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Acknowledgement of Traditional Custodians

cohealth acknowledges the Traditional Custodians of the lands and
waterways where we provide support, the Boon Wurrung, Wurundjeri
and Wadawurrung people, and the Paredarerme and Palawa Kani
Tasmanian peoples.

We acknowledge the Stolen Generations and the historical and
ongoing impact of colonisation on Aboriginal and Torres Strait
Islander peoples.

We also recognise the resilience, strength and pride of Aboriginal
and Torres Strait Islander communities.

Aboriginal and Torres Strait Islander peoples’ living culture is the
oldest continuing culture in the world, and we acknowledge that
the land and waterways are a place of age-old ceremonies of
celebration, initiation and renewal.

Acknowledgement of Lived and Living Experience

cohealth acknowledges the rich, intersectional lived and living
experience of our communities, clients and coworkers.

cohealth is committed to creating inclusive, safe, and respectful
services and workplaces, free from discrimination, harassment,
and racism. We acknowledge the impact of health inequities and
systemic discrimination, and we are committed to removing the
barriers they create.

We value and celebrate diversity in all its forms, believing that it

strengthens our communities and enriches our collective experience.

Everyone is welcome at cohealth.
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how to read
This summary

This document provides a summary of our submission 1o the Chapter overview:
Independent Review. We've organised it into three main chapters to
make it easier 1o follow. 1 Delivering care to people with high

health and social complexit
Each chapter follows the same three-part structure: plexty
The people who come to cohealth

o N This chapter looks at who our clients are and what good
d C)\ UJ B = health and social support looks like for them. It centres
8 8 ( | ) . @ on the lived experiences of people facing disadvantage
— 000 / N and complexity and highlights the care that leads to
better outcomes.
What we know about System Our
community need challenges recommendations
Based on our experience and These are the barriers Here we set out the
the evidence we hold, this in the health and social policy changes we
explains what we are seeing system that can make it believe could improve 2 The challenges of delivering health
and hearing from the people harder to meet people’s the system and address and social care in a fragmented system
who come to cohealth. needs. community need.

The broader health and social system

This chapter looks beyond individual services to the
Notes on language wider system, including social deferminants of health.
It explores why more coordinated, collaborative
approaches across care feams and organisations
are critical to improving outcomes for community.

Client: We use the term client to refer to the people and communities we
support, as this is their expressed preference. The term consumer is only
used when referring to external citafions that use this terminology.

Specialist general practices: The term ‘specialist general practices’ in this
submission refers to primary care services that provide comprehensive,
multidisciplinary care tailored to communities with high levels of clinical
complexity, chronic illness and social need. These practices typically
infegrate medical, nursing, allied health and social care within one setting;

deliver care using extended or frauma-informed consultations; and provide 3 Location and access to care

additional coordination, navigation and outreach functions not commonly The infrastructure needed for

required in mainstream, appointment-based general practice. quality community healthcare .
Complex needs: This term is used throughout this sulbmission to refer This chapter outlines the infrastructure needed

to community health target client groups experiencing intersectional fo deliver high-quality, community-based care.
disadvantage and who are at greatest risk of poor health. These groups d

may face barriers to accessing care through other services or settings and
therefore require intersectional service responses.
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Infroduction

We are pleased to share a summary of cohealth’s submission
to the Independent Review into general practice.

About the Independent Review

In November 2025, the Federal and State governments joinfly announced an
Independent Review fo assess cohealth’s general practice service model.

The outcome of the Review is to find a long-term solution for communities in
Fitzroy, Collingwood and Kensington to get primary medical care.

cohealth’s submission is one of hundreds of submissions put forward by clients,
professional bodies and other community health providers to the Review team
for consideration.

About cohealth’s submission

Our submission to the Review is a health policy piece, that offers 8
recommendations for fair, local, coordinated primary care to people with
complex needs. They are based on peer-reviewed research and other
government reviews (see endnotes page 30), cohealth’s own experience in
delivering care, and the input of our clients about what they need and value.

The second part of our submission, "What we heard,” is a summary of what
clients shared with us in a survey about their need for confinued access fo high
quality, connected and trusted primary care.

Why we made recommendations in our submission

We know that changes to government policy are needed to make the funding
environment right for health and social care organisations to deliver the type of
care their communities need. This can take time, buft it is important, because
otherwise organisations can be restricted in the type and quality of care they
can deliver, leading people who need that care to miss out.

What this cohort of clients need cannot be sustained through the current
Medicare Benefits Schedule, and no single provider, particularly a not-for-profit
can carry this responsibility alone. This has been cohealth’s experience.

infroduction

infroduction cohealth what we shared

What we wanted the review team to understand
cohealth clients and their needs

We wanted people with the most complex health and social circumstances
to be well represented in the design of future system and funding models,
coming out of the review.

So, we shared key statistics that paint the picture of who our clients are

- many with high levels of medical and social complexity. We showed,
through our on the ground experience, how other non-medical factors, like
housing or employment instability, can impact on the level of care and
coordination they need, outside of standard bulk billing.

We showed through the results in our client survey, that our clients rely
on accessible, connected primary care that supports their health, social
circumstances and everyday challenges.!

The challenges we face in the current policy and funding environment

The solutions and reforms recommended in this submission reflect both our
own experience in delivering care and are backed by evidence from across
the sector drawing from other reviews? 34 5, Restrictions on our medical
workforce, a system of care that isn't joined up, and a funding model that
doesn’t support longer, team-based care for complex clients are among
the serious barriers that work against community health providers in this
environment.

Government action in policy and funding reform is essential o ensure that
this care remains available in the community.

We acknowledge our learnings

We acknowledge the impact and share the lessons we have learned about
the way cohealth made the decision to close GP services and commmunicate
with community. These learnings will shape our approach going forward.

Extraordinary community care needs more than standard funding.

Our clients truly want the services we provide and we stand by them in calling for
primary care that is compassionate, coordinated and grounded in trust.

Were the proper funding opportunities and necessary commitment to facilities
available, cohealth is committed to delivering these services. There are, af
present, significant barriers to the delivery of that care, which is the focus of our
submission. We infend for our submission fo contribute thoughtfully to solutions
that will benefit our Collingwood, Fitzroy and Kensington clients, and to all
cohorts with complex needs seeking care.
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what we
recommended

Communities deserve high-quality, accessible primary care that meets
their evolving needs. To support this, government policy needs to create
a funding environment that better enables health organisations to
deliver sustainable, community-based care.

cohealth has put forward eight policy recommendations, which, if
adopted, could offer a pathway to more coordinated, sustainable care
that would benefit communities, and health organisations delivering
complex care, across the country.

What impacts the ] O

cost of cohealth —r—
specialist general OO0 )
practice?
System fragmentation Workforce
and inefficiencies constraints
/N
O O
OO
More intensive care and Primary care funding Safety, quality and
coordination for clients limitations infrastructure costs

with complex needs
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1 delivering care to people with high health and social complexity cohealth what we shared

The community need

People who come to cohealth often experience
multiple challenges o being healthy and well.

Many people who come to cohealth have higher levels of both medical and
social complexity, higher rates of chronic disease, multiple morbidity, and
mental health conditions. (See appendix 1 - Table)

Their health outcomes are often influenced by their environment,
background, and other non-medical factors.

National and international evidence shows that people facing more
complex life circumstances need longer appointments and more
coordinated care, even when their health conditions are similar

to other people.®

Why?

Effective care requires longer appointments and more frequent follow-up,
to monitor chronic conditions, adjust treatment plans, and respond to
acute changes in health.

Frequent contact supports continuity of care, fosters trust, and better
helps people stick to their treatment plans, particularly for clients recently
discharged from hospital or experiencing high-risk chronic conditions.

National and international evidence shows that gaps in
access to appropriate primary care increase the rates of avoidable
emergency department use. *’

Clients told us:'

They frequently attend GP appointments to seek support beyond specific
clinical freatment, including connection to mental health care, social
supports, and help navigating the complex healthcare system.

It's important that their care feam spends enough fime with them during
appointments, to understand who they are, their needs, and connect them
to the right care.

Trust is critical, and these strong relationships help people feel comfortable
continuing to engage with care.

Affordability is key: many people in these communities rely on low-
cost or free GP appointments. Around 98.5% of GP visits are bulk billed
across cohealth services.

Approximately half of our clients told us that if they were unable to secure an
appointment at cohealth when needed, they would seek care at a hospital
or emergency department.



cohealth what we shared 1 delivering care to people with high health and social complexity

The system challenges

The current funding environment fails to reflect the frue
cost of caring for people with complex needs.

Evidence shows people with higher levels of clinical and social

complexity need joined-up care (integrated primary care models) fo get the
best results, but funding systems focused on humbers of services delivered
(like MBS) often leave them behind.®

Our clinicians fell us that supporting clients with complex social needs, in a
way that ensures safe and effective care, requires longer consultations and
substantial work that can’t be billed.

Under the current Medicare funding model, shorter consultations are
incentivised, and don't often recognise the time people need.

Delivering coordinated, multi-visit care across a care team often costs
more than the funding received.

These challenges make it difficult for many health organisations,
including cohealth, fo provide the primary care communities need, in a
sustainable way.

Like many specialist general practices across Australia, cohealth is seeing
rising costs, growing demand, and more complex needs in the community.2 2

National reviews show that funding for primary care has not kept pace with
modern ways of delivering care, workforce pressures, or the needs of people
with multiple and infersecting challenges.

The Strengthening Medicare Taskforce identified that the current Medicare
funding system does not effectively support feam-based, integrated
primary care and requires significant reform.?

The Grattan Institute also concluded that Australia’s specialist general
practice funding model is outdated and poorly aligned to rising client
complexity.®

It highlights that clinics caring for people with multiple conditions and
social needs face higher costs and lower throughput, yet receive
little additional funding fo reflect this complexity.?

cohealth acknowledges and welcomes the significant investments made by
the Commonwealth Government in response to the Strengthening Medicare
Taskforce. As identified, these reforms do not fully address the mismatch
between funding settings and the cost of delivering infegrated, feam-based
care for people with complex clinical and social needs.

delivering care to people with high health and social complexity cohealth what we shared

recommendations

MyMedicare for people with high health and social need

Infroduce a targeted MyMedicare “high need” package that

provides additional funding for clients who require longer consultations, proactive
follow-up, care coordination and multidisciplinary support. This funding should
be risk-adjusted, tightly defined, and explicitly embed health equity as a

core objective of primary care funding.

Eligibility should be based on objective indicators of clinical and social complexity,
recognising that complexity is concentrated within populations and communities.
Tiered payments, linked to expectations around access, contfinuity and proactive
care (rather than throughput alone),would align funding with the realities of
delivering care to people with infersecting needs and reflect established approaches
to blended and risk-adjusted payments recommended in national reform work.

Blended funding for comprehensive community primary care

Create a commissioning pathway for services that deliver comprehensive primary
care to communities with high social and clinical need, combining baseline
(block) funding with MBS revenue. This reflects established funding approaches
used for Aboriginal Commmunity Controlled Health Organisations (ACCHOs),
where flexible grant funding sits alongside Medicare to support multidisciplinary,
culturally safe and community-governed care.

Extend blended funding beyond existing setftings to address a recognised policy
gap: metropolitan services caring for concentrated disadvantage face many of
the same cost and complexity drivers as remote or community-controlled services,
but without equivalent funding settings. This approach has been consistently
recommended in national policy analysis as a mechanism to

support equity, quality and sustainability.

Pooled State-Commonwealth investment

Develop pooled or jointly commissioned funding arrangements for cohorts at high
risk of emergency department presentation and to prevent avoidable hospital
admission, supporting community-based alternatives such as rapid access
appointments, assertive outreach, post-discharge follow-up and integrated care
pathways with hospitals. This aligns with the National Health Reform Agreement
and shared Commonwealth-State objectives to reduce potentially preventable
hospitalisations and improve system efficiency.

There is strong evidence that investment in comprehensive primary care for
disadvantaged populations improves access and continuity of care and reduces
avoidable hospital use, delivering benefits across the health system.” 8¢

13
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2 the challenges of delivering health and social care in a fragmented system cohealth what we shared

The community need

For communities to achieve the best health outcomes, social
determinants of health must be considered in their care

Complex and chronic health conditions are deeply influenced by the non-
medical things that shape a person’s ability fo engage with health services,
stick fo recommended care, and achieve meaningful improvements in
health and wellbeing.'® These are things like:

housing instability, income and employment status - which affect the
ability to keep appointments, maintain medication and keep long-term
relationships with their doctors and care feam.

social inclusion and exposure to stigma and marginalisation.

low health literacy and English language understanding - which
can impact prevention of poor health, poor self management and
create a barrier to seeking care.'?

These all affect how and when a disease starts, how it progresses, and how
effective early medical treatment is.?

With each of these social factors, significant care coordination and case
management is necessary, so that the immediate health needs and social
deferminants are met with care.

Screening for anxiety, depression, frauma, and social stressors can be
addressed alongside, education, lifestyle interventions and preventive
measures, like vaccinations.

This type of care requires infegrated, co-located services that
connect generalist medicine with allied health, mental health, and
community programs.!

Clients told us: !

Clients told us they frequently attend GP appointments to seek support
beyond specific clinical freatment, including connection to mental health
care, social supports, and help navigating the complex healthcare system.

They described GP appointments as an important gateway to broader
support, including mental health care and help understanding their
health needs.

Community feedback also indicates strong support for team-based and
coordinated models of care, in which continuity, trust and communication
are maintained.

15
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The system challenges

A system that works across disconnected structures makes
it harder fo deliver integrated, coordinated health and
social care 1516 17.18.19

Across Australia’s primary health system, care is spread across different
services, funding arrangements and governing bodies that are not
designed to connect.

People are often required to move between multiple, unconnected services,
each with different rules and funding requirements, making it hard to deliver
joined-up care.

For example:

Primary care, specialist services, allied health, community health and
social supports are funded and governed separately, with limited
alignment. This leads o duplicated services, gaps in care and poor
confinuity for people with multiple needs.'

Programs funded by Primary Health Networks, state governments and
short-ferm grants often run alongside each other rather than as part of a
coordinated system.

Program guidelines, while important, can restrict how funding is used,
how staff are employed and what activities are allowed, making
infegrated and flexible care harder to deliver.

For services like cohealth, which aim to support people across
health and social needs, this lack of coordination increases costs,
creates inefficiencies and limits the impact of care.

the challenges of delivering health and social care in a fragmented system

The Strengthening Medicare Taskforce identified that the current Medicare
funding system does not effectively support team-based, integrated primary
care and requires significant reform.?

Funding models that pay per appointment (activity-based
funding) don’t work well for people with complex needs. What matters

most is ongoing, coordinated care and prevention, not the number of
visifs 21 22 2

While the Medicare Benefits Schedule (MBS) remains the cornerstone

of Australia’s primary care system, The MBS assumes care is episodic,
bounded, and transactional.’”® For cohealth’s clients, care is relational and
built over fime.””

Many programs, each with funding and access rules

Many clients must navigate a mix of State and Commonwealth programs
with different rules. GPs spend significant unpaid fime helping people
access care, which reduces their capacity to do more within current
funding limits.

Some care coordination, outreach and team-based work is supported
through State Government community health funding and other targeted
programs, which helps enable cohealth’s infegrated models of care.

However, this funding is not scaled to the level of need or

complexity clients face and does not cover the full cost of

coordination, leadership and relationship-based work. GP clinical time is
also not funded under these programs.?

Workforce constraints Task division and greater roles for the team of professionals

Gaps in workforce and funding reduce access to care, increase costs, and
make it harder to provide coordinated, continuous support — particularly for
people facing disadvantage. These challenges are:

Too few GPs to meet community need, which restricts appoinfment
capacity and reduces continuity of care,

Historically, there hasn’t been enough funding for nurses, care
coordinators and other health staff to support feam-based care within
general practice.

Limits on recognising scope of practice, preventing health professionals
from working to their full skills. It also limits the application of nurse led
care models, that aim fo counter GP shortages.?

No funded roles for social support and care coordination, despite their
importance for people with complex needs

The MBS reinforces a GP-centric model of care, where GPs are routinely

required to undertake work that could be delivered safely and effectively by
other clinicians if flexible and team- based models were billable. 24 %

Reviews of professional scope, including for nurse practitioners, allied
health and pharmacists, show that expanding responsibilities and greater
autonomy within feams could improve access, continuity, and quality of
care for complex cohorts, %43

cohealth what we shared
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recommendations

Fund care coordination and social work to support
full scope of practice

The Health Equity Coalition, Grattan Institute and other sector bodies

consistently identify care coordination, outreach and social support as essential
components of comprehensive primary care for disadvantaged populations, while
noting that these functions remain poorly and inconsistently funded under current
arrangements. Funding these roles directly would improve workforce efficiency,
care quality and continuity.

Strengthen funding mechanisms for team-based care

Progress reforms that better fund team-based, integrated primary care,
recognising that current funding settings prioritise short, episodic consultations
and constrain multidisciplinary care. The Strengthening Medicare Taskforce
explicitly identifies the need for funding systems that support team-based models,
flexible funding approaches and better use of the primary care workforce and go
beyond narrow MBS items.

Practical levers already identified in nafional reform work include strengthening
blended payment approaches, refining incentive programs to better support
multidisciplinary teams, and expanding commissioning for feam-based care
in areas of high need. These measures would align funding with contemporary
models of care and long-standing policy consensus.

Complexity-Weighted Workforce Incentives

A national workforce mechanism should be introduced that allocates incentives
based on client complexity and service need, rather than geography alone.
Practices caring for people with high social and clinical complexity require more
time, coordination and multidisciplinary input, yet face the greatest challenges in
attracting and retaining GPs. A complexity-weighted incentive would strengthen
workforce supply across both metropolitan and regional settings without
distorting distribution. This type of system reform would ensure equitable primary
care access and support clinicians to work where demand is most intense.

2 the challenges of delivering health and social care in a fragmented system

Enabling Clinicians to Work to Full Scope of Practice

In addition to the policy recommendation for blended funding to support
multidisciplinary, team-based care, there is a need to expand the primary care
workforce by removing barriers that prevent clinicians from working to their full
scope of practice. Primary care teams require funding settings that allow nurse
practitioners, nurses and allied health professionals to contribute at the top of

their scope, reducing reliance on GP-authorised activity and GP-initiated referrals.
Current MBS arrangements constrain the contribution of non-GP clinicians and limit
the efficiency of team-based care for people with complex needs.

Better utilise full range of relevant roles

There is a need to ensure clinicians other than GPs are able to work to full scope of
practice. This includes continuing to expand nurse and nurse practitioner scope of
practice, supported by MBS structures that allow these clinicians to deliver, lead and
coordinate care in areas where they are clinically tfrained and competent.

Funding models should recognise the contribution of nurses, nurse practitioners
and allied health clinicians fo chronic disease management, preventive care,
care coordination and system navigation - functions that reduce bottle necks on
GPs while improving client outcomes. Expanding scope of practice, supported
by appropriate MBS item structures and blended funding, will help broaden
workforce capacity and reduce wait times in areas experiencing sustained
workforce shortage .

cohealth what we shared
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3 location and access to care

The community need

Communities typically access GP care at one of cohealth’s four general
practice clinics. These clinics are co-located with a wide range of other
health and social support services, providing multidisciplinary care at one,
accessible location.

To best deliver care to people with complex clinical and social
needs, evidence recommends integrated, co-located services that
connect generalist medicine with allied health, mental health, and
community programs.'? 1314

Clients told us: '

77% of cohealth GP clients prefer services in one location. There is a much
lower acceptance of fragmented or multi-provider models.!

Being close to services matters for older people, people with disability, and
families - 81% say that the ability to easily fo fravel fo services as why they
attend cohealth.

There is a strong preference for face-to-face appointments over telehealth.

The system challenges

Many community health facilities are ageing, constrained in layout, or no
longer fit for contemporary multidisciplinary service delivery, increasing
maintenance costs and limiting efficiency. These pressures remain, even
where services are well designed and efficiently managed.

As not-for-profit organisations, community health services do not

generate profits that can be reinvested in large-scale capital upgrades,
and operating margins are typically narrow or negative. This limits providers’
ability to self-fund the redevelopment of ageing sites or adapt facilities to
support contemporary models of care.

Like many non-profit community health organisations, cohealth receives
minimal investment from funders to maintain and upgrade infrastructure.

Registered community health organisations receive only 0.3% of the
approximately $2 billion the State Government spends on heath
infrastructure each year. And there is no recent, dedicated Federal
Government fund for community health infrastructure.?

cohealth what we shared
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recommendations

Investment in community health infrastructure

In the 2025 Investing in community health infrastructure Report,
Infrastructure Victoria has already identified significant underinvestment in
community health infrastructure and outlined clear recommendations for
modernisation, expansion and renewal to support contemporary models of
mulfidisciplinary, team-based care.

Infrastructure Victoria’s report recommends that governments:
conduct an asset assessment of all community health facilities across Victoria.

undertake long-term infrastructure planning in consultation with community
health services to prioritise investment; and

invest in community health facilities to support delivery of local, high-quality
community health services over the next five years.

These recommendations have not yet been acted upon. Without progress on
these reforms, primary care providers will continue o face barriers to delivering
safe care, even where service funding and workforce reforms are strengthened.

The review should therefore recommend that governments implement the
Infrastructure Victoria recommendations on community health infrastructure,
ensuring that capital investment frameworks reflect population need, integrated
care models and the essential role of community health in system sustainability.

“the availability of
GP services are

of paramount
importance o me.

my life depends on it.”
- cohealth client




lessons learned cohealth what we shared

lessons learned

cohealth recognises that the process 3 : Earlier conversations about financial pressures, more collaborative

- i . . - exploration of service redesign options, and clearer engagement
qud_mg to the dec.|5|on to C|(_)S.e GP ; o e with staff, communities and government partners may have reduced
services at these sites was difficult

uncertainty and helped lessen the impact of the decision.
for many people, and that aspects of §- W | B cohealth has reflected carefully on this experience. These learnings
how the decision was p|qnned and . T T g are shaping changes to how future service decisions are planned and
communicated could have been 5 N S ' - communicated, with a stronger focus on transparency, predictability,
handled better b health ‘ e e = sensitivity and care for the people affected.
. . efier Dy COoTISu . e A The actions below set out practical changes cohealth is making to
improve how decisions are developed, communicated and implemented,

ensuring communities are involved and influential in shaping decisions
that affect them.

In the future

Q 0
we will O/ D\O —
o_0 000
Engage with communities Use community input
earlier, before decisions to shape transition
are finalised. and continuity of care,

particularly for people
who are most vulnerable.

ofDo

T

Be clearer about what can Ensure that there is enough Make sure decisions
and cannot be changed, time fo consider different are understood and
SO people are not given pathways, before decisions approaches informed by

false expectations. become urgent. those impacted.
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final words

Our experience highlights the limits of
current policy and funding settings for
specialist general practices that care
for people with complex needs.

i

final words cohealth what we shared

Within this financial and policy environment, cohealth’s Board

made the difficult decision to close general practice services at
Collingwood, Fitzroy and Kensington in October 2025. This came after
many years of standing alongside our community,advocating to
government for the changes needed to sustain the health services our
community deserves.

We could no longer run these services within a system that makes it
impossible to deliver that care without putting at financial risk the many
other services that thousands of vulnerable people rely on from us. Even
though GP services are only 5 % of cohealth’s funding stream, they are the
greatest contributor to cohealth’s deficit.

Our submission highlights a clear and concerning reality: Australia’s
primary health care system is under sustained pressure. Current policy
settings,and funding mechanisms are not aligned with how care is
delivered or with the needs of community.

Without reform, these pressures will continue to drive inefficiencies,
compromise quality and continuity of care, and place further strain on
services, increasing the risk that essential community-based care will be lost.
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cohealth clients and their needs

Who are our clients?

Table 1: complex health needs supported by GPs at Victorian general practice clinics in FY25

Challenge

Chronic Disease
condition

Multimorbidity

Chronic Mental Health
condition

Financial hardship

Refugee status

Aboriginal or Torres
Strait Islander

Homeless

Schedule 8 Permit
holder

*No national data identified

Description

Prevalence of one or more
long term conditions such

as diabetes, cardiovascular
disease, respiratory illness, and
multimorbidity.

Prevalence of two or more
chronic conditions.

Prevalence of long-term anxiety,
depression, trauma-related
disorders, and unmet mental
health support needs.

Clients experience financial
hardship (represented by
health care or pension card)

Recent migrants and refugees,
with specific health access
needs

|dentifying as Aboriginal or
Torres Strait Islander

Clients experiencing
homelessness or housing
insecurity

Clients receiving a controlled
drug, under strict regulatory
conditions

Cohealth Data /
National Average

56.6% / 49.9%°

27.8% | 22%°

56.5% / 26.1%’

71.2% / 20%°

18.5% / 0.73%’

2.1% / 3.2%'"

7.7% / 1.1%"

1.6%*
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