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COVID-19: working with the community



High density 

overcrowded 

housing

Workers in 

vulnerable  

occupations

People ineligible 
for standard  
health care

People who 

have financial 

hardship
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COVID 19 and the social determinants of disease 



'
Abrams E Szefler S, COVID-19 and the impact of social determinants of health. The Lancet May 2020 
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…physical distancing measures, which are 

necessary to prevent the spread of 

COVID-19, are substantially more difficult 

for those with adverse social 

determinants” 



Our experience is not unique



https://www.dhhs.vic.gov.au/victorian-coronavirus-covid-19-data Accessed 12/10/2020



cohealth in the public housing 
towers



The role of cohealth

• Act independently 

• Provide medical care 

• Advocate for increased community 
engagement 

• De escalate 

• Logistics: delivery of needs baby formula, 
Methadone and Bupe, alcohol, 
cigarettes and care packages from 
families

• Care delivery to COVID positive people



Considerations

ICU cost 4875 (1) per 
day

Early admission can 
prevent ICU stay (2)

Assessment prevents 
ED presentations

1. Peter Hicks et al The financial cost of intensive care in Australia: a mult icentre regist ry study
Med J Aust 2019; 211 (7): 324-325. Published online: 9 September 2019 2. https://covid19evidence.net.au/#living-guidelines

https://covid19evidence.net.au/


COVID-19 Remote Health Assessment Team
Specific COVID+ Care Pathway for the pilot with cohealth and RMH

Identification Management

AssessmentTest setting

Risk 
Stratification Review Plan

Escalation / 
De-Escalation

Discharge

Inpatient Acute Care

Drive-
through

Clinical and 
Social 

Management 
Cell
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part icipate

2. Clinical 
assessment 

and risk 
strat ification

3. Social and 
welfare needs 
assessment

4. Clinical and 
social care 
coordination

Virtual Care
Model of care: Remote monitoring, 

telehealth, home visits

Governance: RMH

Provider: Hospital in coordination with GP

Intensive Primary Care Management

Model of care: GP telehealth contact, 
referral for other health and social supports 

where indicated

Governance: Shared by cohealth and 
RMH

Provider: Patient’s regular GP or cohealth 
GP

Support: PHN provided GP  resources / 

Support

Low
~70%

(mild 
symptoms or 

asymptomatic, 
no risk factors)

Medium ~20%
(moderate 

symptoms or 
risk factors 
present)

High ~10%

ACCHO

Private 
Laboratories

GP

GP

Notification Cell

1. Notification of 
+ve result

2. Provision of 

isolat ion and 
infection 
control 
guidelines

3. Contact 

tracing 
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4. Request GP 
details

Statewide phone line for all COVID-19 enquiries

Health 
Services



COVID+ Pathways pilot
Key metrics for the COVID+ Pathways pilot

Referrals based on intake date 14

1484 referrals into the program

747 clients connected to clinical care

572 clients referred to GPs

63% of clients care for at home had 
social support needs 

Approximately 10% of clients 
referred for Care Navigation for 
detailed case management

- 9% required inpatient care

- 91% cared for at home

- 37% have no regular GP

- 25% cared for by cohealth GP

- 26% ineligible for Medicare

- 21% have medium to high social needs

- 42% have low social needs



cohealth assessment centre 

4 teams of care connectors

1 team of care navigators - very experienced community 

health workers

General practitioners
Medical assessment 

Resource for the teams 



Stories behind the numbers

• International students assisted to have medical care including 
hospitalisation.

• Elderly person tested multiple times in isolation > 60 days linked to 
oncologist and ID specialist.

• Young man mistakenly released from isolation asked to stay put in 
hotel quarantine.

• Police called to women at risk.

• People who did not know how to advocate for release escalated to 
DHHS for release. 



What is next? It is all about testing

• Targeted testing:  youth, occupation, groups

• Engaged testing 

• Community led testing 

• Working with households, families, workplaces and community
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COVID-19 response



Challenges experienced in wave two

• Physical distancing measures, necessary to prevent the 
spread of COVID-19, are substantially more difficult for 
those with adverse social determinants and may 
contribute to both short-term and long-term morbidity

• Job insecurity and fear of being replaced, lead to 
workers continue to work whilst COVID+

• School closures have transferred the burden of 
education on to parents, careers and families. What is 
the impact of this for children liv ing in homes with lower 
levels of educational attainment, or even literacy?

• Caring obligations, insecure housing, a lack of internet 
to enable online grocery shopping, and poor 
language literacy are some other examples of the 
social risk factors that cohealth identified among 
COVID-positive individuals



Outbreak Prevention and Outbreak Management
A  Comprehens iv e Place Based Serv ice Of fer ing  for  M elbou rne’ s  Nor t h  and West

Early Intervention in Place

• In situ test ing service including 

door to door test ing by clinical 

staff in partnership with 

concierges.

Case Management and Referral

• Telehealth needs assessment of 

residents with COVID-19.  Referral 

to GPs for low risk or hospital for 

high risk individuals.  

Development of isolat ion plans 

and referrals to support services 

to ensure residents are able to 

isolate.

Health Education in Place

• Activation of bicultural workers.

• Recruitment and training of 

community leaders to provide 

in sit u education on COVID-19 

messages in language.  

Provision of masks and hand 

sanit iser.

Health Care in Place

• In situ provision of primary 

health care services for all 

residents.  

• Monitoring for COVID 

symptoms.  



Outbreak 

Management 
Planning

Audit +/-Testing
Community 

Engagement

Navigation / 

pathways 
support

Outbreak 

Management

Planning & Risk 
Assessment

Preparedness and 
Prevention

Outbreak 
management

Clinical Governance  / Quality

Data and Reporting

26



place based – community led
• Place based responses require a focus on the entire community, not just one cohort.

• We talk about community transmission of the disease, but not community transmission of 
information.

• Providing information is not enough – we need comprehensive strategies to embed 
information in all communities including hard to reach communities.

• Mobilise community leaders local knowledge, support the them to develop credible 
health messages.



place based – community led

• Community organisations as design and delivery partners in health system redesign 
discussions.

• Leveraging our capability to reduce avoidable hospital demand.

• cohealth is uniquely placed with clinical teams that encompass every health profession 
including medical specialists – continuity of care.



place based – community led
• Clinician led pathways were key and cohealth clinicians led that work as intermediary 

between GPs/PHN and hospital.

• Continuity of care is critical. Care in community where indicated is essential.

• Regulatory responses must be complemented by isolation supports to ensure people 
can isolate and not transmit the disease.
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Virtual  
Hospital

Covid-19+ Care pathway model
NW Melb pilot



Why?

• Keep people well

• Keep people home

• Keep people out of hospital

• Keep people out of ICU



1. Developing a coordinated care pathway from primary to quaternary 
care.

2. Providing early assessment and intervention for COVID-19 positive 
patients

3. Providing agreed escalation criteria for referral to specialist care.

4. Building GP confidence and skills to manage low risk patients with 

COVID-19.

The aim of the COVID-19 Care Pathway was to 
improve patient outcomes by 



Governance



Footer35

Design Principles

Safe care: The model must deliver dynamic risk stratification 

and implement evidence-based treatment pathways to prevent 

unintended consequences for patients and healthcare workers

Timely care:  The model must ensure that Victoria’s health 

resources can be efficiently deployed to reduce the risk of 

mortality and associated demand on healthcare resources

Person-centered care:  The model must put the needs of the 

patient (and their family) at the centre of the care model to 

ensure their holistic needs are met

Effective care: The model must ensure that health workers can 

be most effective in delivering quality care to their patients in a 

virtual setting



August 2020 Chief Executive Forum36

The Virtual Hospital
Specific COVID+ Care Pathway for the pilot with cohealth and RMH



We geared up for this….
cohealth needs to care for~1760 COVID+ patients and RMH will care for ~500 
patients in virtual care and ~250 will be in-patients

Low:  Community /   1764 patients at steady state 

Primary care

High: In patient (RMH)    252 patients at steady state

COVID-19 Positive Patient Numbers Over 21 Days, by Acuity Type 

in Co-health / RMH catchment
Key assumption Input

# new COVID+ patients per day 300

% of new COVID+ patients in RMH / Co-health region 60%

% Low level acuity (Community / primary care) 70%

% Mid level acuity (Virtual care) 20%

% High level acuity (In-patient care) 10%

Ave length of care, all acuity (days) 14

Source: Pw C / Strategy& Analysis 

Mid: Virtual care (RMH)   504 patients at steady state

15121 3 112 134 5 6 97 8 10 14 16 17 18 19 20 21



What we have been able to achieve



Technical

Footer39



• Negligible time from request to delivery

• Repurposing a proven product REDCap

✓The foundations were in place

✓Staff familiar with the program  

✓Agile response to change requests

✓Simple data capture & sharing

✓ Limited training required

40

Technology: The Wins
Known technology used innovatively



Footer41

Technology: The Wins 

Data capture 

follows the patient 

journey

Registration flagged to be completed 
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Clinical
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Up front clinical and social risk stratification is key

COVID-19 Positive Patients

Risk Category

Low Medium - Clinically Well Medium - Unwell High

Conditions
Requires Age, Symptoms 

and Social all to be met.

Only one of Age, Comorbidity or ‘Unwell’ Symptoms need be met. 

Differentiated by Symptoms. 

Requires Symptoms 

and/or Social only

Determinants

Age <60 >60 Any

Symptoms Asymptomatic, or

Mild symptoms

Asymptomatic, or 

Mild symptoms

New shortness of breath on exertion

Persistent or productive cough
Significant systemic symptoms

Shortness of breath at 

rest
Chest pain

Syncope or pre-syncope

Clinical concern

Comorbidities Controlled hypertension

Well-controlled diabetes
Obesity (>BMI 35)

Active smoker (<15cpd)

Ex-smoker

Poorly controlled Hypertension

Cardiovascular disease (except controlled hypertension)
Respiratory disease (COPD, asthma and bronchiectasis)

Poorly-controlled Diabetes

Immunocompromised (on chemotherapy, steroids or immunosuppressants)
Malignancy

Chronic kidney or liver disease
Active smoker (>15cpd)

Any 

Social No barrier to home isolation No barrier to home isolation No barrier to home isolation Barrier to home isolation

Plan Primary Care Admit to RMH-led Virtual Care Inpatient Care



• Collaborative pathway planning

• RMH, cohealth, NWMPHN

• Daily trouble shooting

• Iterative development

• Single point of contact into RMH Virtual Hospital

• Structured, standardised interviews with varying frequency

• Symptom monitoring with a focus on change

• Includes questions about mental health

44

Simple and clear escalation pathways



• Tier 2 (Medium – A)

• Outpatient based surveillance and 

monitoring

• Telehealth review – second daily →

daily review

• Ongoing review with nursing staff

• Physician support

• Clear triggers for escalation with 

support from Tier 3 (Medium – B/C)

45

Multi-level home-based care



• Incorporating RMH @ Home (HITH) and Respiratory HARP

• Provides a step-up from primary care management or Tier 2

• Provides a step-down from acute hospital bed

• Incorporates specialist medical and nursing assessment

• Telephone and telehealth

• Remote monitoring – temperature, heart rate, oxygen saturation

• Capacity for face-to-face consultation

46

Multi-level home-based care – Tier 3 



• Late data

• Multiple information Sharing Agreements*#

• Navigating different organisational 

governance

• Recruiting to unknown EFT

• Understanding the risks (enterprise and 

clinical)

• IT platforms

• Knowing if we are making a difference

Issues 

• Collaboration between

• Community and hospital based care

• Clinicians

• Organisations

• Technical development

• Virtual platform can be embedded in disease 

management post COVID

• Flexibility, passion and adaptability

• Multidisciplinary model of care

• Redcap

• Ready access to home-based high intensity care

• Provided education and integration opportunities

Wins 

*Health Records Act 2001 (Vic) and section 141 of the Health Services Act 1988 (Vic)

# Health Privacy Principle 2.2 (h) was applied to enable DHHS to provide case lists notified 
under the Public Health Act 



Acknowledgments
Ben Cowrie, Clinical Lead and team

Liz Singleton, Tim Fazio, Martin Dutch, Jonathan Knott and team

Andrea Maier and team

Seok Ming Lim And team

Gen Med team

Lou Irving and team
Brigitte Cleveland

Damien Angus and PWC team

DHHS

Digital Agency

Cohealth

PHNs

SCV

…….and many others that have contributed and will be involved as this pilot develops



Thank you



Questions


