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INTRODUCTION 

COTA Australia is the peak national policy body of older Australians. Its members are the eight 

State and Territory Councils on the Ageing (COTA) in NSW, Queensland, Tasmania, South Australia, 

Victoria, Western Australia, ACT and the Northern Territory.  

COTA Australia has a focus on national policy issues from the perspective of older people as citizens 

and consumers and seeks to promote, improve and protect the circumstances and wellbeing of all 

older Australians; promote and protect their interests; and promote effective responses to their 

needs. 

When we surveyed our membership about areas of concern to them in the lead up to the 2013 

Federal election, access to quality and affordable health care came out as the number one concern.   

Some of these concerns have been heightened by measures in the 2014-15 federal budget e.g. the 

introduction of a GP co-payment, increases in PBS co-payments and decreases in funding to the 

States and Territories for hospital funding. We have had an increase in members and other older 

people contacting us with concerns around health care as a result of the budget and the continuing 

debate around GP co-payments.  

COTA has been active in responding to the concerns and the Budget initiatives. We put submissions 

into the Senate Inquiries into out-of-pocket expenses and proposed increases in PBS co-payments 

and appeared at the hearings for both inquiries. In addition we put a submission into the Senate 

Select Committee on Abbott Government Budget cuts and the Senate Inquiry into the extent of 

income inequality: both of these submissions included some discussion about the importance of 

looking at the social determinants of health and how income inequality is inextricably linked to 

inequality in health status. 

We have also put submissions into the reviews commissioned by the Minister for Health i.e. the 

Review of Medicare Locals conducted by John Horvath and the Independent Review of After Hours 

Care being conducted by Claire Jackson. Copies of our submissions to these two reviews are 

attached for the Committee’s information.    

This submission does not go over the ground covered in all of those other inquiries and reviews. 

Rather we have decided to concentrate on the interaction of the health and aged care systems as 

identified in (d) of the terms of reference as we believe we have expertise on this issue and can 

assist the Committee in its examination of this critical interface. 

We also make some comments on the need for more effort in the health promotion and 

prevention arena for older people ((c) in the terms of reference) and we note some considerations 

regarding health workforce planning ((g) in the terms of reference). 

The last part of the submission addresses additional issues which we think are critical namely 

mental health and end of life care, including palliative care. 
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ISSUES 

The interaction between elements of the health system, including between aged care and health 

care 

COTA is a founding member of the National Aged Care Alliance (NACA) and has been actively 

promoting reform of the aged care system for many years.  Within the context of the current aged 

care reforms COTA continues to advocate for an effective interface with the broader health system. 

Aspects of the aged care reforms are likely to increase the dependence of older people on parts of 

the health system, perhaps especially with the creation of My Aged Care as a single path or gateway 

to all information and access to care and services for older people.  

COTA believes that Aged Care Assessment Services (ACAS), which are currently an integral part of 

both the health and hospital system and the aged care system, will continue to be a key component 

of the national assessment framework for aged care being rolled out through My Aged Care from July 

2015. While there is no commitment to continue the funding for the current ACAS model, some form 

of assessment capacity and functionality will be required at the health and aged care interface into 

the future.  

At the heart of an excellent system of care for older Australians is the need for robust, affordable and 

accessible primary and acute health care that is available where and when needed yet meets the 

wishes of older people to return home from hospital with appropriate short and medium term 

support to enable their return to independent living.  

COTA believes that the health system needs effective mechanisms to ensure that older people are 

not pushed from hospital to residential care without consideration of their capacity to regain 

function through the implementation of structured reablement and restorative care so they can 

return home with appropriate support. 

The elements of the health care system most required by and requested in our conversations with 

older Australians are: 

 After hours access to primary health care (see our separate submission attached) 

 

 Support for managing chronic and complex conditions at home. 

o While the emphasis on health promotion, prevention and early intervention is targeted at 

younger people, many older people are well placed to manage their chronic and complex 

conditions at home. With appropriate support and assistance, their attendance at 

hospital emergency departments has been shown to be reduced, along with admissions 

for exacerbations that could be prevented by timely and effective community based 

assistance. 

 

 Joint consideration of the interfaces between health, aged care and disability services. 

o Assistive technologies, aids and equipment to support care needs for older people at 
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home. 

 COTA is concerned about the future of services available to people over the age of 

65 years provided by State and Territory governments through parts of the health 

system that may not exist from 1 July 2015 or 2016 as the program funds may be 

transferred towards the state’s contribution towards the NDIS.  

 A particular area of concern is the current aids, goods, equipment and assistive 

technologies programs run by the state governments for all people regardless of 

age. COTA notes the announcement by some State governments1 and the 

impression we have been given by State representatives that these programs will 

either be discontinued, significantly reduced or potentially restricted to people 

eligible under the NDIS (thus under 65 years old). If access to these programs is 

discontinued for people over the age of 65 years, the Commonwealth will need to 

consider how to respond to this policy and program gap. Clear interfaces with the 

health and disability sectors will be required to ensure this group of people receive 

appropriate support services. 

 

o Specialised services for people acquiring disabilities over the age of 65 and those people 

ineligible for the NDIS requiring more assistance and support than can be provided 

through aged care services. 

 COTA believes that many of these people will require bed based services in hospital 

or residential care simply because they are over 65 when they acquire a disability 

that would fit all entitlements under NDIS Tier 3 except the age limit. With aged care 

reforms moving in the future direction of individualised funding, we believe that it is 

timely to consider a joint approach to the needs of individual older people being 

discriminated against on the basis of their age. 

The impact of reduced Commonwealth funding for health promotion, prevention and early 

intervention  

COTA has long been active in advocating for more funding for health promotion, prevention and early 

intervention.  Assisting people to remain as healthy as possible throughout their lives is an important 

prerequisite for healthy ageing.  COTA believes it is important that we take a life course approach to 

health prevention and have programs and activities that are targeted at particular groups, rather 

than taking a “one size fits all” approach.   

 

COTA’s National Policy Forum in 2012 was on the theme of wellbeing, looking at the need for health 

promotion and prevention for physical and mental health. One of the key discussion points at the 

Forum was the link between physical health and dementia and how avoidance of some of the 

lifestyle chronic diseases can provide some protection against dementia.   Given the costs of 

                                                           
1 See for example the Queensland Government statement that “Once the NDIS is fully implemented, the Department will no longer 
directly deliver disability services.” (Department of Communities, Child Safety and Disability Services 2014 ‘Investing in Queenslanders: 
social and human services blueprint’, Queensland Government Brisbane, p17. Available from 
http://www.communities.qld.gov.au/gateway/reform and renewal/social investment/social and human services investment 
blueprint/investing in Queenslanders social and human services blueprint) 
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dementia, to society and to the individuals, we think it is short-sighted to reduce funding for health 

promotion and prevention that targets those diseases.   

 

COTA welcomed the establishment of the Preventative Health Agency as we thought it could play an 

important role in combating the increase of preventable chronic disease and ensuring the funding for 

this important work was quarantined from the pressures of funding acute health services. The 

outcomes from promotion and prevention work are often long term and more difficult to quantify and 

the recent stop start approach to initiatives mean that the benefits are harder to realise.  Our concern 

about the abolition of the Agency is that once again that these initiatives will be starved of funds 

whenever there is budgetary pressures.     

With the design of the Commonwealth Home Support Programme still in the final stages of 

development, COTA supports the key direction of wellness and reablement for this basic level of the 

future end-to-end aged care system. However, we are concerned about the implementation of such 

approaches when health promotion and preventative health programs within the health sector are 

underfunded, patchy in coverage and often poorly targeted to older people.  

Health Workforce Planning  

COTA supports a consistent national approach to workforce planning across all levels of training 

from entry level certificate courses to postgraduate courses. Reduced funding across all care sectors 

– health, disability and aged care – is expected to lead to increased competition for skilled and 

qualified workers. 

COTA believes that the current inequity of remuneration for some classifications of health 

professionals acts as a disincentive to employment in aged care. 

COTA also believes that consistent national approaches to workforce planning will be essential 

regarding development and training in the delivery of restorative care, and wellness and reablement 

approaches, to address the current disparity across the country. We are also concerned that there 

are insufficient numbers and availability of specialised allied health professionals and support 

workers, particularly in rural and regional areas.  

COTA supports the need for health workforce planning to consider specific development and 

training for volunteers and informal or family carers as they too require knowledge and skills in the 

implementation of reablement and restorative approaches and the management of chronic and 

complex conditions at home.  

Related Matters 

Mental health 

Older people’s mental health problems are often ignored, with depression seen as “a natural part 

of ageing” and anxiety and other disorders not diagnosed and not treated. COTA was funded for 

some years by Beyond Blue to run the beyondmaturityblues program to raise awareness amongst 

older people of the issues and to encourage them to seek help. Too often that help does not exist 

with older people  reporting that Adult Mental Health services  often discourage people over 65 
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from accessing services and many  mental health services do not include specific older people’s 

offerings. 

Older men have one of the highest rates of suicide of any population group and COTA was 

disappointed that the Senate Inquiry into Suicide did not recommend any initiatives for older men 

and that the Government’s funding response also ignored the needs of this group.  There is still no 

systematic response although there is a growing awareness and programs like Men’s Sheds and 

Mate to Mate and OM:NI men’s discussion groups  are  increasing all the time but always fighting 

for adequate and ongoing funding.  

COTA has advocated for additional funding for the full range of mental health services. It is 

important that older people’s needs are not neglected and so we would urge the Government to 

have an identified Older People’s Mental Health Strategy within that broader reform agenda.   

COTA is aware that the Government has asked the National Mental Health Commission to undertake 

a review of mental health services and this review is due to report to the Government by 30 

November 2014.   COTA did not put in a submission to this review but has recently been consulted by 

the Commission’s CEO and has provided verbal advice which inter alia emphasised that the mental 

health of older people has long been neglected and suffers from widespread ageism in our 

community. 

We look forward to seeing if this report addresses the needs of older people. We urge the 

Committee to examine the report from the review and to consider reopening submissions to address 

its recommendations and any actions the Government takes in response.   

End of Life Care/Palliative Care  

There is a growing interest in the provision of quality end of life care to ensure that people have as 

“good” a death as possible.   Palliative care is an integral part of that process for many people and yet 

it still struggles to get the funding and attention it needs. 

COTA supports the view that palliative care is everyone’s business and that all health services should 

take a palliative approach when people are in the end stage of their life. It should not just be left to 

specialist palliative care services.  

Within both residential and home and community based aged care, COTA has supported the 

development and use of advance care planning to ensure that older people can document their 

preferred options for end of life care. However, older people and their families have told COTA of 

occasions that their plans have not been followed by ambulance services and hospital emergency 

departments. COTA supports further review of the rights for consumers to choose how they wish to 

be cared for at the end of their lives.  

COTA supports the findings of the Dying Well report from the Grattan Institute2 released on 28 

September 2014. The Overview on page 2 of the report provides an excellent summary of the need 

                                                           
2
 Swerissen, H and Duckett, S., 2014, Dying Well. Grattan Institute ISBN: 978-1-925015-61-4 
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for change, and the recommendations in Table 2 in the Conclusions section on page 29 provide a 

pathway for government to support people to achieve their end of life wishes.   

The Senate undertook an Inquiry into palliative care in 2012 which received a large number of 

submissions and number of made a number of key recommendations.  COTA put a submission into 

that Inquiry and we were disappointed that the then Government did not systematically address the 

recommendations from the Inquiry.   We recommend that this Committee re-examine the findings of 

that Inquiry.     

CONCLUSION 

COTA welcomes the opportunity to provide this submission to the Senate Select Committee on 

Health. We particularly support the exploration of interactions between the health and aged care 

systems, and further encourage consideration of the interface with the disability system, noting that 

any failure of the disability and aged care reforms will leave older people occupying beds and 

requiring more intensive and costly services within the health system. 
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INTRODUCTION  

 
COTA Australia is the peak national policy body of older Australians. Its members are the eight 
State and Territory COTAs (Councils on the Ageing) in NSW, Queensland, Tasmania, South 
Australia, Victoria, Western Australia, ACT and the Northern Territory. COTA Australia focuses 
on national policy issues from the perspective of older people as citizens and consumers and 
seeks to promote, improve and protect the circumstances and wellbeing of all older 
Australians, promote and protect their interests, and promote effective responses to their 
needs. 
 
COTA welcomes the opportunity to provide comment to the After Hours Primary Health Care 
Review.  After-hours care is highly valued by older people and access to it is one of the most 
frequently raised issues when we talk with older people about health concerns. Our comments 
below respond to the review’s Terms of Reference.  

TERMS OF REFERENCE 

 consumer expectations and needs 

The needs of older people 

After-hours services that offer home visits are optimum for older people. It is well-known that 
older people are increasingly ageing in place. Whether people stay at home or live in an aged 
care facility, it is important they have access to health services that help them to deal with 
illness or other events after-hours.  
 
Communities may be increasingly age friendly but barriers such as lack of transport, frailty, 
lack of carer support and safety concerns can hamper older people’s access to health services, 
especially when they are unwell. Research notes that the prevalence of these barriers explains 
why older people make up a significant proportion of after-hours GP services offering visits to 
people’s homes and aged care facilities. 1 This research also notes that older people have 
turned to these services because they are struggling to access services during regular hours.  
 
Transport is a significant barrier affecting older people’s access to health services particularly 
after hours when public transport reduces significantly and safety concerns increase—both on 
public transport and getting to transport hubs. Taxis and private transport have cost 
implications that older people on fixed and low incomes may not be able to meet and these 
costs are significantly higher for people in rural and regional areas.  
 
Many people needing after-hours medical assistance will be too sick to travel. They may often 
not feel safe in waiting for long periods in clinic waiting rooms or Accident and Emergency 
where many older people feel unsafe.  
 
COTA believes that after-hours services delivered in the home are best placed to meet older 
people’s needs. We understand that care may be delivered by deputising services, GP Clinics, a 
roster of local GPs or GP cooperatives. We note it is important that strong communication links 
between after-hours services and a person’s regular GP are developed to ensure continuity of 

                                                 

 
1
  Melbourne Medical Deputising Service, 2010, Have Home Visits Been Overlooked in the Government Health 

Announcement? Melbourne Medical Deputising Service Position Paper.   
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care especially where the older person has multiple health conditions and could be taking a 
range of medications.  
 
COTA understands that there are cost implications to providing after-hours services in the 
home. Older people’s demand for these services would decrease if barriers to accessing health 
services in aged care facilities and in the broader community were reduced, lowering after-
hours costs as a result. This is of secondary importance to the primary goal of improving older 
people’s access to quality healthcare.  
 
COTA recommends that the government asks applicants in the upcoming tender process for 
Primary Health Organisations to demonstrate how they will work to improve older people’s 
access to primary health care during and after hours.    



any transition to new arrangements, including timing  

Role of PHOs in After-Hours Care  

COTA is aware that Primary Health Organisations (PHOs) will replace Medicare Locals as the 
coordinators of primary health care from July 2015.  Professor Horvath’s review of Medicare 
Locals stated that there was a need to improve the patient experience through ‘working 
collaboratively with health professionals and services.’2 
 
In addition to working collaboratively with health professionals and services, COTA believes 
any organisation (including PHOs) delivering after-hours services must engage meaningfully 
with consumers.  This engagement should occur at multiple levels and be integrated into all 
stages of after-hour care including service design, development, quality and evaluation.  
 
 
COTA believes that all stakeholders are important in the delivery of sustainable after-hours 
services which can respond to consumers’ needs. There have been some positive examples of 
Medicare Locals engaging with consumers and COTA believes the PHO framework should 
continue and build on this practice. COTA recommends that the PHO tender process requires 
applicants to state how they will work with health and consumer stakeholders to facilitate 
responsive and accessible after-hours services.  
 
Consumers’ knowledge of the local area and the barriers they face in accessing health services 
is vital information that will assist after-hours services to find the best solutions for older 
people as well as others in the community. This model will be invaluable to assist services in 
rural and regional areas by bringing local knowledge to solving the challenges of distance, 
population density and low economies of scale.  
 
COTA understands that PHOs may not directly deliver after-hours services. PHOs are likely to 
act as facilitators or purchasers of services unless market failure results in a lack of service 
provision that compromises patient care.3  
 

                                                 

 
2
  Professor John Horvath, 2014, Review of Medicare Locals: Report to the Minister for Health and Minister 

for Sport, ii. 
3
  Ibid, 4. 
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Given Professor Horvath’s recommendation that GPs have a significant presence in the 
corporate structure of PHOs, COTA believes there will be a need for PHOs to have systems to 
manage conflicts of interest. These may arise where GPs involved in the delivery of after-hours 
services (or owners of clinics that service the same client base) also act as advisors or Board 
members of PHOs. This will be important particularly in rural and regional areas where 
concentration of GPs is low and GPs may play multiple roles in the community. 
 
COTA respects GPs and acknowledges the dedicated services they provide to older people. 
However, what is optimum for GPs in the delivery of after-hours services will not always align 
with best practice for positive consumer outcomes. Research comparing the strengths and 
weaknesses of various international after-hours service models showed that levels of patient 
satisfaction with particular models did not always mirror physician satisfaction.4 
 
COTA notes Professor Horvath’s observation that some Medicare Locals had set up services in 
direct competition to existing health services. However, COTA urges decision makers not to set 
up a system that over corrects to the detriment of positive consumer outcomes, transparency, 
and competition in the delivery of after-hours care.   
  

                                                 

 
4
  L Huibers, P Giesen, M Wensing and R Grol, 2009, Out-of-hours care in western countries: assessment of 

different organisational models, Table 4. 
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 appropriate and effective delivery strategies, taking into account current and 
available mechanisms 

Harnessing Community Transport Resources 

As stated, COTA believes that home visiting after-hours services are often the most 
appropriate option for older people. However, we understand that setting up these services 
will take time and there may be gaps in coverage.  
 
COTA believes that the option to harness community transport resources to assist people 
accessing after-hours clinics in hospitals or regional hubs should be further explored. While 
community transport services are usually over-subscribed during regular hours, there is often 
capacity after hours. After-hours clinics could buy-in these transport services to expand their 
territory. This option would also assist consumers to access after-hours services where GP 
shortages are currently restricting access. 
 

The GP Helpline 

COTA believes the GP Helpline is an excellent provider of health advice to people when their 
doctor is unavailable. It is not our view that this service is adequate to replace after-hours 
home visiting services. However, it is a useful and welcome element of a suite of after-hours 
options that can assist older people to make informed decisions about whether face-to-face 
consultations or emergency presentations are necessary.  
 
COTA welcomes the fact that the GP Helpline provides interpreter services and National Relay 
Services which improve accessibility for consumers. We note that further promotion of the GP 
Helpline and its services would be useful. COTA believes this promotion should be targeted to 
groups of consumers who are not using the service in great numbers now. Recent figures show 
that people in rural and regional areas and those aged over 48 are not overly represented in 
groups that access the GP Helpline. Additionally, men of all ages are less likely than women to 
access the service.5 COTA believes that campaigns to promote the GP Helpline to these groups 
would increase consumers’ use of this important service.  
 
The use of video conferencing for after-hours primary health care services 
COTA believes video-conferencing is useful to augment existing health services and cut down 
waiting times for face-to-face services. It may be particularly useful in aged care settings where 
the co-location of users increases the economic viability of purchase and training costs.  
 
COTA suggests options should be explored to use aged care facilities as tele-health hubs where 
other options are not locally available. This could assist older people who remain in their own 
home to access this health service.  
 

 delivery challenges in rural and remote regions 

Low levels of public transport, the expense of travel and a lack of local services are all well-
known challenges of rural and regional service provision. Older people face increased risk of 

                                                 

 
5
  Health Direct Australia, 2014, Biannual Report July-December 2013, 11. 
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isolation in these settings and this is why it is imperative that health services, including those 
offered after-hours, are accessible. 
 
Evidence notes that older people are turning to after-hours care because they are struggling to 
access health services at regular hours. This evidence also suggests that lack of access is 
compromising older people’s health outcomes.6 COTA believes there is a need to better 
understand how tele-health, travelling specialist clinics and other innovative solutions could 
increase people’s access to health services in rural and regional areas. After-hours services 
should augment a responsive health system rather than making up for shortfalls that are 
presently impacting on older people’s health 
 
As noted above, COTA believes it is important that consumers benefit from an open and 
competitive market which provides access to after-hours services. In rural and regional areas 
low concentrations of GPs makes the provision of after-hours care more challenging. These 
circumstances also mean GP clinics may be operating as a monopoly. It is therefore essential 
that the process of allocating funding for after-hours care is kept completely separate from 
those who may see these services as competitors or who will have an interest in providing 
services themselves.  
 
COTA understands it is difficult to attract doctors to rural and regional areas. COTA urges the 
government to explore options of providing incentives through the General Practice Rural 
Incentives Program tied specifically to the provision of after-hours care. COTA also suggests 
that additional Medicare Provider Numbers could be released under conditions whereby GPs 
must provide a certain amount of after-hours care in rural and regional settings.  

 
Any process to alter GP incentives or place conditions on Medicare Provider Number allocation 
should occur after consultation with health providers and consumer groups. This will ensure 
that increased competition in the provision of services occurs in a framework that minimises 
any potential for negative impacts which may occur in areas with low economies of scale. 

 
Key principles for after-hours primary health care services 

COTA believes the following principles should be adhered to in the design and delivery of 
after-hours services.  

 Services are developed to deliver equity of access to consumers regardless of 
geographical location and/or type of residence i.e. Aged care facility or private home. 

 Services are responsive to the needs of consumers including by providing home visits to 
those who need them. 

 Health Care Card holders are bulk billed regardless of whether the service is delivered in 
the home or on site.  

 Service models are developed in collaboration with consumers. 

 Funding agreements require recipients to demonstrate how ongoing consultation with 
consumers ensures quality service delivery that responds to their needs. 

 Governance of after-hours services is free of any real or perceived conflict of interest. 

 Boards include a mix of community and health stakeholders with the appropriate skills.  

 Services are delivered in a safe environment for consumers and staff. 

                                                 

 
6
  Melbourne Medical Deputising Service, as above n 1.  
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 Waiting areas are clean, free of threatening behaviour and provide adequate seating. 

 All aspects of the service are accessible and responsive to a range of physical needs.  

 Telephone triage must offer interpreter services and the National Relay Service.  The 
availability of this assistance should be promoted with all contact information. 

 Where possible, clinics are located within walking distance of public transport hubs.  

 Service providers not offering home visits should be required to explore innovative 
transport options to assist consumers access the service.    

 Services work with local health providers and aged care facilities to develop and deliver 
processes that ensure continuity of care.   

 The availability of services is widely promoted in a range of sources including print and 
electronic media, community newsletters, through community sites such as libraries and 
through local radio. Promotional strategies should recognise diversity in the community 
and be delivered recognising cultural needs and literacy levels and people’s capacity to 
access information electronically.  
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INTRODUCTION 
 
COTA Australia is the national policy arm of the eight State and Territory Councils on the Ageing in 
NSW, Queensland, Tasmania, South Australia, Victoria, Western Australia, ACT and the Northern 
Territory.  
 
COTA Australia has a focus on national policy issues from the perspective of older people as citizens 
and consumers and seeks to promote, improve and protect the circumstances and wellbeing of older 
people in Australia.  This submission incorporates the views of our members collected through 
various consultation mechanisms.  
 
COTA endorses the World Health Organisation’s (WHO) definition of health as ‘a state of total 
wellbeing, not just the absence of sickness. Health is everything about our lives–physical, emotional, 
spiritual, political, economic, social and financial’. 
 
COTA has long called for a more integrated health system with a greater emphasis on improved 
access to high quality primary health care.  We believe that to effectively meet the needs of older 
people, health services should have the capacity to provide a diverse array of flexible supports and 
care that are responsive to individual need. As the population ages and older people continue to 
live in the community for longer and with more complex care needs there will be greater demands 
on primary health care services both in quantity and complexity of the support and care that will be 
needed.   
   
In our submission to the Productivity Commission inquiry into Caring for Older Australians we called 
for better linkages between the health and aged care systems and this extends to primary health 
care as well as the acute setting. Older people want to be have their changing health and care 
needs met by a responsive system and Medicare Locals will play a critical part in ensuring smooth 
transitions between health and aged care, both at home and in residential settings. 
 
COTA supported the recommendations from both the National Primary Health Care Strategy and 
the final report of the National Health and Hospital Reform Commission which called for 
development of integrated primary health care services and the introduction of primary health 
organisations on a geographic basis.  We welcome the COAG decision for the Commonwealth to take 
over 100 per cent funding responsibility for primary health care and support the development of 
Medicare Locals.   
 
Our submission addresses the three key areas identified in the discussion paper.  

ISSUES 
 
What will Medicare Locals do? 
 
COTA agrees that the proposed five functions for Medicare Locals cover the main areas of activity for 
enhancing primary health care services. To deliver on all these functions they will need to be 
adequately resourced and have most of the primary health care providers in the catchment area as 
members.  They will need to ensure that their governance structures include participation by all 
health professionals, not just GPs  
 
Our first issue is with which health services are to be included in the Medicare Locals responsibilities. 
For many older people living in the community rehabilitation or restorative care and community 
palliative care services are key services that need to be integrated with their ongoing primary health 
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care needs. We recommend that these should be included in the remit of the Medicare Locals in 
terms of planning and working towards the development of locally integrated services.  
 
We would like to see more emphasis on the needs of older people to access primary health care, not 
just in residential care but in the community. If people are to successfully age in place they need the 
support of the primary health care service to help with management of chronic health conditions as 
well as pre and post acute care.  The services needs to be flexible and responsive to people’s 
changing needs  and there needs to more attention paid to providing services in people’s own 
homes when they are frail or have mobility problems that make attending at  a surgery difficult. 
Medicare Locals are seen as having a role in getting primary health care into residential care and this 
could be extended to more community home visits. 
 
We welcome the principle that says Medicare Locals will support initiatives that improve the 
prevention of disease. We think they must play a pivotal role in preventative health and that will 
require them to work closely with the new Preventative Health Agency and Public Health Services in 
the States and Territories Health departments. This relationship needs further development. 
 
COTA see three main challenges for Medicare Locals. The first is the conflict between their role as a 
coordinator and support for the service providers in their area and what appears to be their growing 
role as a service provider themselves. This tension already exists with Divisions of General Practice 
and the breadth of proposed functions for Medicare Locals would seem to exacerbate this. 
    
The second is that whilst Medicare Locals can identify needs in the community they are not able to 
directly control the supply of an adequate workforce to deliver on those services.  This is not only in 
relation to General Practitioners but also allied health professionals and nursing staff.  For many 
older people the main problem they identify at the moment with primary health care is inability to 
access it, with long waits for GP appointments, limited access to allied health professionals etc and 
there is nothing in the discussion paper about how that element of access is going to be addressed. 
  
The third challenge is the fact that much of primary health care is currently delivered by private 
providers, e.g. GPs and allied health professionals, and so they cannot be forced into working with 
the Medicare Locals.  There will need to be significant effort devoted in the early stages to 
maximising the membership of Medicare Locals and developing cooperative arrangements with 
service providers that do not necessarily want to be members. 
 
COTA believes that it is important to look at the three way relationship between Medicare 
Locals, LHNs and the aged care system. This is particularly with regard to the proposed 
integrated “front-end’ services for all forms of aged care, especially if they are to be 
effective in coordinating the transitions across primary, acute and aged care.  
 
There needs to be joint planning across the three sectors and Medicare Locals could take a 
lead role in this process for both primary health care and aged care services. It may even be 
possible for the Medicare Locals to take on some of the aged care front end functions in 
terms of information provision and initial assessment for services.    
 

What will Medicare Locals look like? 
 
COTA agrees with the principles for the governance and organisation of the Medicare Locals 
as outlined in the discussion paper. 
 
We would like to ensure that the governance structures are not dominated by the technical 
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decision makers. Whilst we support the principle of allowing local flexibility to meet local 
need COTA would like the principles to include more definitive statements about the need 
to have consumers in the governance structures.  
 
This should also include the need for Medicare Locals to work closely with the state-based 
health consumer organisations and other consumer groups like COTA to access a pool of 
consumer representatives. There should always be more than one consumer representative, 
with diversity in terms of age, cultural background, etc – recognising this will depend on 
local circumstances. 
 
We would also like to see a requirement on Medicare Locals to hold consumer forums, at 
least annually, to give a wider pool of consumers an opportunity to provide feedback and 
hear about developments within the area. Where there are significant minority populations 
effort should be made to ensure their views are included, either through separate feedback 
processes or facilitating their inclusion in the broader sessions. 
 
 As mentioned above we want Medicare Locals, LHNs and aged care front end services to 
work in a more coordinated way. We support some common membership and believe there 
needs to be some joint planning arrangements.  
 
There would also need to be a formal cooperation agreement or memorandum of 
understanding that clearly outlines each organisation's areas of responsibility and how they 
will cooperate. Reporting on how these are working would be included in the report to the 
Commonwealth and National Performance Authority. This would include a 360 degree 
report with the other partners and consumers supplying assessments on how this is 
working. 
 
The membership of Medicare Locals should be open to all providers of primary health care 
in the catchment area and Medicare Locals should encourage as broad a membership as 
possible. As discussed above one of the critical success factors will be their ability to have a 
high proportion of the providers in the area as members and participating in their programs. 
 
COTA is also interested in how Medicare Locals would interact with Aboriginal Community 
Controlled Health Organisations (ACCHO) which traditionally have not participated in 
Divisions of General Practice. As a minimum we believe Medicare Locals that have an 
ACCHO in their catchment area should develop cooperative arrangements with that ACCHO 
so that they participate in planning processes and share innovations and initiatives to help 
close the gap in Indigenous health. 
 
COTA believes Medicare Locals and LHNs should have common boundaries and these could 
then have been used as the catchment areas for the aged care front end services.  
 
What is also not clear is what national coordination of Medicare Locals processes would be 
in place similar to the role currently played by the AGPN. COTA believes there should be   
some such mechanism so that Medicare Locals can share experiences and develop common 
tools and approaches. 
 

How will Medicare Locals interact with patients and providers? 
 
We have already discussed the need for consumers to be part of the governance structures 
and to hold regular consumer forums to provide feedback on what is happening and provide 
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input into the planning process.  
 
We have also touched on the need for Medicare Locals to build strong relationships with 
their members and with providers who are not members. In this regard we think it is 
important that they establish some formal mechanism of cooperating with the aged care 
services, residential and community, in their catchment areas. Whilst it is hard to provide 
meaningful data on how such relationships are operating it would be useful to have some 
qualitative data, which as we indicated earlier should be included in all reports.   
  
We support in principle the production of the Healthy Communities Reports and believe they 
should include health status and geographically-specific data about risk factors in the community 
(smoking, physical activity, nutrition). Potentially such information could be aligned with plans by 
local government and this would help to achieve the health equity objective.  These reports should 
include a summary of consumer feedback. 
 
We certainly support these reports being written in a way that makes then understandable to 
consumers. They should be widely available through a variety of sources and believe the Medicare 
Locals should ensure people know they are available and provide copies on request.   
 

CONCLUSION 
 
COTA welcomes the development of Medicare Locals as a key step towards a more 
integrated and person health care system. Overall we support the direction and principles 
for their development as outlined in the discussion paper. 
    
We are keen to see more consumer participation in these organisations as a way of ensuring 
consumers’ needs are addressed and their feedback acted on. In our submission we have 
outlined how this might be achieved both through formal governance arrangements and 
more widespread interaction with individual consumers and consumer organisations. 
 
COTA looks forward to seeing the first 15 Medicare Locals operating in 2011 and believes 
that their role will evolve over time as all providers and consumers understand the 
opportunities they present to improve health and well being of all Australians.    
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