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Summary
Fragmented care delivery is a barrier to improving health system performance worldwide. Investment in meso-level
organisations is a potential strategy to improve health system integration, however, its effectiveness remains unclear.
In this paper, we provide an overview of key international and Australian integrated care policies. We then describe
Collaborative Commissioning - a novel health reform policy to integrate primary and hospital care sectors in New
South Wales (NSW), Australia and provide a case study of a model focussed on older person’s care. The policy is
theorised to achieve greater integration through improved governance (local stakeholders identifying as part of one
health system), service delivery (communities perceive new services as preferable to status quo) and incentives (ef-
ficiency gains are reinvested locally with progressively higher value care achieved). If effectively implemented at scale,
Collaborative Commissioning has potential to improve health system performance in Australia and will be of rele-
vance to similar reform initiatives in other countries.

Copyright © 2024 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Background
In healthcare, the term ‘silos’ has been borrowed from
agriculture to describe physical and non-physical bound-
aries arising between divisional units of a health system.
They often evolve from complex governance structures
and disparate financing models. Silo mentality refers to
individual or group beliefs that may result in barriers to
communication and the development of disjointed work
processes.1 Silos are not necessarily accidental occur-
rences nor are they inherently destructive as they may
reduce complexity and allow people to focus on a more
constrained set of activities and goals. However, there is
potential for silos to impede operational efficiency, staff
morale, and consumer satisfaction, leading to failure to
optimise productivity and workplace culture.2
*Corresponding author.
E-mail address: dpeiris@georgeinstitute.org (D. Peiris).
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National health systems (comprising all organisations,
institutions and resources that produce actions whose
primary purpose is to improve health)3 are prone to silos.
They are governed at federal, regional, and local levels
and are shaped by enduring public policies that play an
important role in national identity. Examples include the
United Kingdom’s (UK) National Health Service estab-
lished in 1948,4 the United States’ (US) Medicare health
insurance program enacted in 1965,5 and the Australian
national public health insurance scheme (Medicare)
established in 1975.6 Despite the presence of general
taxation funded insurance schemes in these countries, a
substantial proportion of their health care systems are
governed and funded via other means, including private
health insurance, state- or provincially-funded health
services, social sector service providers, non-government
and charity organisations, and out of pocket costs
incurred directly by consumers. Such fragmentation can
foster silos with one sector offloading care and costs to
1
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another, rather than collaborating to improve efficiency
and outcomes across the continuum of care. Conse-
quently, even if investments in one silo (such as the
primary health care sector) lead to better coordination
and reduced utilisation in another silo (the hospital sys-
tem), the costs of implementation may not be supported
if hospitals cannot directly receive the financial benefits
from reduced acute care utilisation.

Overcoming silos through integrated care initiatives
is a focus of many health care reforms globally. Valen-
tijn’s conceptual framework describes how integration
plays complementary roles at the micro (clinical inte-
gration), meso (professional and organisational inte-
gration) and macro (system integration) levels.
Functional elements (e.g. technical factors such as in-
formation systems) and normative elements (e.g. pref-
erences and values of actors) influence connectivity
between these levels.7 Especially in the US, UK, Europe
and New Zealand, there have been multiple reform ef-
forts to address fragmentation and align incentives
across the system. Frequently they are supported by
meso-level institutions, which are smaller-scale, lower-
level social arrangements or units acting as in-
termediaries between public and private payers and
frontline care providers.8 Drawing on a previous rapid
evidence review that we conducted, three examples are
highlighted in Panel 1.9
Integrated care reforms in Australia
Australia ranks highly in overall health system perfor-
mance, however, successive reviews have found that its
are reform initiatives

programs directed at discrete episodes of care such as lower extr
provements in health care quality, mainly in the US and some othe

Taiwan).10–12 These programs incentivise organisations to assume resp
ital, physicians, testing, and post-acute care).
Organisations (ACOs) and Integrated Care Systems (ICSs) can be th
tion of patients within a set budget with potential to share in both up
sociated with modest expenditure reductions, particularly when the AC
4.9% expenditure reduction).13,14 In the UK, ICSs bring together NHS
lanning services, improving health and reducing inequalities across g
ns of around 500,000–3 million people. Similar models have been im
ey have been associated with modest improvements in efficiency outc
s in costs relative to expenditure benchmark and nine models reporte
rovements were noted in almost all care models, however the study
edical Homes (PCMHs) are primary care models focussed on whole
fessionals.16 Although funding models are highly varied, government-f
rimary care system for care coordination and management. A recent
ost all from US, Europe and UK) for chronic disease care found mod
anagement and hospitalisations.17 One US study found these program
ts in primary care delivery.18
state-federal governance and funding structures are
inefficient.19 Despite the national Medicare scheme, the
health system comprises several other health sub-
systems managed and funded by different entities.
Public hospitals are jointly funded by state, territory and
federal governments, but managed by state and territory
governments. The private health insurance system
mostly supports procedural care delivered in private
hospitals and some preventive care such as dental and
allied health services.20 At the meso-tier, primary care
services are supported by 31 federally funded but inde-
pendently managed Primary Health Networks (PHNs)
while hospital and community services are provided by
over 135 Local Hospital Networks (LHNs) of varying
size and capacity which are governed by each state and
territory. In 2018–2019, 41% of total health system
expenditure was spent by the federal government, 27%
by state and territory governments, and 32% by non-
government sources with around one half of this
contributed by individuals as out of pocket costs.21

There have been numerous reform policies over the
last 30 years to support integration of care between
primary care and hospital systems. Key examples
include the co-ordinated care trials in the late 1990s
which included pooling of disparate funding sources,
introduction of GP and non-GP care coordinators, and a
defined client population (9 trials, 16,533 participants
and over 2000 GPs). Despite concerted efforts, the na-
tional evaluation did not demonstrate improvements in
health outcomes and they led to significantly higher
health service use and costs, attributed to short time
frames and implementation failure, blunt outcome
emity joint replacement have achieved modest reductions in
r countries (UK, Sweden, Portugal, Netherlands, Denmark,
onsibility for the cost of care episodes across the continuum

ought of as global bundles incentivising provider organisations
side gains or losses for spending below or above the budget. In
O is led by independent physician groups rather than hospital-
organisations, local authorities and others to take collective
eographical areas. There are currently 42 area-based ICSs,
plemented in other countries, particularly in Germany, Spain,
omes.9,15 In our review of 68 models around half of all models
d benefits in mortality outcomes. Of 53 models reporting on
designs were variable in quality.9

-person, high quality, coordinated care that is supported by a
unded PCMH programs usually provide additional funding and
systematic review of 78 randomised controlled trials of PCMH
est improvements in chronic disease severity, health-related
s have yielded little or no savings, though arguably they have
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measures to demonstrate change, and high levels of
unmet need uncovered.22 Other reform attempts
including pay for performance and other funding
models, workforce reforms, accreditation interventions,
quality improvement programs, and chronic disease
self-management programs have similarly struggled to
demonstrate sustainable implementation at scale and
improvements in health, cost or quality outcomes.23 A
key learning from these reforms is the need for meso-
level organisational strategies to better align care coor-
dination, fund pooling and commissioning.23

NSW is the most populous state in Australia (∼8
million residents) and has the lowest health expendi-
ture per capita in the country ($7202 per person).21

Recognising the conflicting incentives in the dual
funding streams of the primary care system and public
hospitals, the NSW Government (NSW Health) has
embarked on several iterations of integrated care re-
form policy (Table 1). Using the accountable care
framework - a conceptual framework derived by expert
consensus for characterising and assessing integrated
care reforms worldwide (Supplementary Table S1)15–
we assessed the level of maturity of these policies based
on publicly available documents (0 or 1 = zero or low
level of maturity and 5—high level of maturity) for
each of the five domains (population, outcomes, met-
rics and learning, payment and incentives, coordinated
delivery). Although clearly this assessment is subjec-
tive, over 10 years there has been a trend toward
increased maturity across these domains for each pol-
icy, with population accountability seeing the greatest
progress and metrics/learning and payment/incentive
reforms the least.
Collaborative commissioning
Despite the increased maturity of integrated care in
NSW, prevailing policies have generally operated
within existing funding structures and relied on
informal rather than structural connections with the
primary care sector. Collaborative Commissioning, the
latest major integrated care reform policy in NSW,
seeks to demonstrate proof-of-concept in changing the
way health services are commissioned and funded. In
this new way of working, Australian government
funded PHNs and NSW state government funded
Local Health Districts (LHDs) are forming regional
alliances termed ‘patient centred co-commissioning
groups’ (PCCGs). They assess existing service pro-
visions and gaps for priority population cohorts, and
collaborate across silos to jointly co-commission ser-
vices as part of a comprehensive care pathway to
address those gaps.24

NSW Health is supporting the policy through
several enablers including supporting appropriate
governance structures, provision of analytic and data
support to assist in targeting and design of the care
www.thelancet.com Vol 44 March, 2024
pathways, and initial stimulus funding for PCCGs to
commission new services with the expectation that this
funding will reduce over time. A linked data asset,
comprising statewide hospital data and GP electronic
medical records connects data silos to identify the
target cohorts.25 GP and NSW administrative data are
linked two times per year and reported back to program
implementers on a 6-monthly basis as part of a
monitoring and evaluation plan. PCCGs have also
established a community of practice in which imple-
mentation learnings are shared. In addition, local
program data from PCCGs are compiled and fed back
to care providers on a more regular basis based on local
requirements and integrated with new and existing
quality improvement programs. At the time of writing,
linked data were available for over 4 million people,
almost 50% of the NSW population. Importantly, NSW
Health and PCCGs have also agreed on a process to
modify a-priori activity-based funding agreements to
ensure that LHDs would not be penalised if they did
not meet activity targets due to lower hospital use by
the target cohort.

Fig. 1 outlines the theory of change for Collabora-
tive Commissioning. The changes depend on four
‘virtuous cycles’ that potentiate the value of the policy
(Fig. 1).

• First cycle: local stakeholders identify as one health
system (centre circle). They are sufficiently motivated
to collaborate and provide joint oversight for the
priority cohorts. Frontline care providers perceive the
incentives (financial and non-financial) are sufficient
to engage with the care pathway. This leads to
addressing service gaps and reinforces the notion of
a cohesive health system.

• Second cycle: spending shifts towards higher-value,
locally driven models of care (right circle). As
PCCGs attenuate the rising rate of inappropriate
hospital use, resources that would have been spent
on hospital growth are directed toward additional
services needed locally. Regional stakeholders
require trust that efficiencies generated do not result
in budget cuts and can be re-directed toward
expanding the priority populations, leading to
further investment in new or enhanced existing
services and improved efficiency.

• Third cycle: new investments in the care pathway
(left circle) lead to an increased perception of the
standing of community-based services in preference
to hospitals and therefore an increased use. High
frequency service users will consider the alternatives
to hospital services are accessible and acceptable,
addressing multiple needs to support whole person
care rather than reactive care restricted to acute
needs.

• Fourth cycle (outside circle): focusses on the factors
needed to support scale-up and whole system
3
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Policy Year Descrip�on Accountable care framework domains

Popula�on1 Outcomes2 Metrics and 
Learning3

Payments & 
Incen�ves 4

Coordinated 
delivery5

HealthOne 2006 HealthOne brings Commonwealth-funded general 
prac�ce and state-funded primary and community health 
care services together. Other health and social care 
providers may also be involved in the HealthOne NSW 
model, for example pharmacists, public dental services, 
private allied health professionals, other government 
agencies and non-government organisa�ons. There are 
27 HealthOne service facili�es across NSW. 

1 1 1 1 2

Chronic 
Disease 
Management

 Program
(CDMP)

2009 The CDMP is a community-based, integrated model of 
care, providing coordinated services and health coaching 
to manage the health of people with diabetes, conges�ve 
heart failure, coronary heart disease, chronic obstruc�ve 
pulmonary disease, and hypertension. It also involves 
developing shared care plans with general prac��oners 
and other health professionals

2 3 1 2 3

NSW 
Integrated 
Care

2014 Integrated Care aims to empower pa�ents and carers by 
fostering innova�ve ways of coordina�ng care and 
priori�sing primary and community care. It focusses on
improved transi�ons of care from ED to community, 
specialist outreach to primary care, residen�al aged care 
facility staff support, alternate triage pathways to reduce 
low acuity ED presenta�ons, care coordina�on for 
vulnerable families, and upskilling staff working in 
paediatric networks.

4 3 2 1 4

Leading 
Be�er Value 
Care

2016 Clinicians, networks and organisa�ons working together 
on high-impact ini�a�ves to improve outcomes and 
experiences for people with specific condi�ons including: 
osteoarthri�s, osteoporosis, heart failure, diabetes, 
chronic obstruc�ve pulmonary disease, renal condi�ons 
and falls in hospital. An addi�onal five areas were added 
in 2019-2020 including hip fracture care, chronic wound 
management, bronchioli�s, radiotherapy for early stage 
breast cancer, colonoscopy

4 3 2 2 3

Notes: See Supplementary Table S1 for an explanation of each of the accountable care domains and ratings. 1. Population: 0 = no identified population, 5 = Population carefully planned and accounted for.
2. Outcomes: 0 = no target outcomes, 5 = Outcomes that matter to people; prioritised according to individual goals. 3. Metrics and learning: 0 = No metrics or learning 5 = Aggregated longitudinal data
made public in format consistent across providers. 4. Payment and incentives: 0 = Payments for activities only 5 = Full capitation with minimum required quality standards. 5. Coordinated delivery:
0 = Uncoordinated provision of care, 5 = Clinical and data integration across full provider network; patients co-design care.

Table 1: Current NSW integrated care policies rated using the accountable care framework.

Health Policy
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change. As efficiencies are achieved for target co-
horts, policies become usual practice with joint
planning and commissioning embedded into service
agreements. This can lead to expansion of PCCGs,
target cohorts and new pathways. As evaluation ac-
tivity grows, the findings are continuously fed back
to system planners to support a learning health sys-
tem which is continuously adapting and improving.
Of particular importance, sustainable change re-
quires reform at all levels of the health system,
particularly national health funding reform
agreements.26

In each virtuous cycle there are critical dependencies
that are shown as keys for change in Fig. 1. These keys
can be considered as rate limiting steps in stimulating
engagement in each of the virtuous cycles and over-
coming status quo inertia.
Case study – Northern Sydney PCCG
At the time of writing, six PCCGs have been established
in NSW. Here, we discuss Northern Sydney PCCG, one
of the earliest groups to be established. Northern Sydney
encompasses an area of 900 km2 and provides services
to around 939,000 people. Although it is one of the most
socio-economically affluent regions in the country there
are pockets of high disadvantage.27 The proportion of
people aged over 75 years is projected to increase by
80% by 2041, compared to 19% for other age groups.28

The Northern Sydney PCCG is an alliance between
the North Sydney Local Health District (NSLHD) and
the Sydney North Health Network (SNHN) which
manages the PHN for the region. The target patient
cohort are people aged 75 years and older living in the
community or in Residential Aged Care Facilities
(RACFs). This cohort was prioritised following a
detailed needs assessment, and informed by current
www.thelancet.com Vol 44 March, 2024
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Fig. 1: Collaborative commissioning theory of change.

Health Policy
national, state, and local policy priorities and consulta-
tions with clinicians and the community including pa-
tient journey modelling workshops. Older people are
increasingly utilising the emergency department (ED)
for care that could be safely treated in the community.
From 2014 to 2019 ED presentations increased by 12.5%
for the 75+ age group, far exceeding the population
growth rate of 4.4%.29 A clinical audit found that of 1800
patients aged 75 years and older presenting to EDs,
approximately 30% were determined by clinical teams to
be suitable for management through existing commu-
nity services. Further, the stakeholder consultation
identified that hospitalisation poses many risks for older
people, negatively impacts patient experience, and in-
curs greater costs than community-based services. Once
the priority cohort was confirmed, further stakeholder
consultations were conducted to inform the develop-
ment of the pathway (Panel 2).

Care pathway overview
Northern Sydney’s Rapid Care pathway is a regionally
led initiative to provide integrated, timely, and proactive
care in the community with the aim of reducing
avoidable ED presentations for older people. It builds on
previous smaller scale initiatives, including novel palli-
ative care and dementia care models.30,31 The pathway
involves close collaboration between primary care and
hospital sectors to foster improved transition and
www.thelancet.com Vol 44 March, 2024
communication across settings in response to individual
needs (Fig. 2).

Building on recommendations from the stakeholder
consultation, previous similar care delivery models and
rapid evidence reviews of specific pathway components,
four sub-components to the pathway were developed
which are either new or realigned, existing services.
These components are closely aligned with other NSW
Health policy initiatives in urgent care and integrated
care.

GP in-reach
GPs and their general practice teams are participating in a
new quality improvement program focussed on the target
cohort. They are using two tools to assess risk of hospi-
talisation and emergency department presentation—one
based on NSLHD acute care data and another based on
the Johns Hopkins ACG System that is integrated with
primary care practice software systems.32 GPs are also
encouraged to use clinical judgement in determining
people suitable for the program. Patients at high risk are
invited to a baseline assessment including a medical re-
view and a quality of life and frailty screening assessment.
They are then enrolled in the pathway and receive at least
four proactively planned encounters with their general
practice team. Practices have access to a performance
dashboard to monitor care for their enrolled patients.
They also have access to a health pathways portal to assist
5
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Panel 2: Stakeholder consultation for the rapid care pathway

Stakeholder consultation included 74 primary care staff at 31 practices, 11 LHD services, NSW Ambulance, and 10 aged care and commissioned support
services. Consumer focus groups, individual interviews, and a large group workshop were also conducted. A survey of 253 people aged 75 years and older
and 92 carers was conducted with the support of 34 community organisations. Key findings include:
• Frail and older people vary considerably in terms of mobility, social support, cognition, income, ability to use technology, and cultural background,
underscoring the need for a flexible and adaptable model of care to meet the unique needs of consumers.

• Navigation and access to health and aged care services were considered too complex and time consuming. Health services are a challenge to access, have
cumbersome referral processes and long waiting times. A lack of care coordination to support consumers compounds these issues.

• Private healthcare services partially address gaps in public services; however, they are not affordable to everyone.
• Half of consumer survey respondents prefer to see their general practitioner (GP) in a time of crisis rather than go to ED, around one third felt they
would likely use ED because their GP would not be available at short notice.

• Some GPs considered referral to ED the most expedient way to access the required hospital/non-GP specialist services for their patients, particularly
when they have complex and chronic health issues.

• Service providers have widely varied practices both within and across professions, particularly in the areas of referral, use of technology and awareness of
services in their area.

• Several stakeholders also described systemic barriers that need to be addressed to reduce fragmentation and complexity. This would require a whole-of-
government and nationally coordinated long-term plan.

Health Policy
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with awareness of local services to support care for frail
elderly people.

To support the quality improvement program, a new
care coordination service is planned to provide practices
with staff to support identification of the target cohort,
conduct care coordination and navigation activities,
undertake home visits, and promote better utilisation of
existing services. Practices can use a registered nurse
employed by the NSLHD or use existing nursing staff
within their practice team. General practices will receive
a sign on payment of USD $670 to cover set-up costs, a
payment of USD $400 per patient enrolled into the
pathway to support more proactive and timely access to
care; and an outcomes-based payment of USD $165 per
Fig. 2: Overview of the rapid
patient for achievement of quality measures. GPs will
continue to be remunerated for services currently
reimbursed through the Australian government’s fee-
for-service Medicare scheme.

GP-outreach
The second component encourages GPs to refer to and
utilise a geriatrician to GP service. Through this service,
geriatricians work collaboratively with GPs to manage
patients with complex needs and/or multiple chronic
conditions and identify those who may be at potential
risk of deterioration. Referral to existing navigation and
care coordination services and other relevant commu-
nity services is also being actively promoted. Timely
care pathway services.

www.thelancet.com Vol 44 March, 2024
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Panel 3: Impact evaluation outcomes for the rapid care pathway

The primary outcome of the pathway will be the rate of emergency department
presentations per 100 people in the target age range at 12, 24 and 36 months of
program implementation.
Secondary outcomes will apply to the same target population and include:

• All cause hospitalisations per 100 persons.
• Avoidable (or “potentially preventable”) hospital admissions per 100 persons
• Unplanned hospital admissions, defined as emergency hospital admissions per
100 persons

• Average length of stay
• Emergency department presentations per 100 persons by triage category
• Quality of care measures—including a mix of preventive health measures, disease
management measures, and service measures, subject to data availability
constraints.

• Patient reported outcomes—using the PROMIS-29 and EQ-5D-5L survey
questions33,34

• Health care provider experience related to the change event
Outcomes will be disaggregated by age, gender, socioeconomic status, comorbid
chronic conditions and other measures of equity subject to data availability.

Health Policy
home visits will be available through the newly
commissioned care coordination service described
above. Improved access to federally funded allied health
services is also being considered to enhance access to
specialised exercise programs, falls prevention pro-
grams, home modifications and equipment, mental
health services and nutrition guidance.

Hospital in the home
Hospital in the Home (HiTH) is an existing NSLHD
service where GP referral processes are being enhanced
for easier access. Senior HiTH clinicians triage referrals
and a management plan is confirmed with the primary
care provider. Remote patient monitoring is being
embedded in outpatient heart failure services. Enrolled
patients use Bluetooth™ enabled devices to measure
vital signs and complete frequent survey assessments to
better identify a deterioration in health status and the
need for early intervention. Over time, remote moni-
toring services will be expanded to other patient groups.

Rapid response service
NSLHD currently has three Geriatric Rapid Response
teams providing acute assessment and treatment plans
predominantly for people in RACFs. The focus of these
teams is being expanded beyond RACFs to include
people living independently in the community. Refer-
ring providers including Ambulance NSW, community
services, and GPs, are being encouraged to use the
Geriatric Rapid Response team for conditions that could
potentially be managed outside of the ED, particularly
people experiencing an acute or functional decline
which could result in an ED presentation if not seen
within 48 hours. Referrals from NSW Ambulance have
been streamlined through the development and imple-
mentation of referral pathways for both ‘000’ and
extended care paramedics as well as the NSW Ambu-
lance Virtual Care Contact Centre.

Evaluation of the care pathway outcomes
We will focus on care utilisation, quality, and patient
and provider experience to evaluate the impact of the
pathway. A detailed statistical analysis plan is currently
being developed which will articulate pre-specified an-
alyses to be undertaken prior to commencing the
summative evaluation. This will include making com-
parisons between the target cohort and propensity score
matched populations in the other six Sydney metropol-
itan LHD/PHN regions and sub-group analyses. Within
the Northern Sydney region, we will also make com-
parisons between those enrolled into the care pathway
and those not participating in the program to under-
stand the representativeness of the enrolled population
and of the general practices that actively engage in the
pathway. Specific outcomes are outlined in Panel 3. In
addition, we will conduct a formative evaluation to
assess enablers and constraints to delivery, impact,
www.thelancet.com Vol 44 March, 2024
sustainability, and generalisability of the care pathway
drawing on program data, provider and patient experi-
ence surveys and in-depth interviews with a variety of
stakeholders.

Sustainability and scale up considerations—a
modelling study of Northern Sydney’s care
pathway
Given the longer-term goal is to implement regionally
designed care pathways statewide, we conducted a
modelling study to analyse the sustainability and assess
the potential benefits and costs of large-scale imple-
mentation of the Rapid Care pathway across all ten
PHN regions in NSW. We built a dynamic simulation
model to determine the projected activity benefit for
the NSW health system, assuming a 10% or 25%
reduction in emergency department utilisation, hospi-
tal admissions, and ambulance transfers for the target
population.

The benefits for avoided ED and hospital activity are
based on current activity figures for each PHN region.
ED demand avoidance rates are assumed to be the same
in metropolitan, regional and rural regions. It also as-
sumes that the Rapid Care pathway will take five years to
implement in all regions, with the reductions increasing
in a linear manner with the same adoption rates across
all geographic regions. Under these assumptions Fig. 3
outlines the potential avoided activity for the whole
NSW health system with a projected 6%, 3% and 6%
reduction at 4 years in ED, admissions, and ambulance
transfers respectively. Although such outcomes may
vary greatly under alternative assumptions, such
modelling work is an important decision-making tool
for understanding the potential efficiency gains in the
system. Of critical importance will be re-appraisal of
7
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Fig. 3: Potential activity benefits from a statewide scale-up of the rapid care pathway—findings from a dynamic simulation model.
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these assumptions as real-world implementation data
become available and actual rates of adoption, hidden or
unexpected costs, and influence of external factors such
as changes in federal level policies come to light.
Discussion
In this paper, we describe a new NSW government
health care reform policy, Collaborative Commis-
sioning, which is investing in regional health alliances
(PCCGs) to overcome health system silos, particularly
between the hospital and primary care sectors. Based on
consultation with the architects of this policy, Collabo-
rative Commissioning is theorised to achieve greater
integration through a combination of interventions
related to governance (where local stakeholders identify
as being part of one health system), service delivery
(where communities perceive new and transformed
services as preferable to status quo) and incentives
(where efficiency gains are reinvested according to local
priorities with progressive shifts to higher value care).
The case study of Northern Sydney’s PCCG pathway for
older person’s care highlights how these changes are
being implemented and the associated modelling study
projects the potential improvements from reduced
hospital activity if scaled across the state.

Both the overall theory of change and the case study
of older person’s care align with Valentijn’s conceptual
framework of integrated care, particularly in relation to
meso-level professional and organisational integration.7

It also aligns closely with many health system reform
policies internationally which are delivered through
meso-tier organisations.9,35 A key enabler to successful
implementation of such models is leadership commit-
ment and development of trusting relationship and
open communication across all partner organisations.36

Jackson and colleagues argue the importance of a
“value co-creation process” where “stakeholders and end
users share, combine and leverage each other’s re-
sources and abilities from design to implementation” to
bring about health care reforms.37 Australia has histor-
ically been cautious in implementing reforms to address
health system fragmentation. The most recent large-
scale initiative was the 2017–2021 Health Care Homes
(HCH) Trial.38 This included risk stratification tools to
identify patients at high risk of hospitalisation; funding
reforms with bundled payments available for a patient
population that voluntarily enrolled with a general
practice to encourage a shift away from fee for service
payments; training resources and support from PHNs;
and use of electronic shared care planning tools. Of the
227 general practices initially participating in the trial,
only 106 (47%) remained in the trial at the end.
Compared with matched controls, patients enrolled in
the trial had more encounters with GPs and allied health
services, and improvements in process measures of
chronic disease management, but no measurable
changes in clinical risk factors for chronic disease or use
of hospital services. There was little change in measures
of care coordination or patient experience. The limited
impact likely reflected low fidelity to the original com-
ponents of the HCH model, driven by low levels of
patient enrolment and provider engagement. This
meant that general practices did not achieve a critical
www.thelancet.com Vol 44 March, 2024
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mass of patient enrolments to drive substantive changes
in the way they delivered care.

While HCH was focussed on one part of the system
(via general practices), Collaborative Commissioning is
taking a different strategic approach by enabling
collaboration and integration of meso-level organisa-
tions across care settings with the expectation that these
organisations can galvanise the support of frontline
service providers working in different parts of the health
system. This is a pragmatic approach to achieving
greater health system integration in Australia and offers
the opportunity to test new service delivery models that
foster greater federal-state integration, without the need
for wholesale reform of the federated system. The the-
ory of change, presented in this paper highlights the
need for multi-faceted reform in governance, service
delivery and incentives to support patient, provider and
organisational engagement. Robust evaluation is critical
to assess the extent to which it can effectively engage
providers and patients to adopt new ways of providing
and receiving care.

Investment in care coordination activities appears
to be a particularly important enabler to achieving
integration and is demonstrated as a key feature of the
Northern Sydney older persons care model case study.
Hersey and colleagues studied expense reports from
ACOs participating in the Medicare Shared Savings
Program and found that 53% of related ACO expenses
were toward care coordination and management.39 A
review of 16 systematic reviews on care coordination
found considerable variation in the type and intensity
of care coordination, and mixed outcomes in reducing
hospitalisations and ED visits or improving patient
experience.40 Overall, observational and qualitative
studies tend to report more favourable outcomes than
randomised controlled trials. Key determinants of
positive outcomes include careful patient selection
criteria based on specific risk factors and/or needs,
high-intensity support services and use of multidis-
ciplinary plans, and patient-provider communication
tools including patient coaching. Collaborative
Commissioning will be implementing a variety of
care coordination activities in diverse settings, pop-
ulations and care pathways and this provides an
important opportunity to better understand both the
impact and optimal implementation model for such
activities.

Another important enabler is the initial investments
made by the government to support joint planning and
initial start–up activities. This is intended to foster the
institutional conditions necessary for joint regional
planning. Factors such as building integrated health
information systems, embedding quality improvement
processes within health services, and robust financial
and performance monitoring systems are likely to be
key drivers of success.41,42 Further, trust from govern-
ment that PCCGs will make judicious use of stimulus
www.thelancet.com Vol 44 March, 2024
funds to support system transformation is needed. This
trust fosters PCCG confidence that funding will not be
withdrawn in the absence of short-term improvements
and provides PCCGs with discretion on which areas to
prioritise in the reform journey. In turn, PCCGs need to
manage dual accountabilities both to payers and the
communities and service providers they support. The
modelling study conducted suggests that reductions in
hospital activity take some time to accrue, but over
several years the potential benefits can become large.
This ability to take a ‘long-haul’ approach again em-
phasises the importance of invested collaboration and
committed leadership.

Conclusion
Most health systems worldwide are grappling with
cost containment while at the same time driving a
quality and safety agenda and attempting to enhance
the patient and provider experience of care. In varying
forms, many systems are investing in meso-tier or-
ganisations and support structures to foster higher
performance. However, the evidence base for under-
standing factors driving successful implementation
remains mixed and difficult to interpret. In the
Australian context, working collaboratively across
acute and primary care sectors at the meso-tier level
offers the potential to achieve greater integration and
improve performance, without the need for major re-
forms to the country’s federated system of govern-
ment. NSW Health has been embarking on several
integrated care reforms over the last decade. Collabo-
rative Commissioning is the first policy initiative
investing in meso-tier organisations (PHNs and
LHDs) across care silos to form alliances to support
improved patient care for locally determined priority
populations. Built with scale in mind, they have po-
tential to make a substantial impact on health system
performance both in NSW and other jurisdictions and
will be followed carefully to document their imple-
mentation and outcomes over the coming years.
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