as immunisation and cancerscreening

To achieve our vision, we focus on:

▪ People and places experiencing disadvantage and inequities

▪ Complex issues in service provision e.g. Ageing, mental health, social

determinants of health

▪ Prevention and earlier intervention including a focus on wellbeing and  
resilience.

How we work

Our Vision: Better health and wellbeing

We are an agent of change

We respond to local needs

We support primary health

Our vision is better health and wellbeing of the people who live and work 
across our region. We recognise that this is a long-term, collaborative vision 
and that results may  not be demonstrable within the life of a plan.

Central and Eastern Sydney PHN 
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▪ Has the implementation of PIP QI achieved improvements in 
the quality of patient care?

▪ What are the returns of investment to the health system from 
programs being implemented by CESPHN?

▪ What strategies are most effective in promoting readiness for 
change amongst health professionals?

▪ What proportion of patients are delivered the right care at the 
right time, at the right place? Who is missing out and why? 

▪ What is the base level of social connectedness and well being 
necessary for a healthy community? 

▪ How can we make better of use of BIG data to better 
understand patterns of service provision in primary care and 
drive system efficiency and  improvements in patient care? 

Key Research Priorities




