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Packer Policy Fellowship
An Australian-American Health Policy Fellowship

• Sponsored by Australian Government Department of 
Health and Ageing

• Goals
1. To enable fellows to gain an in-depth understanding of 

the Australian health care system and policy process.
2. To improve health policy in Australia and the United 

States by stimulating the cross-fertilization of ideas and 
experience.

3. To encourage ongoing health policy collaboration and 
exchange.
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Steven R. Counsell, MD
2008-2009 Packer Policy Fellow

• When:  July-December 2008
• Where:  Brisbane, Australia
• What:  To study innovative models of care for older 

Australians that integrate primary health care 
with geriatric medicine, and hospital and 
community-based services.

• Mentor:  Professor Len Gray
Director, Academic Unit in Geriatric Medicine
The University of Queensland

Innovative Models of Providing and 
Coordinating Care for Older Australians

• Aged Care Assessment Program (ACAP)

• Hospital Admission Risk Program (HARP)

• Team Care Coordination (TCC)
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Aged Care Assessment Program 
(ACAP)

Aged Care Assessment Program (ACAP)

• Primary Goal: 

“to comprehensively assess the needs of frail 
older people and to facilitate access to available 
care services appropriate to their care needs”

• Originally to help ensure that older people are  
not prematurely or inappropriately approved for 
residential care

IU Geriatrics



2

Aged Care Assessment Program (ACAP)

• Single point of entry to packaged and residential 
care, and provides referral to community services

• Aged Care Assessment Team (ACAT) assesses 
people self-referred or referred by a healthcare 
professional, family member or friend

• ACATs are multidisciplinary teams: doctors, 
nurses, social workers, physiotherapists, 
occupational therapists, and psychologists  
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ACAT – Key Features

1. ACAT case coordinator assigned as appropriate

2. Comprehensive assessment in home or hospital

3. Involve client, carers, service providers and GP

4. Geriatrician medical assessment if necessary

5. Multidisciplinary assessment and care planning 
achieved via case conferencing

6. Provide client with choice of appropriate services, 
information and referral, and limited follow-up
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ACAT Approval Needed 

• Admission to residential aged care facilities:
� Permanent low or high level care
� Respite care

• To receive an aged care package:
� Community Aged Care Package (CACP)
� Extended Aged Care at Home (EACH)
� Extended Aged Care at Home Dementia (EACH-D)

• To receive a place in the Transition Care Program
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Hospital Admission Risk Program 
(HARP)

Hospital Admission Risk Program (HARP)

• Component of the Hospital Demand Management 
Strategy of Victorian Government, 2001-2005

• Initial HARP funding of $150 million was provided 
to 87 projects treating 100,000 patients 

• Aim was to develop new approaches to patient 
management to prevent ED and hospital use

• Diverse group of services evolving to two streams: 
� chronic disease (COPD, CHF, and DM)
� persons with complex needs
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HARP – Key Features

1. Referral and eligibility criteria (based on risk of 
repeated hospitalization)

2. Comprehensive assessment

3. Individualized care planning

4. Proactive management of health conditions

5. Coordination and continuity of care

6. Ongoing monitoring and review
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HARP – Example Services

• Bundoora Extended Care Centre (BECC)             
Northern Health, Melbourne

• HARP Services under “complex needs” stream:
� Rapid Response (urgent ACAT)
� Coordinated Health Care (multiple chronic illnesses)
� Dementia Consultancy Service

• Closely coordinated with ACAT of BECC

• ACAT and HARP teams are co-located and both 
have geriatrician involvement
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HARP – Outcomes

• 2006 Public Report of HARP Evaluation:
� 35% fewer ED visits
� 52% fewer hospital admissions/41% fewer hospital days

• For every patient served by HARP, saved: 
� 1 ED visit
� 2 hospital admissions and 6 hospital days

• Current HARP budget: $63 million

• Estimate ~$2,000 per patient served per year
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Team Care Coordination
(TCC)

Team Care Coordination (TCC)

• Model developed by Brisbane North Division of 
General Pracitice (now called GPpartners)

• Formerly called “Team Care Health II”

• Evaluated from 2002-2005 in second round of 
Coordinated Care Trials

• Goals: 
� Improve health and well being of people over 50 with 

chronic and complex conditions
� Reduce unnecessary acute care utilization
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TCC – Key Features

1. Partnership between GP as “care coordinator”, a 
Community Nurse as “Service Coordinator”, and  
the older adult (and their carer/family)

2. Comprehensive health assessments                   
(GP in office and Service Coordinator in home)

3. Multidisciplinary approach to care planning

4. GP and Service Coordinator implement plan
5. Monitoring of services and care plan reviews
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TCC – Process of Care

• Most services recommended were preexisting 
(HACC, chronic disease self mgmt courses, etc.)

• 75% received 3 or more different activities 

• Limited brokerage fund available to purchase 
needed services (e.g., allied health visits)

• Service Coordinator helped GP use MBS items 
(GP Mgmt Plan - Item 721, Team Care Arrangements – Item 723)

• Practice Nurses became increasingly involved in 
coordinated care process 
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TCC - Outcomes

• 2,720 enrolled in Team Health Care II trial

• Mean age 68, 65% women, 56% aged pension

• At 12 months, TCHII patients had better general 
health, less depression, and higher quality of life

• Tendency for more MBS services initially and  
less hospital use later in trial

• Patients reported better access to services and 
improved care coordination
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GP Office
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GP and Practice Nurse
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Innovative Models of Providing and 
Coordinating Care for Older Australians

• Aged Care Assessment Program (ACAP)

• Hospital Admission Risk Program (HARP)

• Team Care Coordination (TCC)
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Relevance to Australia

• Aging population, many with multiple chronic 
illnesses and geriatric syndromes

• High utilization of GPs by Older Australians

• Established models and policy (eg, MBS items) 
that support chronic and interdisciplinary team care

� Opportunity for Geriatrics to have a broader impact 
on older adults through a systems approach

� Consider care coordination for low/high care elders
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Relevance to Australia

1. Involvement of geriatricians in ACATs; and 
integrate ACATs with hospital based geriatric 
medicine services where available

2. Care coordination via nurse “care coordinator”
� Target older patients at high risk of hospitalization
� Collaborate with GPs and integrate with hospital care
� Care coordinators supported by geriatrics team
� Provide geriatrics consultation and co-management
� Maximize use of MBS items to help support model 
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