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Hi everyone, thank you for the opportunity to speak with you today. My name is Michael Wright. I’m a GP in Sydney  and Health economist. I’m the associate professor at the UNSW International Centre for future health systems. ., and I’m also the president of the Royal Australian College of general practitioners so we are gonna be speaking to you today is based on some of the work I’ve been doing UNSW but also some of my perspectives as RACGP president to understand what is the direction of Australia’s future health system reform and what the potential role of community health navigator within that might be



Acknowledgement of 
Country
I acknowledges the Traditional Custodians of the 
land and waterways in which we work and live. I 
recognise their continuing connection to land, 
water and culture, and pay our respects to Elders 
past, present and future.
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I also like to acknowledge that we’re meeting on the land of the Gadigal people and pay my respects to elders past present and emerging and extend that respect to aboriginal to trade Islander colleagues joining us here today particular as we walk together through reconciliation week



Agenda 

• Australia’s health system challenges
• Potential solutions focusing on community health navigators 
• Where might CHNS fit in broader reform agenda?
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What m planning to cover today. Is a little bit about what the current problems that Health systems facing obviously I’ll look at that from a general practice point of view but the issues  are broader than that

Then I’ll move to the highlight some of the potential solutions and particularly how community health navigators might improve our system how we might better fit within the broader Reform agenda



Case Study: Maria*

71 yo, lives alone
T2DM, CAD, depression
13 medications
DSP
Long waits for GP
Cannot afford psychologist 
Multiple ED attendances 
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Case Study: Navigating the Australian Health System – A Complex Journey
Patient Profile:�Maria*, a 57-year-old woman living in western Sydney, manages type 2 diabetes, coronary artery disease, and chronic depression. She receives a disability support pension and lives alone following a divorce. Her adult children live interstate.
Challenges Faced:�Despite living in a major metropolitan area, Maria struggles to navigate the fragmented healthcare system. Although eligible for a Chronic Disease Management Plan, her local bulk-billing GP clinic is overwhelmed, often requiring long waits for appointments. Follow-ups with a diabetes educator are irregular due to limited availability, and she is yet to see.  cardiologist, despite being referred multiple times.
Her mental health condition compounds these challenges. Though referred to a psychologist under the Medicare Better Access initiative, she faces a three-month wait for a bulk-billing provider nearby. Private mental health care is unaffordable on her fixed income, leaving her without adequate support. Her depression reduces her motivation to manage her physical health, leading to missed appointments and inconsistent medication use.
Maria has had several emergency department visits in the past year due to chest pain and poorly controlled blood glucose. Each time, she is stabilised and discharged without a coordinated follow-up plan, resulting in a cycle of crisis care without long-term management. Now this sounds like a made up story but this is a story that is all too common; limited affordable mental health care, overstretched primary care services, lack of awareness of services and poor coordination between providers. Although she lives in a well-resourced city, the lack of integration and continuity of care leaves her vulnerable.




• Complex health system- exacerbated by dual Government funding 
mechanism 

• Changing demographics (ageing, chronic disease)
• Access to health care an issue

• Particularly for marginalised or disadvantaged groups

• Increasing health costs (for individually and system wide)
• Increasing expectations of care 
• Growing demand for health workforce – blurred boundaries of 

scope and responsibility
• Ongoing inequity (Aboriginal and Torres Strait Islander, rural, socio-

economic)

Australia’s health system challenges 
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Australia is not alone in facing multiple health system challenges which I’ll cover soon we’ve got an ageing population increasingly living with chronic , although access is high it’s decreasing particularly for marginalised or disadvantage groups cost of care increasing both individuals but also more broadly across the Health system have increasing expectations of increasing technology. All of which further growth cost. I’ve also got a growing demand for Health workforce and blurred boundaries of scope and responsibility which can make it confusing for patients to know who they’re saying and we definitely have ongoing in equity that we failed to manage particularly for average on tourist Island of people and people social economic disadvantage and then on top of all of that we have an increasingly compact cell system which is exacerbated in Australia by a jewel funding health system and I’ll explain a bit of this But we can Some of this complexity relates to the dual funding of the Health system in the states and territories have a constitutional obligation to fund hospitals while the federal government funds much of , community health and primary care,






• Provides free access to public hospital 
services and subsidises out-of hospital 
(medical) treatment
• GPs paid according to FFS Medicare 

Benefits Schedule
• Can accept Medicare fee as full 

payment (Bulk-billing) or can charge 
above it (OOP)  

• Also, private health insurance (40%) 
access to private hospitals (with 
OOP costs) 

• Separate systems for Veteran’s,  
disability, aged care and social services

Australia’s complex health system 

Built on Medicare – public 
health insurer
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 Australia has a dual funded federated Health system- states and territories have been constitutional responsibility to fund hospitals and also schools, while the federal government has nominal responsibility for providing out of hospital care.

 Medicare which is a universal public health insurance scheme operating since since 1984. Medicare  cover all costs of public hospital as well as subsidising out of hospital care (mainly  medical care including GPs)

Community Health provides in the community of paid according to a Medicare central FIFA service scheme which list how much Medicare pays for particular services.  And providers including GP can either accept that Medicare fee is full payment billing or they can charge above it and leading patient with out-of-pocket cost.

In addition to this around 40% of the population also have private hospital health insurance which allows them to access private hospital services but not without significant out-of-pocket cost

And we also have separate funding systems for disability for aged care and for social services



Australian general practices 

More than 7000 general practices
Majority run as SME private businesses
Near universal use of electronic records 

Most (85%+) practice income through FFS billing 
Other GP funding (<10%)
• Patient contribution 
• Practice Incentives Program 

• Infrastructure based on practice size 
• Workforce Incentives Programs

• Incentives to employ other providers (eg nurses, 
AHP)
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We got more than 7000 general practices around the country and the majority of them run a small intermediate price so private businesses

We’ve got nearly universal access to electronic health records within practices but today we still have very rudimentary communication between practices and between practices and other parts of the Health system

Most of the money that comes into practice is through FIFA service payments for Medicare but there are some other elements of funding so patient contribution so the out-of-pocket costs are just alluded to as well as a practice incentive and a workforce incentives program and both of these programs provide additional block payments for practices beyond FIFA service camp



Context –high performing but complex health system
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Australia’s health system performs well by international comparison so the Commonwealth fund produces a comparison of high income countries and in the most recent version Australia comes out as number one in terms of health outcomes. Health costs but low in terms of access to care .  And I think it’s fair to say that we do have an increasingly complex health system..




Context –high performing but complex health system
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Look in an international comparison of a high income countries, Australia comes up first in terms of health outcomes equity and an overall ranking.  We did however wrinkle in care processes and particularly in access to care.



• Australia has a growing population, and 
an ageing one:

• 1 in 6 Australians aged 65 and over 
• 15.4 million (61%) were living with at 

least one long-term health conditions in 
2022.

• 1 in 5 adults experienced a mental 
health disorder in the previous 12 
months.

More care can and should be provided in the 
community setting. 

Changing demographics and epidemiology
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Australia has growing population major demographic shifts. We’ve got a growing population and ageing population more and more of our population and living with chronic health conditions and close to 50% of adults over 45 living with multiple chronic conditions or multi morbidity 

That means is they have complex care they have multiple diseases with often multiple treatments often which interact with one another and guidelines for a single disease. Don’t provide the information we need

We also know that there’s an increase in recognition and treatment of mental health conditions and all of this care is being provided in the community and can be provided in the community, but it is increasingly complex and time consuming and the Medicare schedule doesn’t acknowledge that.



• Nearly 9 out 10 Australians saw a GP in 2023-24
• 22 million Australians visit a GP each year
• GPs provide over 164 million services annually – 

averaging 7.3 per patient

Access to primary care is high

In 2023-24, only 1.1% of 
people were not able to see a 
GP when they needed to.

(Source: RACGP Health of the Nation, 2024)
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 More than 22 million people visiting a GP in 2023 (and nearly 9 out of 10 Australians)

In the same year, over 164 million health services were provided by GPs, meaning that, on average, patients received 7.3 services from their GP throughout the year.

What you can see here is that services are more frequent for older people

99.1%  of people with a long-term health condition were able to see a GP when they needed to in 2023-24




 18.1 million Australian adults reported needing to see a GP in 
2023/24
• 3 in 10 (29%) reported delaying or not seeing a GP when needed 
• 8.8% of people reported delaying seeing a GP due to cost                               

(4.0% in 2017–18 and 7.0% in 2022–23)
• 3 in 10 (28%) felt waited longer than acceptable for a GP 

appointment                   (up from 19% in 2017–18)

• People with most economic disadvantage and younger were 
more likely to put off seeing a GP due to cost 

But… not as accessible for many

(Source: ABS, 2024)
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But if you dig deeper into these numbers, you can see that we’ve got a growing problem  This is data from the ABS last year which shows that of the more than 18 million Australians adults needing to see a GP last year, almost 3 out of 10 people reported delaying or not seeing the GP when needed.  Some of this was because they couldn’t access an appointment because they gave up looking because it was too hard- but importantly an increasing number of people are reported not seeing a GP due to cost and so that’s risen up to nearly 9% of people so from 4% back in 2017 and 7% 2022. 
In addition to this around three and 10 people felt they waited longer than acceptable for a GP appointment.    On the people with most economic disadvantage and those who were younger were the most likely to put off sen a GP due to cost .  

The percentages hide the fact that was that  200,000 adults could not see a GP when they needed to

Over 1.5 millions people delayed seeing a GP due to cost, and that has more than doubled in last decade.  And so many of these are likely to be people like Maria 



• Health care sector is fastest growing 
workforce 

•  Increasing demand & shortfall of health care 
providers 

• 13000 medical practitioners
• 40000 nurses
• 27000 AHPs       (By Nov 2026 – Kruk report)

•  GPs are ageing, retiring and working less
•  Junior doctors less likely to choose general 
practice as a career
•  Need to make better use of our existing 
workforce 
  

Workforce pressures
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We know that the healthcare sector is the fastest growing part of Australia’s workforce as I mentioned earlier we have growing expectations of care and also growing demand for care as we age and as more and more of a slip with chronic health condition.  But our supply of  Health practitioners has done nothing to  keep up with this in increasing demand.  A number of recent reviews have looked at supplied demand of healthcare providers the most influential from Robin Crook whose report released in 2023 identified by the end of 2026 Australia. Australia will be short by 13,000 medical practitioners 40,000 nurses and over 27,000 allied health providers.

So as well as not having an adequate pipeline of healthcare professionals coming through, we know that GPs in particular are ageing are retiring and are on average less hours



• Complex health system- exacerbated by dual Government funding 
mechanism 

• Changing demographics (ageing, chronic disease)
• Access to health care an issue

• Particularly for marginalised or disadvantaged groups

• Increasing health costs (for individually and system wide)
• Increasing expectations of care 
• Growing demand for health workforce – blurred boundaries of 

scope and responsibility
• Ongoing inequity (Aboriginal and Torres Strait Islander, rural, socio-

economic)

Australia’s health system challenges 
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Just wanted to bring this back to the summary of the challenges before pointing out what some of the solutions are




Strengthening Medicare Taskforce
2022 report outline four main priorities: 
• Increased access to primary care services, 

including sustainable financing and easier 
navigation

• Supporting growth of multidisciplinary care, 
reduce fragmentation and duplication

• Use data and technology to better inform 
care

• Provide support for organisational change

Roadmap for primary care reform

Presenter Notes
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This has been the focus of serious discussion and the current health minister lead strengthening Medicare task force in 2022 
This document describes a clear vision for the future of our health system led by strong primary care of along four main priorities 

1. all Australians are supported to be healthy and well, through access to equitable, affordable, person-centred
primary care services, regardless of where they live and when they need care, with financing that supports
sustainable primary care, and a system that is simple and easy to navigate for people and their health
care providers. And this plan talks about different funding models beyond FFS that would make this happen
2. coordinated multidisciplinary teams of health care professionals work to their full scope of practice to provide quality person-centred continuity of care, including prevention and early intervention; and primary care is incentivised to improve population health, work with other parts of the health and care systems, under appropriate clinical governance, to reduce fragmentation and duplication and deliver better health outcomes.
3. data and digital technology are better used to inform value-based care, safely share critical patient information to support better diagnosis and healthcare management, empower people to participate in their own health care,
and drive insights for planning, resourcing, and continuous quality improvement.
4.  the primary care sector is well supported to embrace organisational and cultural change, and to support
innovation; consumers are empowered to have a voice in the design of services to ensure they meet people’s. needs, particularly for disadvantaged groups; and all levels of government work together to ensure the benefits
of reform are optimised




Potential solutions

• Train more health professionals
• Improve efficiency of health professionals
• Improve efficiency of health system – shift care to primary 

care, technology
• Reduce fragmentation of care 
• Increase health literacy and self management 
• Improve communication esp at clinical handover

Presenter Notes
Presentation Notes
We have a number of options so we can train health professionals and Australia has been doing that progressively over the last 30 years as well as training more of our own doctors nurses allied health providers. We’ve also embraced international health practitioners and encourage them to come to Australia..

We can try and improve the efficiency of Health professional so one of the mechanisms of doing this is trying to get providers to work at the full scope of their practice so that the most clinically trained person does the most cognitively demanding work but in order that footwork that does involve people needing to work in teams and to delegate appropriately

We can talk about improving the overall efficiency of the health system so in Australia we spend around 10% of our GDP on healthcare and that is below the OECD average but one of the ways that we can improve efficiency is by keeping people well in the community, stopping them from needing to go and use hospitals But in order to do that we need to strengthen primary care or shift care back into primary care.

We have mechanisms to reduce fragmentation duplication of care which is a problem in our dual funded system and then this also the opportunity to improve Health literacy self management and also a priority to improve communication particularly clinical handover. 



Options

• Train more health professionals
• Improve efficiency of health professionals
• Improve efficiency of health system – shift care to primary 

care
• Reduce fragmentation of care 
• Increase health literacy and self management 
• Improve communication esp at clinical handover
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Presentation Notes
We have a number of options so we can train health professionals and Australia has been doing that progressively over the last 30 years as well as training more of our own doctors nurses allied health providers. We’ve also embraced international health practitioners and encourage them to come to Australia..

We can try and improve the efficiency of Health professional so one of the mechanisms of doing this is trying to get providers to work at the full scope of their practice so that the most clinically trained person does the most cognitively demanding work but in order that footwork that does involve people needing to work in teams and to delegate appropriately

We can talk about improving the overall efficiency of the health system so in Australia we spend around 10% of our GDP on healthcare and that is below the OECD average but one of the ways that we can improve efficiency is by keeping people well in the community, stopping them from needing to go and use hospitals But in order to do that we need to strengthen primary care or shift care back into primary care.

We have mechanisms to reduce fragmentation duplication of care which is a problem in our dual funded system and then this also the opportunity to improve Health literacy self management and also a priority to improve communication particularly clinical handover. 



Community Health Navigators 
as a potential solution



Community health workers/navigators

What are CHW?
• “frontline public health workers who serve as a liaison/link/intermediary 

between health/social services and the community to facilitate access 
to services and improve the quality and cultural competence of service 
delivery”

•  trusted members of and /or have an unusually close understanding of 
the community served. 

• Extensive use in LDC promoted by WHO. (CHW vs CHN)
• Developed as care navigators and outreach workers in US and Canada 

often employed by community and faith based organisations.
• In Australia – Aboriginal Health Workers and other sorts of lay and peer 

workers for specific conditions 

Presenter Notes
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The CHW role is not new – their use in poor and ethnic minorities began in the early 1960s in the US.  These workers. Today, CHWs can be found in many countries in a wide spectrum of settings, such as community organizations, health departments, churches, schools, clinics, and hospitals. 

They are frontline public health workers that act as a link between health and social services, and the community to facilitate access to services and to improve the quality and cultural competence of service delivery.

They have chosen as trusted members of a community or they have an unusually close understanding of the community they serve and therefore a better understanding of the needs and potential services reuired by that community

In Australia we have a long history of Aboriginal Health Workers and other lay and peer workers although they have not always been acknowledged as having a formal role in the whole health system.



Community health workers as navigators

• Outreach (home visits, telephone, care transitions)
• Education and counselling,
• Addressing barriers to accessing care, (including 

scheduling, reminders, preventative care,            
assistance with transport),

• Providing navigation support and follow up
• Identifying and linking patients to community resources.
• Bridge between consumers/families and the health 

system

Roles 
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In the work that we’ve been doing at UNSW, we’ve been using the term Community Health Navigators to distinguish them from other community health workers in the Australian context such as nurses working in Community Health Services and because their role is non-clinical – supporting navigation to health and social care services and programs.

Their roles include providing outreach from services, particularly important for care transitions. education  and behavioural counselling, identifying and addressing barriers to accessing care, providing navigation support and follow up care, identifying and linking to community resources and acting as a bridge between consumers and health systems

1. Building Relationships and Trust:
CHWs establish strong connections with community members, understanding their unique needs and challenges. 
They foster a sense of trust and confidence, which is crucial for individuals to engage with health services and make positive lifestyle choices. 
2. Conducting Outreach and Education: 
CHWs actively reach out to individuals, families, and community groups to deliver health education and information.

3. Advocacy and Support: 
CHWs advocate for their clients, ensuring they have access to necessary resources and services, such as healthcare, social support, and financial assistance.
They may also advocate for policy changes that address health disparities and promote equity within the community.
4. Care Coordination and Navigation Support : 
CHWs help individuals navigate the healthcare system, ensuring they receive appropriate care and follow-up services.
They may also coordinate care between different healthcare providers, ensuring seamless transitions and continuity of care.
5. Health Promotion and Disease Prevention:
CHWs work to prevent the onset of diseases and promote overall health and well-being through various activities, such as health screenings, health education, and lifestyle counseling.  

In essence, CHWs are the bridge between the community and the healthcare system, working to improve health outcomes and reduce health disparities through a variety of strategies. 




Community health workers as navigators
Overlap with other roles 

• Aboriginal health workers
• Peer workers
• Outreach workers
• Care finders
• Link workers (in social prescribing)

Presenter Notes
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In Australia we have a long history of Aboriginal Health Workers and other lay and peer workers although they have not always been acknowledged as having a formal role in the whole health system.

Key distinction is they are not clinicians



Potential benefits of CHNs
• Improve access in underserved communities
• Address social determinants of health
• Build trust in marginalised/disadvantaged  populations
• Improve access to appropriate prevention
• Reduce burden on rest of health system - costly 

hospitals and emergency services



Growing evidence base for CHWs 

• Effective in improved cancer screening, chronic disease 
management (diabetes, hypertension, HIV)

• Improving maternal and child health including preventing 
under-nutrition 

• 2021 systematic review of CHNs 
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CHW  have been involved in improving patients’ navigation of the health system, providing health prevention services, supporting healthy behaviours, monitoring
patient health and delivering specific care. The evidence of the effectiveness of CHWs is growing in improving cancer screening [31], improving the management
of diabetes [32], hypertension [33] or infectious diseases, delivering HIV services [35], preventing under-
nutrition [36, 37] and improving maternal and child
health [30, 38]. 

A 2021 systematic review looking CHW navigation interventions showed that they improved adherence to cancer screening and attendance at primary care for chronic disease management
However, there is insufficient evidence of the impact on patient experience, clinical outcomes, or cost-effectiveness of the interventions.






Examples of CHW/CHN programs

• Brazil’s Programa de Saúde da Família- PSF
• UK- Westminster Community Health and Wellbeing Worker 

(WCHWW)
• USA- IMPaCT program  
• Australia – 

• AHWs in ACCHOs 
• CHECC program



Programa de Saúde da Família – PSF  

Family Health Program services poorest populations in Brazil
Community based clinics 
• 1 physician, 1 nurse and up to 15 CHWs 
Each CHW assigned 150 families 
Chosen due to connection with communities 
Receive training in basic concepts, healthy lifestyles, sanitary 
living conditions, and public health strategies 

Presenter Notes
Presentation Notes
The largest roll out of CHWs is Brazil’s family medicine program. - program de Saude da Familia or PSF – started in 1994 

comprises community-based clinics whose transdisciplinary teams comprise at least one physician, one nurse and up to 15 or more CHWs. The size and concentration of PSF clinics reflect the needs and size of local populations. The PSF serves the poorest populations in Brazil and employs some 234,767 CHWs. Each CHW is assigned up to 150 families or 750 individuals. 

The key criteria used to select CHWs are: residence in the community; understanding of local geography and culture; and endorsement by residents. CHWs receive training in basic health concepts, healthy lifestyles, sanitary living conditions and public health strategies



Programa de Saúde da Família – PSF  

• Thought to have saved over 400,000 lives between 1996 and 
2012

• Nearly 2/3 of population coverage
• Improved immunisation and screening, early detection and 

treatment of disease, decreased infant mortality 

Presenter Notes
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PSG now covers around 60% of entire population
Over 260k CHW
More than 37k  health care teams 

Thought to save almost 450,00 lives between 1996 and 2012 thorough improved access to screening, improved immunisation improved early detection of disease, notable CV disease.   Also  infant mortality rates dropped by 25% more in areas with PSF coverage compared to those without 



Community Health and Wellbeing Worker 
(UK) 
• 5 CHWs attached to the Pimlico Health Centre who will 
• visit 500 households once a month.
• improve access to health services for residents whose health 

and wellbeing could benefit the most and will also help 
residents navigate the system so they can get the most out of 
local support and services available,

Presenter Notes
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Recently the PSF model has been adapted for use in the UK and in in a deprived area of South London a trial around Pimlico has been set up where five community health workers work to support 500 households once a month with a goal of improving access for Health services for residents who could benefit most and also to provide assistance in Health navigation

CHWs have proven effective at befriending, counselling,
mediating, building trust, relationships, and rapport, connecting up services, helping with
medicine compliance and other positive health promotion in addition to immunisation
and screening uptake, low-level social prescribing, coaching, providing practical advice
and motivation and connecting people in the community.

o There is evidence of unmet medical need, A&E avoidance, suicide prevention, uncovering
domestic violence or child neglect The fear. that primary care would be swamped with uncovered unmet needs has not been borne
out and consultations for ‘non-medical issues’ appear to have decreased.






Return on investment of CHWs - 
IMPaCT – 

USA trial of CHNs
• Assessed social needs (eg housing instability, food security, 

social support)
• Tailored patient driven action plans developed
• Communicated weekly to support them to carry out their action 

plans.
Outcome- 
• ROI of US$2.47 for every dollar invested 
• 36% reduction in cost largely due to reduced hospitalisation.
• financial ROI underestimates the true social return because it 

overemphasizes the value of avoiding hospitalization (which is 
expensive) relative to improving health (which may be 
financially silent). 

Kangovi S, et al. Health Affairs. 2020 Feb 1;39(2):207-13.
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Relatively few studies have evaluated costs savings or cost effectiveness of CHW interventions, and systematic reviews have not found sufficient evidence to consistently demonstrate cost savings primarily due to the heterogeneity of effects across different interventions


Individualise management of patients with action plans 

In this trial in the USA among low-income adults with multiple chronic health conditions the IMPACT trial
demonstrated a return on investment of $2.47 to the average Medicaid payer within the fiscal
Year

A number of RCTs in USA are currently being conducted which will hopefully provide the evidence base and rigour to show that CHN improve population health outcomes, improve patient experience and lead to costs savings– the so called triple aim of health 





Aboriginal Health Workers (AHWs) and 
ACCHOs

• 146 ACCHOs around Australia and 52 
state-run Aboriginal medical services

• AHWs provide non-clinical services 
such as advocacy, support, liaison, and 
health promotion in community and 
hospital​ settings

• AHW roles filled by First Nations 
people

• Instrumental for creating a culturally 
appropriate and responsive health 
system 

Presenter Notes
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While mainstream PHC in Australia is typically delivered by general practice clinics, PHC for First Nations populations is driven by 196 Aboriginal PHC services operating nationally. Aboriginal PHC services include both 146 ACCHOs and 52 state-run Aboriginal Medical Services 

In Australia aboriginal health workers have been the most successful integrated community health workers

The AHW role is one of few positions within the Australian health workforce that is exclusively occupied by First Nations peoples (5). As such, they are instrumental in creating a culturally safe and responsive health system 

They provide non-clinical services such as advocacy support liaison and Health promotion in community and  hospital settings and they really are facilitators for a multidisciplinary care



ACCHO and AMS effectiveness 

• ACCHOs seen as exemplars in providing 
person centred multidisciplinary team 
based care

• AHWs have an innate understanding of 
the people they serve- ‘cultural brokers’

• Improve update of preventative activity, 
screening and chronic dashes 
management

• Highest satisfaction for GPs working in 
them 

Presenter Notes
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Aboriginal primary care services  seek to provide whole-of-community, culturally safe, accessible PHC for First Nations peoples  AHWs are based within these services and play a central role in achieving these aims As members of the communities in which they practice, AHWs have an innate understanding of the strengths, concerns and lived experiences of the people they serve, and this uniquely positions them as “cultural brokers” between the community and the health system. 

there is great variability in the roles performed by AHWs based on community needs, with responsibilities ranging from clinical task-sharing to community education . Studies have shown that AHWs improve the uptake of preventive services, screening programs and chronic disease treatment in their communities by facilitating culturally appropriate care, reducing communication gaps, and enhancing referral linkage

ACCHOS and potentially the multidisciplinary care team and the added support from aboriginal Health workers are doing something right something right because when we survey our GP members about their satisfaction, the GPs were most satisfied with their workplace. Are those who work in community control organisations?



To develop, implement 
and evaluate the impact 
of a Community Health 
Navigator (CHN) 
delivered model of care 
supporting transition of 
care from hospital to 
community for patients 
who are aged or have 
chronic conditions on 
patient health and health 
service outcomes 
(including readmission).

CHECC: Community Health Navigators on 
Discharge from Hospital

Presenter Notes
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And in Australia some of our work in community health navigators has looked at the use of community Health navigators to support transitions of care from hospital back to the community for people who are older or have multiple chronic health conditions and we’re evaluating the impact of this support on health service outcomes including hospital readmission.

We also have two other studies looking at the use of bilingual Health navigators in general practice settings

I’m not gonna steal the thunder of my colleagues are following up afterwards




The potential for CHNs in Australia
• Particularly complex health system with dual 

funding and also disparate service delivery
• Lack of communication and coordination across 

health services
• Need better integration across health settings, 

and safe care transfers (ex-hospital, but also to 
aged care and disability 

• Unpredictable and often invisible costs 
throughout system

• Enabler to improve coordination

Presenter Notes
Presentation Notes

So bringing  all of this together you can see why we are quite hopeful that in our particularly complex health system characterised by multiple funders multiple delivery models and multiple care system , having a trusted advisor to support their most marginalised people to access care maybe useful and even desirable.  

Should be clear that CHNS Trying to link people to the care they need, but not trying to deal with social or complex roles – if they have family with complex issues they would expect to have a social worker – 

Is the bandaid a solution to a poorly coordinate system – yes – but can contribute to better integration – pe- people in the silos might not recognise the gaps – for those who are disadvantaged – identifying issues - g kneop

And these systems communicate poorly and coordinate services in an inadequate way and we really need to improve the integration across Health particularly during care transfer- and the need for this is only going to grow as a population ages people become more frail and as that care becomes more complex.   

One of the other challenges in our health hsystem and something with the community Health navigators may be able to help with is helping people to identify and avoid unpredictable and even invisible costs that are throughout the system as people move from one system to another cost in terms of time, but also financial. 

And it’s propose that with great care navigation we particularly going to be able to help our most vulnerable patients who might otherwise fall through cracks



What’s needed next?
• Expansion in research and evidence needed – especially 

around implementation
• Drawing together the evidence of what CHNs can and 

should do
• Develop common training guidelines and supervision 
• Moving on from pilots and embed CHNs more broadly
• Trials of alternative funding models

Presenter Notes
Presentation Notes
: a) research in context and implementation in Australia; b) start to draw together experience across silos/pilot projects  (CHNs, specific disease lay workers, peer workers, AHWs) and develop common training, guidelines for supervision, guidance on how they should be integrated into health teams, community organisations etc. c) explore opportunities to develop policy and extend system wide  - funding opportunities, role of PHNs and LHD/LHNs etc.



Conclusion

Health system under increasing pressure due to 
complexity and lack of coordination 
Increasing body of evidence highlight the potential of 
CHNs to improve health outcomes, patient experience 
and lead to cost savings.
Reform agenda which is likely to support more team 
based care, alternative funding models and multi-
layered health workforce



Questions 

Michael.wright2@unsw.edu.au
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Health Reform Agenda   
10 year primary care 
Strengthening Medicare Taskforce
Scope of Practice Review, GP Incentives Review
After Hours Review 
Kruk Report



Health Reform Agenda   
10 year primary care 
Strengthening Medicare Taskforce
Scope of Practice Review, GP Incentives Review



Bipartisan commitment to increased general practice 
investment, including:
• Expansion in bulk-billing incentives
• New 12.5% incentive for practices who bulk-bill all 

patients
• Training 2,000 additional GPs every year by 2028 
• New incentives for junior doctors to become 

specialist GPs
• 50 more Medicare Urgent Care Clinics, taking the 

total to 137 nationwide
• Women’s health package including increased rebates 

for insertion and removal of IUDs, and a rebate for 
menopause health assessments

Federal election - what has government 
announced?‘Cost of living’ election, with medicare at the centre…

What is next?



Dual funded health system 

• Privately run general practices 
currently subsidised by Medicare

• Elements of public and privately 
funded health services

• Separate system for disability , 
aged care and social services

Context –high performing but complex health system

Presenter Notes
Presentation Notes


What you can see here is Australia’s health spending to GDP ratio compared with many of the other OECD countries back in 2022 , and he can see that Australia is just above average expenditure for LCD countries and certainly less than most of the countries that we typically compare ourselves New Zealand United Kingdom, Canada and as always the big outlier the United States 

But we can Some of this complexity relates to the dual funding of the Health system in the states and territories have a constitutional obligation to fund hospitals while the federal government funds much of , community health and primary care,

Australia’s Medicare system funds free access to public hospitals, and also subsidise care provided in the community such as in the over 8000 private general practices which run as small media enterprises.

So 40% of our population also have private health insurance which gives access to private hospitals.

And we also have separate funding systems for disability for age care and for social services



• Voluntary enrolment proposed since 2015
• MyMedicare – patients register with a practice and nominate a preferred GP  
• Majority of practices now registered

• Incentives to date:
o Telehealth 

o GP Aged Care Incentive (Aug 2024) 

o Chronic disease incentives (Jul 2025) 

o Frequent hospital users (TBD)

GP Aged Care Incentive (GPACI)
• payments to GPs and practices for providing a quality 

bundle of care.
o $300 per patient, per year paid quarterly to GPs 

directly.
o $130 per patient, per year to be paid quarterly to 

the practice.
• Designed to encourage more regular planned care for 

aged care residents including care planning and 
regular visit

What is next?

Enrolment and MyMedicare

Presenter Notes
Presentation Notes
In 2023, Australia began its program of voluntary patient enrolment 

An important detail about the program is that patients register with a practice and nominate a preferred provider, they don’t register with an individual GP. 
This means that when a patient presents to the practice, any GP at the practice can see the patient and can still bill MyMedicare-linked MBS items. 

With this program to date there have been relatively small scale incentives.
And so the value proposition for many patients remains unclear about enrolment although fundamentally the idea of enrolment encouraging continuity of care has been supported.

The telehealth has been broadly adopted across Australia, but rebated consultations for telephone consult is greater if patient register with my Medicare.
ned from nov 2024, postponed until July 2025 (and possibly longer) , patients registered for MyMedicare will only be able to receive Chronic Disease Management items from the practice they are registered with to support greater continuity of care.
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