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Update

The Collaborative in 2020
In 2020 the Collaborative focused on systems-based solutions to rising
rates of complex chronic disease and unsustainable rates of hospital
readmission. A trial of care pathways is in development that will enable
complex patients to be treated effectively in community settings, with rapid
access to hospital when required.
The COVID-19 pandemic of course had a major impact on the work of The
Collaborative, twice halting the implementation of a frequent attender pilot
program. But there were also some benefits, allowing partners to work
together in new ways. The development of COVID-19 positive pathways
were one such collaboration, which saw 80% of COVID-positive patients
successfully treated in the community through GP-led care.
The goodwill and momentum created by the success of the COVID-19
positive pathways presents an opportunity to transition to other codesigned person-centred models of care that utilises each organisation’s
strengths.

Meet The Collaborative Team

Left to right: Top row: Chris Carter - CEO, North West Melbourne Primary Health Network; Christine
Kilpatrick - CEO, Melbourne Health; Tassia Michaleas - CEO, Merri Health; Nicole Bartholomeusz - CEO,
cohealth; Dr Antoinette Mertins - General Manager, Aged & Primary Care Merri Health
Second row: Caz Healy - Lead Executive, Services cohealth; Professor George Braitberg - Executive
Director of Strategy, Quality and Improvement, Melbourne Health; Janelle Devereux - Executive Director,
Health Systems Integration, North West Melbourne Primary Health Network; Sue Merritt - Manager, The
Collaborative; Sanja Mihajlovic - Program Support Officer North Western Melbourne Primary Health
Network.

The Collaborative is a partnership
between Melbourne Health (MH),
cohealth, Merri Health and North
Western Melbourne Primary
Health Network (NWMPHN).
These organisations work
together to improve patient care,
outcomes and pathways for our
shared community in the inner
north west of Melbourne.
The work of The Collaborative
brings together the strength and
expertise of each organisation
to add value at the interface of
primary and acute care.

Project update
Piloting care pathways for patients
with COPD and CHF
In 2020-21, The Collaborative
will trial a new model of care for
patients with chronic obstructive
pulmonary disease (COPD) and/
or chronic heart failure (CHF). The
trial is focused on older people with
complex breathlessness who are
at risk of multiple admissions to
Melbourne Health and who reside
in The Collaborative catchment
areas of Melbourne, Moonee
Valley, Moreland and Yarra local
government areas.
The model will build on the care
pathway approach developed for
COVID positive patients, utilising
care coordination as well as a
respiratory and psycho-social risk
stratification approach.

The core aims of the model are to:
1. Trial a risk stratification approach
(clinical and social) that determines
each patient’s pathway, including
a low risk pathway managed by
primary care.
2. Reduce readmissions to MH and
length of stay for this group of
patients over a one-year period.
3. Identify and facilitate provision
of the health and support
services patients require to stay
in the community and avoid
unnecessary hospitalisation.

GET INVOLVED
For more information about how
to get involved contact:
sanja.mihajlovic@nwmphn.org.au
or join us on
Twitter @Collab_Melb
Visit our website to access project
summaries, reports and learnings:
www.collaborative.org.au

4. Improve patient experience

COPD and CHF patients - Risk Stratified Model
LOW RISK PATHWAYS managed by GPs

COPD PATIENTS
AT RISK OF
MULTIPLE
ADMISSIONS
IDENTIFIED BY
• GPs
• Hospital
• Community Health

CLINICAL
AND SOCIAL
ASSESSMENT
Standard clinical
assessment and social/
risk assessment tools
that can be used by
GPs, hospital and
community health
profesionals
Patient consent
Risk stratification into
pathways.

• Ongoing management of patients at low risk including facilitating
investigations as required; develop action plans, Advance Care Plans.
• Implement shared care plans, team care arrangements/GP
management plans.
• Promote patient education and self-management.
• Faciliate escalation and de-escalation between risk levels
as required.

MEDIUM RISK PATHWAYS managed by
HITH/VIRTUAL HOSPITAL
• Ongoing management of patients requiring specialist input but not
hospitalisation.
• Telehealth and in-home visiting options through Hospital In The
Home (HITH) and Hospital Admission Risk Program (HARP).
• Remote patient monitoring and medication reviews/titrations.
• Faciliate escalation and de-escalation between risk levels
as required.

HIGH RISK PATHWAYS managed by
RMH INPATIENT ADMISSION
(case management approach)
• Inpatient management of patients experiencing significant
deterioration.
• Care Coordination is the primary contact for patients, familiies
and health professionals across all risk levels.
• Liason with all risk levels including virtual hospital, GPs and
navigators in community setting.
• Management of escalation and de-escalation points
• Management of information exchange and data storage.

COMMUNITY BASED
Navigators
• Identify and implements
client’s goal for lifestyle and
psychosocial support.
• Support the client through
behaviour change and selfmanagement.
• Link clients to community
health services, including
smoking cessation, exercise
and pulmonary rehabilitation
support; social prescribing
(of non-health, place based
services); advocate for client
needs, assist client in navigating
the health system.
• Develop and maintain
community partnerships and
knowledge of services.
• Liason and information sharing
with hospital-based case
management and GPs.

