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Primary Health Networks (PHNs) are independent organisations established in 2015 by the Commonwealth
Government of Australia. Nationally, there are 31 Primary Health Networks (PHNs) working at regional and

jurisdictional levels to strengthen primary care, improve person-centred service integration and increase the efficiency
and effectiveness of primary healthcare services for Australians; particularly those at risk of poor health outcomes.
While the Australian Government helped fund this document, it has not reviewed the content and is not responsible
for anv iniurv. loss or damage however arising from the use of or reliance on the information provided herein.




Summary and Recommendations

This submission has been prepared by the PHN Cooperative to provide coordinated input from Primary Health Networks
(PHNs) across Australia to the Commonwealth Government COVID-19 Response Inquiry. The PHN Cooperative was formed
in 2017 by the CEOs of the 31 PHNs. It is a joint initiative of the PHNs and a commitment to collaboration and delivering on
the national agenda in primary health priority areas.

This submission focuses on lessons learned from COVID-19 on the vital contribution of primary health care in preparing for
and effectively responding to future pandemics. It highlights the role PHNs played in coordinating, commissioning and
capacity building to support an integrated primary care response at a regional level, informed and supported by local
knowledge, networks and partnerships. It identifies opportunities to anticipate and more effectively respond to future
public health challenges through integrating, including, authorising and resourcing the role of PHNs in governance,
planning, coordinating and commissioning arrangements as part of a ‘one-system’ approach. A separate addendum to this
submission (Evidence 1) provides case studies highlighting the valuable role played by PHNs in response to COVID-19. A
second addendum (Evidence 2) provides evidence of the role of PHNs in natural disasters and emergencies.

In a national health emergency such as COVID, GPs and other primary health care services must be supported to ensure
optimal continuity of health care for the population, as well as providing an essential component of the health system’s
response to the emergency and reducing pressure on the acute care system. PHNs facilitated the primary care response to
COVID through their core functions of coordinating, commissioning, and capacity building, including:

e  Regional coordination — PHNs enabled the rapid mobilisation of a coordinated primary care response at a local level,
integrated with state funded services, including vaccination, PPE package distribution, public health messaging. They
also provided advice and data at a regional and national level on the local impact of COVID and place-based needs.

e  Commissioning — PHNs established local GP led respiratory clinics, provided outreach services and vaccination for
vulnerable groups, and co-commissioned mental health hubs to assess and respond to mental health needs.

e  Capacity building — PHNs facilitated regular communication with GPs and provided practical support to the primary
care workforce to build care pathways and enable them to work to full scope of practice.

The experience of individual PHNs in the COVID-19 response varied across and within jurisdictions, depending in part on
the extent of recognition and partnership in place before the pandemic. However all PHNs demonstrated the agility and
local knowledge needed to navigate complex needs of diverse communities in a volatile and changing landscape.

This submission recommends that:

1. PHNs must be formally recognised and integrated as key partners in jurisdictional and local responses to
pandemics and other public health emergencies to ensure that primary care is embedded in the response and to
recognise the role of PHNs in primary health care coordination and service capacity issues.

2. PHNs and primary care expertise must be included in governance arrangements to prepare for and/or respond
to a pandemic to embed the important role of GPs and the broader primary care sector in providing first point of
contact and in caring for those who are most vulnerable to the impact of a pandemic in our communities.

3. Regional public health emergency planning and responses must authorise the role of PHNs in coordinating the
local primary health care response and must be clear in the roles and responsibilities of different stakeholders.
This will enable preparedness activities, and communication and mobilisation of services offered by primary care
providers at the local level, whilst also ensuring continuity of regular healthcare to the community.

4. PHNs must be resourced to prepare for and respond to future public health emergencies at a regional level
with local primary care and other stakeholders to ensure roles and responsibilities are clear and address logistical
needs such as service mapping, distribution and communication networks and specific place-based requirements.

Governance — the role of the Commonwealth Government, state/territory
governments, national governance mechanisms and advisory bodies

There was limited inclusion of PHNs in governance associated with preparing for or responding to the pandemic at a
national, and state/territory level and advisory bodies did not routinely harness the potential of their unique local
knowledge and role. This highlighted a critical lack of understanding and recognition of the role of PHNs in coordinating
and advising on primary care response issues and failure to plan for the role of primary care in disaster preparedness.



At a national level, PHNs were engaged by the Commonwealth as key partners in delivering a range of services and
supports, as need arose, and received information as it was available, but were not systematically engaged in key
governance structures. PHNs initiated and resourced the establishment of a national COVID-19 PHN Advisory Group to
share information and facilitate availability of advice and local ‘on the ground’ knowledge to inform national governance
and decision making. However there was no formal recognition or harnessing by the Department of Health and Aged Care
of the expertise of this Group to inform or advise bodies such as the Australian Health Protection Principal Committee.

At a state and territory level, those jurisdictions who recognised and brought PHNs to the table early in governance and
planning for their response activities enabled a more coordinated regional response and enabled full utilisation of PHN
expertise and capabilities in local coordination working with Local Health Districts. However, jurisdictions did not routinely
engage with PHNs as key players, or in whole of system emergency response planning. This subsequently contributed to
delays or deficits of primary care involvement in the planning and coordination efforts.

Governance arrangements also failed at times to be clear in relation to the roles and responsibilities of various
stakeholders involved in the response delivery. This resulted in duplication of effort and some confusion. For example
Residential Aged Care Facilities (RACFs) were at some points in the rollout being contacted by the Department of Health,
PHNs, the Aged Care Quality Commission and Local Hospital Networks (LNS), seeking information and providing support.

The Commonwealth should ensure that states and territories and its own agencies recognise and understand the important
role of PHNs in coordinating the regional primary mental health response to pandemics and other public health
emergencies. Primary care expertise is as vital as public health, infectious diseases, epidemiology and acute care expertise.

Key Health Response Measures — vaccinations, treatments, key medical
supplies, public health messaging

PHNs facilitated and coordinated the vital role of primary care at a regional level in reducing the impact of COVID-19. In
addition to critical coordination activities, PHNs also commissioned a range of preventive measures, logistical support,
treatment and messaging, in partnership with GPs and other primary care providers. This included a range of innovative
and locally targeted activities which harnessed the agility and local collaborative networks of PHNs, such as:

e Communicating regularly with GPs and other stakeholders. For example in WA, daily COVID-19 bulletins were issued
as the single source of truth to GPs by the West Australian Primary Health Alliance in partnership with state Health
and Colleges. A multi-stakeholder Community of Practice was established by Western Victoria PHN (Case Study 1);

e Developing on-line care pathways to assist GPs and other service providers to access and refer patients to needed
clinical services, referral pathways or resources to address COVID-19 and broader needs (See Case Studies 2 & 3);

e  Promoting access to vaccinations for particular vulnerable groups within the community (See Case Studies 4 & 5);

e  The rapid establishment of over 100 GP led respiratory clinics across Australia, the first of which was up and running
within a week after the Government announcement (See Case Study 6);

e Logistical responsibility for distribution of personal protective equipment to general practice and other service
providers in rural and remote locations;

e  Promoting and supporting uptake of digital health services within primary care;

e  The development of new federally funded, integrated mental health HeadtoHelp hubs in Victoria, ACT and NSW;

e Data on the capability of 6,000 GPs to vaccinate patients to inform vaccine distribution — Primary Health Insights.

PHNs witnessed logistical issues which collaborative emergency planning could have averted. For example, the distribution
of PPE and vaccines to remote communities in the larger states required warehouse capacity to be urgently sourced, and
knowledge of all local services through which distribution could occur, including state health and disability services.

Better acknowledgement and resourcing of the role of PHNs in coordinating specific local health responses and addressing
gaps in some regions may also have averted ‘parachuting in’ external providers to assume responsibility for coordination of
activities such as vaccination and clinical services in residential aged care facilities. In some regions this was costly, not
informed by local knowledge and resulted in duplication of function. In general PHNs found that the system was not
prepared for management of vaccination and outbreaks in various institutional settings.

Public health emergency planning should recognise and authorise the role of PHNs and engage with them to ensure roles
and responsibilities are clear and that logistical needs such as service mapping, distribution networks and particular
population requirements are identified ahead of the emergency including those of people living in institutions.

Broader health supports for people impacted by COVID-19 and or lockdowns.

The Australian COVID-19 health response appropriately included a priority focus on the impact on the mental health and
wellbeing of the community of the pandemic, particularly through disruption to services and isolation caused by
lockdowns. This is an area where the pandemic drove innovation through PHN activity that informed longer term services.



PHNs have a substantial track record in coordinating, planning, and commissioning primary mental health care and suicide
prevention initiatives at a regional level in partnerships with Local Health Districts, including at times of emergency and
disaster. Victorian PHNs collaborated in the development of HeadtoHelp mental health hubs in partnership with Victorian
Local Health Districts, offering integrated assessment, pathways to care and optimal use of digital service provision to
respond to the spectrum of mental health needs associated with the public health emergency. NSW and the ACT also
subsequently implemented HeadtoHelp hubs. The model has informed ongoing Commonwealth Head to Health services.

The role of PHNSs in coordinating regional primary mental health care and supporting a swift and integrated system
response to distress, service disruption, and isolation should be recognised in future planning for public health emergencies.

Support for industry and business

PHNs are concerned that GPs and other essential primary care providers in private practice were not specifically

recognised in the business support available through the response. Given the significant pressure on their services, the
demand from the community for information, pressure on staff, and the rapidly changing service delivery environment,
more targeted support and time-limited incentives to private providers could have been made available. For instance,
those GPs who put their normal practice on hold to vaccinate entire RACFs were not always financially rewarded, and staff
absences associated with COVID-19 were costly and difficult to backfill. Private GPs also lacked access to capital grants to
support COVID safe practice (outdoor facilities, air purifiers, mask fit testing) that were available in public services.
Similarly, pharmacies were under significant pressure and dealt with medication shortages and high demand, however they
had little business support and also limited PPE to keep them safe. Pharmacies were only allowed 1 box of 50 masks.

Additional resources for both GPs and other primary care stakeholders are needed to anticipate the business challenges
associated with responding to a pandemic and to build workforce capacity to respond to a future public health emergency.

Mechanisms to better target responses to needs of particular populations.

PHNs built on local partnerships with local communities and leaders representing vulnerable populations to support
tailored public health messaging, targeted vaccination initiatives, and to commission place-based solutions to care needs
during the pandemic, with modest additional Commonwealth funding. This included groups such as people from CALD or
refugee communities, First Nations people, homeless people, and people in rural and remote areas. However PHN local
knowledge and collaborative networks were not always harnessed in efforts to coordinate and target vulnerable groups.

‘Parachuting’ in high cost external contracted services to provide services may not have been necessary if there had been
earlier engagement and resourcing of PHNs to coordinate and optimally utilise local workforce capacity to meet the place-
based needs of particular groups. For example, mobilisation of AUSMAT support for clinical care available in RACFs may
have been averted. Similarly importing the services of independent contractors to undertake vaccination for some groups
resulted in valued nursing staff being diverted from local general practice, hence reducing routine capacity in order to build
expensive short term capacity with the same workforce. The Addendum of case studies provides evidence of the agility and
effectiveness with which PHNs were able to tailor place based solutions to meet needs of vulnerable groups.

The role of PHNs and primary care in targeting the needs of vulnerable populations through place-based solutions should be
recognised in planning for and responding to public health emergencies.

Other issues — appropriately resourcing PHN involvement in preparing and
responding to public health emergencies or other disasters.

Modelling undertaken in the White Paper prepared by PHNs on the Role of PHNs in Natural Disasters and Emergencies in
2020 suggested that approximately $21m would be required over a three year period to enable all 31 PHNs to be
adequately resourced to participate in regional disaster planning, management and recovery. These costings included the
appointment of a regional Emergency Primary Healthcare Planner in each PHN and undertaking logistical preparations,
including training, education and communication needs. These costings could be updated, drawing on knowledge from
COVID-19 to provide an estimate of the resources needed in future for responding to public health emergencies as well as
natural disasters and to factor in the need for surge funding to address unanticipated needs at a regional level. As
explained above, mobilisation of workforce resources at a local level through PHN coordination and networks is likely to be
a more effective strategy than bringing in external providers who do not understand local workforce issues or place-based
needs. PHNs know their communities and, if resourced, can work over the longer term to coordinate an adequate local
public health response long after the disaster is over, but the impact is not.

PHN's should be resourced to coordinate and mobilise the capacity of the local workforce to respond early to emerging
primary health care needs associated with a pandemic, but also to prepare for the needs of their own region in the event of
a pandemic.





