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ISEPICH is pleased to present our Community Health Plan for 2002/03. The plan outlines the
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1. Strategic Objectives

The ISEPICH 2002/03 Community Health Plan is a progress report on the implementation of priorities
identified in its first plan developed in June last year.

Founded on the social model of health,! ISEPICH’s vision is:
to create and maintain an accessible, responsive and integrated local primary
health and community support service system that takes a planned approach to
identifying and addressing community need.

ISEPICH's strategic objectives aim to enhance the planning, coordination and delivery of primary care
services in the catchment. The need to improve access for high needs groups informs a number of our
strategies, both in the service coordination and health promotion initiatives.

Working together, our 43 member agencies are committed to improving the health outcomes for
individuals, through collaborative health promotion and early intervention strategies.

Despite the constant challenge of having to juggle competing demands and limited resources, ISEPICH
member agencies continue to make a significant commitment to the implementation of the Primary
Care Partnership strategy. Tremendous progress has been made since the development of our first
Community Health Plan. (See Section 2: Summary of Key Achievements) .

1.1 Partnerships

ISEPICH's Partnership strategy aims to develop formal and sustainable provider partnerships, building
on existing strengths and involving the participation of consumers, carers and the community.

The strategic planning and evaluation undertaken by the ISEPICH Executive has instituted structures
and processes to enable agencies to effectively work together and act on agreed priorities.

In 2002/03 ISEPICH’s objectives for the partnership strategy are to:

1. ensure that consumer, carer and community participation is integrated into all aspects of our
work

2. facilitate collaboration between member agencies in identifying and responding to community
need

3. develop targeted strategies and innovative approaches to the delivery of services and health
promotion to groups and individuals with poor health status, and

4. foster collaboration between General Practitioners (GPs) and other primary care service
providers by:
- promoting networks between GPs and other primary care providers
- developing shared understandings between GPs and other primary care providers
- engaging GPs in Service Coordination and the Better Care for Older People Project
- involving GPs in the Community Participation, Quality Improvement and Health

Promotion Strategies, and

- encouraging awareness of multicultural issues among GPs.

1.2 Service Coordination

The key aim of ISEPICH's Service Coordination Strategy is to ensure that consumers can readily use
and find their way around the primary health care system.

! The social model of health recognises that political, environmental, economic and social factors affect an individual’s health.
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The objectives of the Service Coordination Strategy are to ensure that consumers and carers can:

e be involved with the services and programs they use and improve their personal experience

e obtain appropriate services and programs without undue delay and at convenient locations,
irrespective of demographic and social factors (including income, geography, age, gender and
cultural background)

e access the information they need to genuinely participate in their care and in approaches to the
management of their health and care information, and.

e ensure that they can access the system at any point by building on the current practices of
member agencies.

The ISEPICH Coordination Model will be progressively implemented over the next two to three years
after agreement has been reached on the practices, protocols, processes and systems that improve
clients' ability to find the services they need across the system.

The initial needs identification (INI) tool, consumer consent form and privacy brochure developed by
the Department of Human Services (DHS) will be utilised during the pilot phase. During the first phase
of implementation, workforce development and training needs will also be identified.

Ultimately, all member agencies will operate within agreed inter-agency protocols. These protocols
will underpin the following service coordination processes:

e initial contact

e initial needs identification

intake

referral

care planning, and

feedback loop to referring provider.

ISEPICH also plans to incorporate a web-based service directory to enable practitioners to refer more
efficiently and effectively.

1.3 Integrated Services Planning

Developed from information about health care services and the health of the population, ISEPICH
planning uses a population health approach that aims to maintain and improve the health status of the
population and reduce inequities in health status between population groups.

Two key aspects of ISEPICH’s Integrated Services Planning are the Integrated Health Promotion
Strategy and the Acute-Community Sector Partnerships.

Integrated Health Promotion Strategy

The aim of the Integrated Health Promotion Strategy is to:

3 ensure that health promotion is an integral part of all health service provision, and

. build the capacity of organisations, communities and individuals to improve health and wellbeing
in the community.

The strategy's five specific objectives were established through a process of data analysis and
consultation. Consequently the emphasis within some areas and between the different areas has
changed in response to identified needs. The strategies are to:

. prevent falls and other injuries and develop a framework for sustainability of health promotion
initiatives
. determine and disseminate health promotion priorities for our population

undertake research and planning in the priority areas of physical activity,
settings, and depression/mental health

build the capacity of member agencies to undertake health promotion, and
assist in the development of the Community Mental Health Plan.
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Identified in May 2001, these key areas were reviewed and confirmed in May 2002 as continuing
priorities for the ISEPICH population.

Acute — Community Sector Partnerships

During 2001, ISEPICH established the interface between the acute and primary care sectors as a
portfolio area with a focus on reducing avoidable hospital admissions and emergency demand through
the development of partnerships between primary and acute health agencies.

ISEPICH's two key objectives in this area are to:
. avoid unnecessary use of hospital emergency departments and inpatient services, and
. maintain regular dialogue and collaborative work with the acute sector in relation to:
- service coordination within the primary care sector and between the two sectors
- health promotion and early intervention strategies, and
- integrated services planning with a population health focus.
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2 Summary of Key Achievements

2.1 Partnerships

Through a range of working groups ISEPCH has facilitated collaboration between member agencies in
identifying and responding to community need.

During the year the ISEPICH Executive evaluated its operations as required in the Good Governance
Guide. This led to changes in structures and processes within ISEPICH and some changed
responsibilities for Executive members. Also, as a result of this evaluation, a comprehensive review of
the ISEPICH Good Governance Guide occurred.

Key elements of the ISEPICH Partnerships Strategy are GP Engagement and Community Participation.
GP Engagement

In the past twelve months, partnership arrangements with the Divisions have been maintained and
strengthened. Southcity GP Services (Southcity Division) has continued as a member of the Executive
Committee, and a protocol for sign-off by Monash Division on Executive decisions affecting GPs has
been adopted.

Southcity and Monash Division have continued as members of the Service Coordination Working
Group, and Monash Division has continued on the Health Promotion Working Group. A protocol has
been adopted for involvement of GPs in ISEPICH projects, including payment policies.

The following collaborative activities were undertaken in 2001-2002:

e GPs and Divisional representatives participated in service coordination workshops and the
ISEPICH Enhanced Primary Care workshop.

e  Southcity Newsletter published an article about the Enhanced Primary Care workshop.

e Project workers from ISEPICH and the Divisions collaborated on Service Coordination,
Health Promotion and Language Services projects

e ISEPICH and Southcity presented a joint paper to the GP Victoria Division Conference in
December 2001.

e Project workers from ISEPICH and the Divisions participated in a workshop held by GP
Divisions Victoria, where Monash Division presented a paper.

e ISEPICH community representatives served on the advisory group for the Community Mental
Health Plan developed by Southcity Division.

e  GPs were surveyed for the ISEPICH Language Services project.

e ISEPICH provided advice and support through the Language Services project to Southcity for
the development of recall letters in Russian.

ISEPICH was also active in promoting the participation of GPs in the coordination of care for
consumers with chronic or complex conditions. Several of the projects and activities above directly
addressed the needs of this group, in particular the Service Coordination project, the Language Services
project, the Community Mental Health Plan, and the Enhanced Primary Care workshop.

The inner south-east area of Melbourne was previously identified as an area with relatively low uptake
of the Enhanced Primary Care items (EPCs) in the Medical Benefits Schedule. However, the latest

figures from Southcity show that there has been significant improvement. ISEPICH has worked to
support this progress by disseminating information about the EPCs to member agencies.

Community Participation

Over the past twelve months, the ISEPICH Community Advisory Group has:
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e adopted the terminology 'Community Representatives' in preference to consumers, as a
general term

e devised and adopted a policy on payment and reimbursement for community representatives,
and

e developed a draft Charter of Rights and Responsibilities which was accepted by the
Executive as a set of principles for ISEPICH.

Other activities have involved:

. the project worker informing member agencies and community groups about the community
participation strategy, and conducting an education session on community participation for an
ISEPICH member agency

3 community representatives serving on the Falls Prevention Sustainability steering committee and

the Health Promotion research and development groups on physical activity, mental
health/depression and a settings-based approach.

. ISEPICH facilitating two community representatives for the development of the Community
Mental Health Plan by Southcity GP Services.
. community consultation on Service Coordination and Service Directory, including consultation

with culturally and linguistically diverse (CALD) community members (the Community
Advisory Group includes two members of CALD background — Polish and Russian-speaking
members)

. wide ranging consultation with CALD community members as part of the Language Services
project, with more than 70 community members involved, mainly senior citizens from major
language groups, and also representatives from minority languages and hard-to-reach groups

. information about community participation in ISEPICH placed on the web page and an
orientation kit developed
. community representatives participating in forums, including the Community Health Plan

Implementation Forum in October 2001, Enhanced Primary Care Workshop in November 2001,
and Shaping Priorities Forum in May 2002.

Quality

A steering committee was set up to develop the quality initiative, Quality of Health Information, and
workshop held at the Community Health Plan Implementation forum in October 2001. Draft Principles
for Quality of Health Information were adopted by the Steering Committee and presented to the
ISEPICH Executive.

The Quality Initiative has now been integrated with the Community Participation strategy. A location
for Community Participation and Quality Improvement has been set up on the ISEPICH web page. The
Draft Principles are displayed on this site. Information about the principles has been disseminated to
health promotion groups.

2.2 Service Coordination

ISEPICH's Service Coordination Strategy aims to improve access, responsiveness and integration of
services so that consumers and carers:

e experience a greater engagement with the service system, and

o that the services they use are provided in a seamless, coordinated way.

Service Coordination Model
A Service Coordination Model, based on multiple points of entry into the service system, has been
developed. In this way, services will become 'functionally integrated' so that agencies retain their

organisational autonomy, while agreeing to conduct particular functions in common.

Enhancing the flow of information between services (within and between PCPs) and between service
providers and consumers and carers, is fundamental to developing functional integration.
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The following diagram depicts the service coordination model:

Statewide Services Directory

Local Health & Community Services Gateway

I
ISEPICH Web-based
Services Directory

Assisted Referral

Client Self-Referral

Client Entry Point (at any ISEPICH service)

v
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Intake, Assessment, Referral
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Aged Care |

Sub acute care |

Convalescent Care |

Case Co-ord/Mgmt

Packages

Discharge/Exit Plannin|
(may involve further
referrals)

o

| Post-Acute Care

Initial Needs Identification and Care Planning Tools

In November/December 2001, the following ISEPICH member agencies participated in the General

Acceptability Pilot of the INI tool:

Prahran Mission

Caulfield General Medical Centre
Richmond Fellowship Trelowarren
House

Bayside Community Options

Inner South Community Health Service
Southcity Division of General Practice
Bentleigh Bayside Community Health
Service

The Alfred Hospital
Caulfield ACAS
Monash Division of General Practice

City of Port Phillip
Caulfield Community Health Service
Carer Respite Centre

ISEPICH’s Community Advisory Group also participated in a facilitated discussion on the INI tool.

Overall, the concerns raised by agencies were reflected in the evaluation report and resultant release of
the revised tools. However, the issues raised by consumers and carers suggest that attention needs to

be given to educating the community about their

privacy and confidentiality rights and the potential
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benefits of the new tools. This will be an ongoing challenge for agencies in 2002/2003 when staged
implementation of the tools across the various program areas commence.

In preparation for the roll-out, a trial implementation project of ISEPICH’s service coordination model
was developed by the Service Coordination Working Group early in 2002. This commenced in April
when the revised tools were released by DHS. The trial focuses on improving service coordination for
the frail elderly with complex needs. This group was highlighted in the 2001/2002 Community Health
Plan as being those who will most benefit from service coordination improvements.”

Seven will be directly involved in the trial. Other agencies involved in the care of the frail elderly with
complex needs are more broadly involved in the trial through ongoing consultation with other relevant
providers. The Service Coordination Working Group, which consists of representatives from a broad
range of members, acts in a steering capacity.

The project was developed as participatory action research so that consumers and carers consistently
had input, given that they are the key beneficiaries of service

coordination improvements. They also act in an advisory capacity to the project and are involved in the
evaluation.

The project is developing inter-agency protocols, practices and processes (the ‘3Ps’) that underpin the
collection of consumer information, initial needs identification and referral. A mechanism for
providing feedback to the referring provider is also being developed.

As the methodology involves ongoing critical reflection, refinement and two trials, a workable set of
protocols, practices and processes will be available for the endorsement of ISEPICH’s members. at the
project’s conclusion in October 2002.

Service Directory

Because consumers use services across catchments and some of those services cut across catchments,
ISEPICH has worked with Frankston-Mornington Peninsula and Kingston-Bayside PCPs to develop an
on-line services directory.

Consultations have determined user requirements for:
= aweb site
=  local service directory content and functionality for consumers and providers
= accessibility and useability requirements of consumers and providers, and sub-groups of these
=  basic and advanced search functions
= capability for updating by service providers
= preliminary interface requirements for e-messaging
= interface requirements for PCP agencies with state-wide services directory, and
=  aCD-ROM and printed version of the directory.

Workers identified the need for an electronic service directory that is fully integrated with the work
practices of the operational staff using it.

In the first implementation phase (May/June 2002), a generic interface to the DHS state-wide services
directory with search capability is being developed from ISEPICH’s web page. This will eventually
interface to any number of directories available via the internet. These will be available through
individual PCP web pages accessed by consumers, either by phoning or visiting a provider, or by the
internet.

Although outside the scope of the service directory project, one of the major findings is that carers and
consumers will always need to contact people by telephone as an initial contact point.

? Inner South-East has a relatively high proportion of people aged over 75 years, a projected increase
in the number of people aged 50-70 years and the highest population over 65 years in Victoria who live
alone. Major health issues for the catchment are the chronic conditions of heart disease, cancer,
mental health and injuries (particularly falls).
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Older people, particularly carers, raised the need for a general 24-hour assistance line with a ‘real
person’ at the end who could respond to general health and social needs queries. The community
consultations for the Language Services Project also confirmed the need for such a service.

Several Victorian Government initiatives outside of the PCP Strategy are examining this issue. The
Better Care for Older People project funded under the Hospital Admission Risk Program will also be
developing a 24 hour assistance line, which will meet some of the identified needs in this area.

The local information needs identified in the consultation phase were largely consistent with those that
will be provided by the DHS state-wide Services Directory.” This means that most of the core service
information can reside on the state-wide directory and will be managed by DHS.

2.3 Integrated Services Planning

The key achievements in the Integrated Services Planning area are outlined below under subheadings
that correspond to the objectives established.

Health Promotion

Falls Prevention

Substantial progress has been made towards establishing a collaborative, sustainable, and multi-
strategic approach to falls prevention among service providers in the inner south-east.

Initiatives taken include:

e cstablishing a Falls Prevention Community Committee with broad representation from all key
stakeholders (including community representatives, community and acute agencies). This
committee will take overall responsibility for maintaining the falls prevention strategies across
the ISEPICH catchment, including raising awareness about falls prevention using a variety of
media

e cstablishing four PCP-wide strategic committees on training, strength training, supported
residential services, and peer education

e developing a process for the ongoing training and education for health professionals and allied
health staff and for the recruitment and training of Falls Prevention Peer Educators

e developing and implementing screening assessments for falls to pension-only SRS residents
and older people in the community

e cstablishing a committee to promote strength training classes across the inner south-east, and

® encouraging the cities of Glen Eira, Stonnington and Port Phillip to promote safer
environments and to incorporate falls prevention strategies in their Municipal Health Plans.

* DHS have developed a comprehensive data dictionary which establishes standards and a consistent
format for the collection and storage of service information.
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The structure of the falls prevention project is outlined below:

PCP

FALLS PREVENTION COMMUNITY
COMMITTEE

e Overseeing FOS strategies
e  Awareness / Marketing
e  Sustainability

STRENGTH
TRAINING
PEER
TRAINING
. EDUCATION
e Establish
guidelines / Use of manual / Invol ¢
standards SRS SUPPORT review & update * nvolvemen
e Links with other GROUP Establish Evaluation/
agencies guidelines / Consumer
e Evaluation e SAFE Ax tool protocols feedback
adaptation e Develop ® Awareness
e Establish links expertise
with DHS e  SAFE tool
e Consumer implementation
involvement e Evaluation
e  Evaluation

Another key element of this strategy has been sustainability. In this context, the achievement to date
has been to develop a draft framework for sustainability which incorporates ten key principles. (The
framework and its planned implementation is discussed in more detail in the Operational Plan.)

One of the key challenges facing ISEPICH is to ensure that the initiatives undertaken are sustainable.
In relation to health promotion, the ISEPICH Executive's approach is that planned initiatives must not
be dependant on dedicated project funding — they can only be sustained through the collaborative
efforts of the core staff of member agencies. The falls prevention project has also incorporated a strong
focus on the concept of sustainability.
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Draft Framework for Sustainability

Principle Description
Position Evidence of program duties written into job descriptions.
Descriptions Evidence of program coordination role in job descriptions.
Work  Practices/ Evidence of program activities being incorporated into work practices and
Core Activity core activities.
Staff Training Evidence that adequate numbers of staff are trained in program delivery.
(Adequate = to cover A/L, S/L and natural attrition)
Commitment of agency to ongoing regular training & update.
Ensures that the program can be delivered in the absence of regular staff.
Community Evidence that the community/consumer is consulted and involved —
development/ including the CALD population
participation Ensures that the program is desired by the audience.
Inter-agency Links are developed across the spectrum (eg, CHS LGA & private
cooperation concerns) and not just with agencies providing the same service (to help
broaden funding opportunities).
Involvement of more than one partner in program development.
Ensures that project partners are prepared to include the promotion of the
issue in their related work, and achieve their individual mandates.
Feedback Evidence of regular evaluation of program of both internal & external
mechanisms/ consumers.
Evaluation Regular clarification of outcome goal.
Feedback to stakeholders with regular progress reports.
Ensures that the program is based on existing best practices.
Ensures that there is early and continuing success based on established
objectives, combined with an expectation of future success.
Capacity to Considers key recommendations & generates action steps.
respond to Shows that agency has allocated resources to respond to evaluation
Evaluation outcomes (eg, updated obsolete equipment).
Outcomes
Resource Able to access funding sources.
Generation Diversifies to attract funds from several sources.
(Financial) Generates resources (i.e., materials, time & other in-kind contributions, not
necessarily actual money).
Ensures access to the necessary tools, resources, supports and training to
assist with program implementation & maintenance.
Awareness Evidence of how the program is marketed & promoted to both internal &
external consumers.
Promotes through media
Access Shows the ease with which consumers can access the program.
Ensures easy availability of program to the consumer
ISEPICH Community Health Plan 2002/2003 Page 10
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Determining Health Promotion Priorities

Achievements include:
e apopulation health planning approach has been developed and implemented

e policy and planning information has been gathered and research undertaken in key health
promotion priority areas

e both the Community Profile and the Services Plan have been improved and updated with
information that contributes towards an assessment of the health needs of the ISEPICH
population

e various stakeholder forums were held for service providers as well as consumers, carers
and members of the community. Sixty people attended a forum on 23 May 2002,
including ten community representatives, to review the ISEPICH health promotion and
planning priorities.

Research and Planning in priority areas: Physical Activity, Settings, and Depression

Planning Groups were established and supported to research, over a six months, three priority action
areas:

1. Promotion of physical activity

2. Development of a settings-based approach to health promotion, and

3. Prevention and early intervention for depression

Tangible outcomes that resulted from the work of these Planning Groups include:
e aproject to improve the health and wellbeing of rooming house residents ($10,000)

e apaper forwarded to DHS analysing and advocating for more resources for mental health
counselling services

e a$25,000 VicHealth grant for a community health centre to promote physical activity through
dance in a major housing estate

e ajoint submission with the Centre for Adolescent Health seeking funds to introduce the PATS
Program across ISEPICH (for children of parents with a mental illness)

e a final report on the research and findings to the ISEPICH Executive in February 2002, and

e aprocess and outcomes evaluation report for the ISEPICH Executive, providing evidence for
future health promotion strategies.

Intangible outcomes included:
e attracting people motivated to address key issues
e gathering information and research data
e  creating new working relationships, and
e promoting an understanding of the social model of health.

Building the Capacity of Agencies to Undertake Health Promotion

The Health Promotion Working Group has met monthly to plan the ISEPICH Health Promotion
Strategy by networking, exchanging best practice information and integrating health promotion work
within the catchment.

The Working Group aims to develop an integrated health promotion strategy for the inner south-east
that is:
e responsive to identified community needs, and

e promotes a planned, coordinated services delivery system, embracing the social model of
health.
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Over 20 agencies, including local governments, community health centres and specialist agencies
across the three LGAs in the catchment are involved. The working group's focus is on educating
members of the PCP about capacity building in health promotion and how it can be done.

An ISEPICH staff member has been on the Health Promotion Short Course and many agencies within
the catchment have sent their staff members.

Development of a Community Mental Health Plan (CMHP)

The ISEPICH Project Manager is a member of the CMHP Project Reference Group that has worked
with South City GPs and member agencies to develop the Community Health Plan.

Acute-Community Sector Partnerships

ISEPICH took a lead role in developing the proposal for the 'Better Care for Older People Program'’
which has recently been funded through the Hospital Admission Risk Program (HARP).

The project seeks to provide a comprehensive community-based care and support program for older
frail people and chronically ill people to prevent emergency department presentations and inpatient
stays.

The program will offer a single point of contact for client referral, triage and home-based assessment,
case management across the range of acute, sub-acute and community-based services, and care delivery
by a multi-disciplinary community based team.

The Program will form an important foundation on which to strengthen working relationships between
Bayside Health and community-based primary care providers, and improve service coordination.

2.4 Language Services Project

ISEPICH was funded for a Best Practice metropolitan Primary Care Partnership Language Services
Project in 2001-2002. The project is due for completion at the end of June 2002. A detailed project
report will be available.

Over 80 per cent of member agencies responded to a survey on their use of language services. Some
key findings were that:
e seventy-seven per cent had used interpreter services at least once in 2000/2001
e seventy-seven per cent had also used other resources for communication with CALD clients,
including bilingual staff, family members and volunteers
e sixty-eight per cent had a procedure for identifying the requirement for an interpreter,
although these varied greatly in depth and quality, and
e sixty-three per cent provided translated material.

Agencies were asked to rate themselves on how effectively they were using language services to meet
the needs of culturally and linguistically diverse clients. Of those agencies who had used language
services in 2000-2001, five per cent said “very well”, 57% “quite well”, 33% “not very well” and five
per cent “poorly”.

When agencies that had not used language services are included in the response the average rating
declines to 46% rating themselves as using language services very well or quite well, and 54% rating
themselves as not very well, poorly or can’t answer. This is similar to the way they are seen by
community members, who were doubtful they could get an interpreter at local health services, although
not entirely pessimistic.

GPs in Southcity and Monash Divisions were also surveyed, but their response was very limited.
Community consultations have been held with 61 senior citizens in Russian, Greek, Bosnian, Italian,

Turkish, Arabic, Mandarin/Cantonese, Hungarian and Spanish. Consultations with minority language
groups (African languages) and hard-to-reach groups are still in progress.
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Key findings of these consultations were that:

seventy-two per cent of participants said that they consulted doctors who spoke their own
language

several specified that they did not consult bilingual doctors through choice, but because of
communication issues.

there were particular concerns in regard to medication use

only two participants reported interpreter use by GPs, with particular concern about specialists
there was a very high awareness of at least some services provided in the Home and
Community Care program, and high awareness of District Nursing

most were aware of some services provided by Community Health Services such as
physiotherapy and hydrotherapy

awareness was somewhat lower for other types of services, and particularly low for mental
health and disability services

all services were seen as useful, with specialist services/support groups such as International
Diabetes Institute, Arthritis Foundation, Better Hearing and Vision Australia seen as
particularly useful

they were doubtful as to whether they could get interpreters at the services, and

they see it as easier to get interpreters in hospitals, although they are not totally confident they
can get interpreters even there.

Some key times when interpreter use is important were identified as:

for newly arrived groups

for the elderly

for lonely or isolated people

at initial contact and assessment by the service

when there are changes in treatment

when the situation becomes serious

at their request — 'When I want to ask questions'

when the person using the service or the health worker is becoming upset because of
communication difficulties (to prevent this)

when it is necessary to explain feelings and circumstances, and

for parents and family members — for example in regard to mental health and drug issues
(especially because parents may not be as proficient in English as their children).

The consultation also indicated that the use of interpreters for group situations such as health
promotion, or explaining physical changes and conditions related to ageing, would be very much
welcomed. Examples of the types of written information that people wanted were:

basic information on services — what they do, how to contact them, who is entitled to use them
and what they cost

information on conditions such as diabetes, arthritis, heart disease, depression, and
information on ageing, and

health promotion information including information on healthy eating, how to prevent drug
abuse, and how to behave towards and care for people who have a mental illness or who have
experienced abuse.

Recommendations from the project are included in the operational plan. An implementation plan will
be developed as part of the final project report in July.
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3. Operational Plan

The health industry is dynamic and under pressure. Community demand for quality health services is
increasing, as is the cost of providing these services.

At the same time, resources are scarce and governments are demanding value for money and balanced
budgets. Morbidity patterns are changing as the population ages. Chronic illnesses are more complex to
manage. Rapid advances in medical technology and information technology have magnified the
expectations of both consumers and health professionals. Such advances have also increased the costs of
providing health services.

In a period of such rapid social and economic change, Primary Care Partnerships aim to improve the
health and wellbeing of the population by strengthening relationships between primary care providers
and implementing improved service coordination and planning strategies.

Primary Care Partnerships foster collaborative approaches to innovation across the continuum of care
and are an integral aspect of the government’s efforts to improve Victoria’s health system.

Community Profile

The ISEPICH catchment has significant numbers of people who are severely socially and economically
disadvantaged. ISEPICH has a steadily growing catchment population (estimated at 300,000 people in
2001). The implications of this population increase has not been adequately recognised by human
service planners in the past.

The ISEPICH demographic profile is characterised by diversity:

e apopulation that comprises the very rich and the very poor, with an extreme range of housing
types, including significant numbers of people who live in supported residential services
(SRSs), public and community housing

e arelatively high proportion of people over 75 years of age in some areas

e aprojected increase in the number of people aged 50-70 years

e significant smaller populations with co-morbidities and high need (i.e., people who are
addicted to drugs; who have mental illness, who have HIV/AIDS, and those who are homeless
and poor)

e pockets of youthful populations as well as the second highest ageing population in Victoria
(Glen Eira)

o the highest proportion of people over 65 years in Victoria who live alone

e culturally and linguistically diverse communities with high levels of people born overseas and
a large Jewish community, and

e areas that have the highest concentration of gay and lesbian people in Victoria.

Despite this diverse population profile, major health issues for the catchment continue to be consistent
with the national priorities — heart disease, cancers, injuries and mental health. The ranked order of the
top ten major causes of mortality varies between local government areas and genders, but generally
include the same conditions.

ISEPICH has also identified a demand for programs to address social isolation and cultural diversity.

Health Status

The Victorian Burden of Disease Study published in 1999 provides a comprehensive review of the
impact of mortality rates and the disabling effects of ill health. Variability in the burden of disease and
inequality of health status can be identified at many levels — across local government areas (LGAs),
genders, age groups and socio-economic status groups.

Chronic disease, or conditions that have been identified as causing the greatest burden to the
population, are:
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heart disease

cancer

mental health (especially depression and suicide)
social isolation

injuries (especially falls), and

drug and alcohol abuse.

Also, significant issues for some sections of the population are dementia, diabetes and infectious
diseases, including HIV/AIDS.

Risk factors identified in the community profile as issues for ISEPICH’s catchment population include:
e  physical inactivity

e poor nutrition

e  alcohol harm

e illicit drug use, and
®  unsafe sex.

3.1 Partnerships

Consumer, Carer and Community Participation

ISEPICH's Consumer, Carer and Community participation strategy aims to ensure that:
e community representatives are involved in all aspects of ISEPICH’s operations
e  existing consumer and carer groups in the catchment are engaged in ISEPICH strategies,
where relevant, and
e the general community is informed of progress and developments and can become involved.

ISEPICH will also support member agencies in developing processes for enhancing consumer, carer
and community participation in their services. This will assist agencies in ensuring:
o that services meet the needs of the community
the consumer remains at the centre of the service system
the services are flexible
the community is valued, and
diversity in the community is recognised.

During the past year community representatives have been involved in all working groups, forums and
a number of specific consultations and workshops.

A Community Advisory Group has been established and will meet regularly in 2002-2003.

Charter of Rights

The Charter of Rights developed by the Community Advisory Group will be discussed at a workshop
with ISEPICH member agency representatives in the coming months. The Charter will be put on the
ISEPICH web page for the information of member agencies and community members.

The ISEPICH Executive has proposed that, when finalised, the document become an appendix to the
member agencies Memorandum of Understanding.

Consumer Representation on the ISEPICH Executive
The Executive and the Community Advisory Group are in the process of finalising arrangements for
members of the Community Advisory Committee to sit on the Executive Committee.

It is proposed that two community representatives nominated or elected by the Community Advisory
Group will be members of the ISEPICH Executive. ISEPICH staff are currently investigating ways to
provide administrative support to the Group and the Executive representatives, for example through
making computer and internet facilities available at specified times.
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Community Forums

In the coming year ISEPICH, in consultation with the Consumer Advisory Group and member
agencies, will hold a number of forums on issues of interest to the community. The Consumer Advisory
Group has begun to identify possible forum topics, and it has been suggested that Medical Power of
Attorney could be the focus of the first one, as this is of interest to carers and some older residents.

As well as these forums, further identified priorities include:
e community consultation on service planning and health promotion priorities
e developing relationships between community representatives and GPs, and

® supporting the Community Advisory Group by providing access to information technology
and other resources as required.

Quality of Health Information

The ISEPICH Community Advisory Group has assumed responsibility for oversight of the quality
imitative. This will be discussed with member agencies and will also become an attachment to the
Memorandum of Understanding.

A joint meeting or forum with members of the Community Advisory Group and the Quality Steering
Committee will consider roles and responsibilities for carrying forward the draft principles of Quality
Health Information in ISEPICH. There are considerable commonalities between the draft Principles of
Quality Health Information and the Charter and they can mutually support and reinforce each other.

GP Engagement
The following strategic objectives for GP engagement have been identified for the forthcoming year:
e Promote networks between GPs and other primary care providers in ISEPICH

In comparison to some other PCPs, ISEPICH's catchment is a densely populated area, with a large
number of GPs and other providers, who are not well known to each other.

Several existing ISEPICH projects provide opportunities to develop networks, especially through
Service Coordination and the Service Directory, the Community Mental Health Plan, and the
implementation of the Language Services Project recommendations. Further opportunities will be
sought through the Community Participation and Quality Improvement strategies and Health
Promotion strategies, as discussed below.

o Develop shared understandings between GPs and other primary care providers.

The ISEPICH Enhanced Primary Care Workshop in November 2001 showed significant differences
between the approaches that GPs and other primary care providers (for example community health
workers) take to similar cases. Broadly speaking, these differences can be described as 'medical' and
'social' approaches respectively. There are opportunities to develop more understanding of these
different approaches through the projects discussed above.

e  Further engage GPs in Service Coordination and Better Care for Older People Project,
funded under the Hospital Admission Risk Program. (HARP)

Both the ISEPICH HARP project and Service Coordination project are concerned with the care of frail
elderly patients. These projects will provide opportunities for GPs to collaborate with other providers in
improving quality of care for these patients to prevent unnecessary hospital admissions. Work on
engaging GPs in service coordination has commenced and work on engaging GPs in HARP will begin
soon.

o Seek involvement of GPs in ISEPICH Community Participation and Quality Improvement and
Health Promotion Strategies.
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A review of the 2001 Community Health Plan has identified these objectives as key priorities for 2002-
2003.

Involving GPs with ISEPICH community representatives will provide opportunities for consumers with
chronic or complex conditions and their carers to work with GPs in improving service quality.
Involving GPs with health promotion strategies will also encourage development of networks and
shared understandings with other primary care providers.

e Encourage awareness of multicultural issues among GPs.

The Language Services Project has identified this objective as a priority and identified opportunities, in
conjunction with Divisional professional development activities, on Quality Use of Medicines and
Management of Dementia.

3.2 Service Coordination

Context
ISEPICH's Service Coordination initiatives inform and are informed by:

e Better Care for Older People program funded under the Hospital Admission Risk Program
(HARP)

e National Demonstration Hospitals Program Enhancement Project. A Bayside Health imitative
funded by the Commonwealth which involves the development of an electronic client record
with a case management function.

e  Metropolitan Whole of Health Information and Communications Technology Connectivity
Strategy (ICT

The Trial Service Coordination Implementation Project aims to improve ways that agencies care for the
frail elderly with complex needs.

General practitioners, consumers, carers and the community have participated in the key stages of the
strategy and will be continuing their involvement.

The trial of the ISEPICH Service Coordination Model involves the development of the practices,
protocols, processes and systems, that facilitate client access to, and navigation between, health and
community services in the ISEPICH catchment. The project is to be completed by October 2002 and
will underpin the staged implementation of the service coordination model in other parts of the service
system over the next two years.

The trial is based on the fundamental principles of:

e consumer focus — that practices and protocols improve consumer outcomes by increasing
responsiveness and flexibility, and

e respect for individual agencies — that practices and protocols are respectful of each participating
agency’s own purpose, philosophy, mission and obligations.

In the first stage of implementing the model, seven member agencies are working intensively together
between May and October 2002. This involves agencies targeting frail elderly clients with complex
needs to improve their experience of the service system. Specifically, the project will focus on the
development and implementation of practices, protocols, processes and systems for:

e initial contact

initial needs identification

intake

referral

care planning, and

feedback loop to referring provider.
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The trial will also identify workforce development needs to support the staged implementation of the
service coordination model across the catchment. The initial needs identification and consumer
consent tools as well as the privacy brochure developed by DHS will be used during the pilot.

This project is complemented by the joint Bayside Health/ISEPICH project 'Better Care for Older
People', funded under the Hospital Admission Risk Program. This program aims to reduce preventable
hospital admissions for the frail elderly — the same target group as service coordination. The 'Better
Care for Older People' program will trial and evaluate the application of software to support the case
management of people with complex needs.

The ability of the acute and primary health care sectors in the inner south-east to work together in
developing both the ISEPICH Service Coordination Model and the 'Better Care for Older People'
program is testament to the collaborative partnerships that have developed.

Better Access to Services

The trial service coordination implementation project will conclude in October 2002. At this point, the
aim is to obtain endorsement of the practices, protocols and processes (3Ps) work with all member
agencies.

Broader implementation of the project relies upon a sector-wide workforce development program to
train agency staff on the practices, protocols, processes underpinning consumer information, initial
needs identification, referral and feedback to referring providers. The identification of training content
is a core objective.

The broader implementation of the Better Access to Services Strategy, including care planning and
assessment, will continue throughout the year. It will be achieved by building on the work of the trial
implementation project using the participatory action research ‘cycle of change’.

Information Management

In the first Community Health Plan, a set of interrelated information management strategies were to be
developed. These included a Connectivity Model, infrastructure requirements, training, change
management, and management structures and systems needed to implement the model.

Some elements of this work were incorporated into the service coordination trial and services directory
project. ISEPICH was not funded to implement the requisite technology systems and infrastructure.
However, this developmental work, and the communications audit, feeds into the Metropolitan Whole
of Health Information and Communications Technology Connectivity Strategy (ICT) occurring in 2002
and 2003.

The first phase will provide an overview of metropolitan-wide ICT requirements for whole of health
connectivity for the primary care and acute sectors that support service coordination (particularly
integrated communications infrastructure). A three-year strategic plan will then be developed which
includes detailed architecture requirements.

ISEPICH is represented on the ICT Strategic Plan Development Committee by the City of Glen Eira
and Jewish Care. Governance arrangements for the project are in the process of being developed.

Given that the information management work to be undertaken in the forthcoming year is less defined
because of the move towards a metropolitan approach to connectivity, it is not possible, at this stage, to
plan ISEPICH’s role in detail. Nonetheless, the well-developed relationships, particularly between
primary care and acute services will form a firm base for future work.

Local Services Information

In 2002/2003, the Service Directory Project will move towards full implementation. The User
Requirements Analysis undertaken early in 2002 led to the concept of a ‘service gateway’. The
'gateway' affords more functionality than is associated with a basic services directory and accords with
operational staff identifying the need for an electronic services directory that is fully integrated with
their work practices.
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Agencies did not want duplication in the form of ‘yet another service directory’. Hence the concept of
a ‘gateway’ that provides an interface with the DHS state-wide services directory, more accurately
describes their needs.

The on-line web portal (the ISEPICH Services Gateway) will also support service coordination by
providing real-time access to service information such as waiting lists, transport timetables and
activities. Eventually, it will enable services to make secure on-line referrals and share information
about consumers with in-built support tools, such as privacy legislation compliance.

3.3 Integrated Services Plan

The ISEPICH Community Health Plan 2002 is supported by two other documents — a community and a
services profile:

o the community profile assesses health status and health status inequities for the catchment
population including Port Phillip, Stonnington and Glen Eira, and groups within it,
characterised by geography, age, gender, culture etc over lifespan, and

e the services profile outlines the system and policy context, identifies and prioritises health
promotion issues, gathers evidence on key issues, develops strategies for interventions and
evaluates outcomes.

ISEPICH identifies the priority health and wellbeing needs of the community and works with service
providers and other key stakeholders to respond to these needs. Health needs are identified through
research, data analysis and consultation. Both population groups and health issues can be the focus of
community needs and they often intersect or combine as, for example, with isolated older people or the
younger disabled.

The ISEPICH Integrated Services Plan has both health promotion and hospital demand management
components.

Falls prevention was the key health promotion priority for 2001/02 and ISEPICH has undertaken a
major project in this area, auspiced by the Caulfield Community Health Centre.

ISEPICH also developed a ‘population health planning’ framework and sought to build the capacity of
agencies to undertake health promotion. Three research and development initiatives were undertaken
around depression/mental health, a settings-based approach to health promotion, and promotion of
physical activity.

Lastly, partnerships have been formed to address the health needs of older people and the disabled, and
identify workforce development issues related to providing care at home and in the community. In
particular a major initiative has been proposed under the Hospitals Admissions Risk Program to
provide ‘Better care for Older People’, auspiced by Bayside Health.

For each key priority area or population group identified by ISEPICH this operational plan provides a
profile, identifies gaps and emerging issues, reviews the progress made in addressing these areas, looks
at how these strategies are integrated and identifies the strategies planned for 2002/03.

3.3.1 Falls Prevention

Profile

Falls account for 48 per cent of unintentional injuries, and 41 per cent of all injuries that result
in hospital admission within the ISEPICH catchment. Falls are the leading cause of
emergency department injury presentations in people aged 65 years and over. Ten per cent of
all falls in the elderly require treatment — half of these have sustained a fracture,
predominantly a fractured neck of femur.

Recovery from these injuries is long and arduous, often leading to a lowering of functional
level, with 20-30 per cent of these patients being dependent on the help of others for their
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normal daily routines. And often loneliness and isolation, and loss of the will to live,
accompany the physical trauma of the fracture. Hence, the costs of these injuries are not only
incurred by the acute sector, they also have long-term implications for community services.

The injury/falls prevention project aims to build capacity and strengthen the networks and

processes across the PCP that promote health through falls prevention. The objectives include:

e the development of a collaborative, sustainable and multi-strategic approach to falls
prevention among service providers within the ISEPICH catchment

e the integration of certain falls prevention strategies within supportive community
organisations across the PCP

e the establishment of an ongoing Falls Prevention Community Committee comprised of
representatives from acute and community health sectors, local government, community
providers and community representatives, and

e the development of a health promotion framework for sustainability that will support
future health promotion activities within the region.

Priorities, Gaps/Emerging issues

The following gaps and emerging issues have been identified in surveying agencies:

e some find it difficult to make a sustained commitment to participating actively in the
range of strategies within this project due to competing demands in relation to service
delivery and staff shortages etc.

e the lack of resources to provide training for agency staff in relation to falls prevention
strategies, and

e the lack of funding to support peer education initiatives.

The survey also identified the need to improve the interface between the acute and community
agencies — opportunities for collaborative actions included improved communication, sharing
resources, looking at joint funding for initiatives, and a greater acceptance that treatment
should include a focus on addressing causes of injuries.

The Supported Residential Services (SRS) group focus on the eight major risk factors for falls

has raised many issues surrounding the residents of pension-only SRSs, for example:

e their difficulties in accessing mainstream services

e the few and, in certain areas, no programs for health promotion and physical activities
aimed for this population, and

e the difficulty of accessing funding for mobility and walking aids, eg, shoes and sticks.

The group is aiming to encourage agencies to develop links with the SRSs in their catchment
area, as well as develop health promotion and other programs targeted at this group to tackle a
wider range of issues than falls. This will allow for wider funding opportunities by the parent
agencies and also help the group to be sustainable.

Strategies, Progress to Date, Process, Impacts and Outcome Indicators

Progress to date incorporates the following:
e FOS recommendations will be integrated into member agencies’ core practice

e  FOS recommendations will be developed and sustained uniformly throughout the
ISEPICH catchment through the ongoing work of the strategic committees

e the sustainability framework will be trailed and, where necessary, modified into a user-
friendly model

e using this model of Health Promotion and Sustainability will promote other initiatives to
be implemented easily across the PCP community, and

e the PCP member agencies have become more familiar with each other's services and have
established ongoing working relationships in service delivery.
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Integration with other PCP Strategies

ISEPICH initiatives, both in relation to service coordination and health promotion, involve
SRS and rooming house residents. Falls prevention has been identified as important in both
these programs.

Links are being established between the falls prevention project and the ISEPICH rooming
house project undertaken by the Port Philip Community Group.

Consultation and development of information with CALD groups is one of the
recommendations arising from the Language Services Project.

Strategies planned for 2002/2003 - Falls

The Falls Prevention and Sustainability ISEPICH Project Worker will continue to work on the
project until November 2002, with member agencies maintaining ongoing involvement and
coordination of this program throughout the year.

The draft sustainability framework will be trailed in relation to falls prevention in the coming
months. Once the framework is refined, ISEPICH will distribute the document to member
agencies and the Health Promotion Working Group will utilise it in an ongoing way in relation
to all health promotion initiatives.

The following elements of an effective health promotion project are integral to a sustainability

framework:
e sustaining the issue — keeping the awareness of the issue high on the agenda of all
stakeholders

e sustaining behaviour changes — building skills, creating supportive physical structures,
and modifying the social environment so that it is supportive of healthy behaviours

®  sustaining programs — integrating one or more related activities (a program) into one or
more existing organisations that agree to take responsibility for the program over the long
term, and

e sustaining a partnership — creating and maintaining productive working relationships and
maximising the benefits of addressing an issue with a diverse group of stakeholders.

These four components are interdependent. If one or more are absent then programs will be
difficult to sustain.

3.3.2 Population Health Planning

Profile

ISEPICH’s population health planning goals are to maintain and improve the health status of
the entire population, and reduce inequities in health status between population groups.

This approach involves:

e assessing the health status and health status inequities for the whole population and
groups within it, characterised by geography, age, gender, culture etc over lifespan. This,
in turn, involves measuring health status over time and across lifespan It also requires
profiling contextual conditions and trends such as demographic, socio-economic and
cultural characteristics

e identifying and prioritising health promotion issues and service deliver needs through
analysis of data, research, discussion and consultation, to determine priorities and scope
of interventions and strategies

e collaboration across sectors and levels, involving the community through communication,
consultation and engagement of consumers, carers and the community

e identifying support and resources required for health promotion action, roles and
responsibilities, and capacity building strategies, and
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e reviewing and evaluating to demonstrate accountability for process, impacts and health
outcomes.

This approach to planning is consistent with the broader definition of health that builds on a
long tradition of public health, community health and health promotion.

Priorities, Gaps and Emerging Issues

The key or emerging issues around planning include:

e integrating ISEPICH priorities with the priorities of member agencies

e coordinating approaches to obtaining new data from the Census and
Burden of Disease and other sources, and

e exploring the practical use of Geographic Information Systems.

Strategies being implemented and progress

In April 2002 a meeting was held of Service Planners from key agencies in the ISEPICH
catchment to:

e bring together key services planners

e exchange ideas and information

e contribute the ongoing ISEPICH integrated services planning process, and

e ensure that the 2002 Community Health Plan is as useful as possible.

On 23 May 2002 the 'Shaping Priorities' Forum for ISEPICH agencies, carers and consumers
contributed to the development of the health promotion strategies for the 2002/03 Community
Health Plan.

Consumer representatives have been included on working groups and committees, evaluation

incorporated into project proposals, and a report evaluating the progress of the planning
groups completed.

Integration with other PCP Strategies

Population health planning is integrated with the health promotion strategy. The community
profile influences the planning directions of agencies and acts as a vehicle for the development
of partnerships.

Strategies Planned for2002/03 — Population Health Planning

Meetings of service planners to integrate plans and coordinate data collection will occur
approximately every four months; information will continue to be collected for population
health planning purposes, and the community profile updated using the new 2001 Census data.

3.3.3 Health Promotion Research and Development Initiatives

Settings-based approach to health promotion

Profile

A 'settings-based' approach is based on the principle that to be effective, health promotion
should be integrated into the everyday lives of individuals/groups.

The social model of health recognises that human behaviour is influenced by many
interrelated factors including social and biological features as well as cultural traditions.
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Health promotion based on this concept addresses individuals and groups in the settings in
which they live and work, providing real life opportunities for people to lead ‘healthy lives’.

The ISEPICH workshop held in May 2001 identified this approach as a priority and a group
was formed to identify appropriate settings. The Settings-based approach to Health Promotion
Planning Group began by researching the literature, and profiling ‘settings based’ health
promotion work in the PCP catchment and beyond. Speakers were invited to meetings, with
consumers, to talk about settings-based projects.

The planning group focused on two areas of action:
e conducting a seminar on a settings-based approach to health promotion to promote a new
way of thinking and highlight best practice in approaches to health promotion, and

® undertaking a project with residents in a low-cost housing, such as rooming houses,
supported residential services, and public housing estates.

Priorities, Gaps/Emerging issues
The greatest issue is the increasing level of need of residents in low cost accommodation.

There are over 100 rooming houses in the ISEPICH catchment that provide low-cost
accommodation to disadvantaged residents with a range of needs and disabilities. The
conditions in some rooming houses are hazardous. Residents are under enormous pressure
from low incomes, language difficulties, behaviour conflicts, illegal activities and theft, as
well as from health-related problems. About 20 per cent of the residents are long-term while
30-40 per cent are transient. The stock of low-cost rooming house accommodation is
declining and this is creating insecurity.

Although no systematic health or social assessment has been undertaken with current rooming

house residents, this group experience considerable disadvantage, including:

e long-term unemployment resulting in poverty, poverty-related health conditions and
social exclusion

e alcohol and drug-related harm and for some residents the ongoing battle of alcohol and
other drug (AOD) dependency

e mental health problems which may result in long-term disability

e chronic and re-occurring homelessness associated with poverty, insecure housing, poor
health and social stress, and

e chronic physical health problems and long-term disability.

Many residents have complex social, mental and physical needs that can be assisted with the
support of experienced workers and through establishing better links with the community and
service providers.

Strategies being implemented and progress

ISEPICH has funded ($10,000) a project that aims to enable rooming house residents to
increase control over, and to improve, their health (a state of physical, mental and social
wellbeing).

The project is being auspiced by the Port Phillip Community Group. It will adopt a settings

approach to health promotion where health and wellbeing is understood within the everyday
lived experience of individuals and groups.

Integration with other PCP Strategies

A settings-based approach to health promotion is closely linked with service coordination
strategies and the development of partnerships within and outside the health sector.
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Consultation with Somali residents in insecure accommodation has occurred as part of the
Language Services Project.

Strategies Planned 2002/03 - Settings

To promote ongoing involvement in fostering a settings-based approach to health promotion,

evaluating relevant projects and disseminating findings, a network of people meet quarterly to:
e influence policy

promote health promotion as the central focus of primary care work

identify relevant communities, and meaningfully involve them

be flexible and innovative in their approach

document programs and new types of evaluation models, and

shift the power relationship between provider and consumer.

Four members of this group are also on the steering committee for the project responsible for
reporting to the ISEPICH Executive, project evaluation, and disseminating the findings of the
project when completed.

Mental health/Depression

Profile

The prevalence of depression is growing. In 1997-98 the Australian Bureau of Statistics
surveyed the mental health and wellbeing of Australians. In the Australian community 18 per
cent of the adult population meets the WHO diagnostic criteria for non-psychotic mental
health problems, including anxiety disorders (10%), affective disorders (6%) and substance
abuse problems (8%).

Mental health morbidity is now estimated to be the leading cause of disability in the world.
Psychiatric conditions are responsible for little more than one per cent of deaths but account
for almost 11 per cent of the disease burden worldwide. By the year 2020 depression is
expected to constitute the greatest disease burden in the developing world and to rank second
worldwide.*

After extensive research and broad ranging discussions the ISEPICH Planning Group on
Mental Health/Depression focused on two areas of concern:

e the need for counselling services for people with non-psychotic disorders, particularly in
view of increasing community awareness and expectations, and

® the need for support for children of parents with a mental illness.

Priorities, Gaps/Emerging issues

The needs of children who have parents with a mental illness was recognised by ISEPICH in
2001. Although programs are being developed, a comprehensive approach is needed for all
ages, including infants, children below school age, primary school children, adolescents and
young adults.

Other priorities, gaps or issues identified included:

e social isolation — especially for older people in public housing, or carers and others who
become isolated in the community

e the need to link people with mental illness into the community, and

e the need to improve access to affordable help for residents in rooming houses who have
significant psychiatric issues, especially in a crisis or after hours.

* (Murray and Lopez, 1996).
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Strategies being implemented

Strategies employed to deal with these issues include:

e requesting funding from DHS for more counselling services for community mental health

e obtain funding to extend the PATS Program to the ISEPICH catchment to support
adolescents of parents with a mental illness, and

® maintaining an active role in the development of the Community Mental Health Plan
coordinated by South City GP Services.

Progress to date, process, impacts and outcome indicator

Progress to date has included:

e preparation of a discussion paper advocating for more services which
acknowledged the government's recognition of the need to address unmet need for
counselling for people with a mental illness, but stressed the need to also recognise
the critical and professional role of community health in meeting this demand.

e Facilitatation of a tender submission by the Centre for Adolescent Health to implement the
'Paying Attention to Self (PATS) Program in the ISEPICH catchment.

e PATS is an early intervention program aimed at preventing the development of mental
health and emotional problems in adolescents whose parents are affected by a mental
illness. A peer support program, PATS aims to provide young people who have parents
with mental health issues with the opportunity to share their experiences and be supported
by other young people in a situation similar to their own. The focus is on healthy thinking
and healthy coping strategies.

® The ISEPICH Project Manager is a member of the Project Reference Group for the
development of the Community Mental Health Plan developed by the South City GPs and
the Alfred Psychiatric Services and completed in June 2002.

Integration with other PCP Strategies
The development of the Planning Groups and the Community Mental Health Plan has
strengthened the partnerships within ISEPICH, particularly between the Community Health

Services, the Southcity GP Division, and the acute mental health services.

Consultation, health promotion and development of information on mental health issues with
CALD groups is one of the recommendations of the Language Services project.

Strategies Planned for 2002/03

In the forthcoming year, it is planned to establish a group interested in exploring the issues
around social isolation, to research the work that is currently being done in this area and
identify how ISEPICH can encourage agencies to address this issue.

Physical Activity

Profile

Encouraging people to be more physically active is a priority. An estimated 43 per cent of the
adult population does little or no regular exercise, and those who are inactive are more likely
to be older, less well-educated and on lower incomes.

Physical activity is vitally important to the quality of life of the community. Exercise is
known to have a key role in promoting social connections and can prevent many lifestyle-
related health conditions. There is substantial evidence that moderate physical activity has
significant benefits including:
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less risk of heart and blood vessel disease
improved control of diabetes

less risk of osteoporosis

reduced risk of falls in the elderly, and
social and psychological benefits.

This health issue involves people of all ages and at different levels of wellbeing. The
objective is for all members of the community to incorporate physical activity as an important
part of their daily life in ways that enhance their health and quality of life.

The Work of the Physical Activity Planning Group

The Physical Activity Planning Group was convened by Belinda Brookes of Arthritis Victoria
and comprised of health professionals from a number of local services, workers from councils,
community health services and other organisations such as the Division of GPs.

The Planning Group collected information, invited guest speakers to meetings to help inform
the process, and investigated other relevant projects. A life stage analysis and consideration of
groups with special needs, eg CALD groups, was also undertaken.

The Planning Group narrowed the focus to two areas — promoting physical activity for
marginalised groups, and developing a Physical Activity Information Services Directory.

Priorities, Gaps/Emerging issues

A workshop held in December 2001, attracting approximately 30 people, explored ways to
work in partnership to promote physical activity in the local community. Discussion focused
on the purpose of community services directories in providing access to information and on
organisations working collaboratively to improve access to quality information.

Members of ISEPICH identified the following current and emerging issues:

e the unmet demand for strength training for the frail elderly, the current long waiting lists
and the need for classes to be ongoing, not just available for eight weeks

o the need for education/promotion of physical activity and follow-up within the
community

o the shortage of qualified fitness instructors, particularly in specialised health areas (being
addressed by new training programs)

o the need for better coordination between and with local councils and with the private
sector

o the need to promote the preventative value of physical activity and its cost effectiveness,
and

® the need to promote access by raising awareness of active options for older adults.

Strategies being implemented

Strategies being implemented are to:
e integrate the promotion of physical activity and the development of a physical activity
resources directory, within the proposed ISEPICH services directory, and

® promote projects that reduce inequities in health status for the disadvantaged people in the
ISEPICH catchment.

Progress to date, process, impacts and outcome indicators

The Services Coordination Worker and the Services Planning/Health Promotion Worker are
planning to incorporate information about physical activity resources in the new ISEPICH
services directory.

ISEPICH Community Health Plan 2002/2003 Page 26
Section 3 Operational Plan



ISEPICH helped to initiate, and is supporting, a project developed by the Inner-South
Community Health Centre to promote physical activity through dance at the Horace Petty
public housing estate. The project will provide five, six-week terms of dancing lessons by
Dance Sport Victoria at the estate targeting residents with a sedentary lifestyle, from non-
English speaking backgrounds, with low education status, and those over 54 years of age. The
project will be monitored and information disseminated to member agencies to encourage
similar projects to occur.

Integration with other PCP Strategies

Physical activity has links with many aspects of a person’s health and this is reflected in the
way it integrates with all of ISEPICH’s health promotion strategies as well as service
coordination and partnerships. In particular, contact has been made with a number of
specialist or state-wide agencies, including VicFit, VicHealth, the International Diabetes
Institute, COTA and Arthritis Victoria.

Consultation, health promotion and development of information on physical activity with
CALD groups is one of the recommendations of the Language Services project. Member
agencies have begun conducting consultations.

Strategies Planned 2002/03

ISEPICH plans to establish a bi-monthly breakfast network meeting of service providers in
local governments, community health services and other agencies involved in physical
activity. The network meetings will focus on key projects in the area and best practice. This
initiative will be evaluated after one year and the aim is for it to be sustainable without support
from the Primary Care Partnership.

3.3.4 Capacity Building

Profile

Capacity building in health promotion is defined as having three levels or dimensions:

e infrastructure or service development — the capacity to run particular health programs to
respond to issues usually involving the establishment of minimum requirements in
structures, organisation, skills and resources (eg, diabetes, family violence)

e program maintenance and sustainability — the capacity to continue to deliver a particular
program, and

® problem-solving capacity of organisations and communities — building a general capacity
among partner organisations or the community to identify and tackle any issues. The aim
is to develop a more innovative capability so the community can respond to new
problems.

Priorities, Gaps and Emerging Issues

A strong commitment from the Executive and top management of an organisation to the
importance of integrated health promotion is critically important. This is needed to ensure that
gains are realised, that prevention and early intervention are considered to be as important as
treatment, and that the social model of health is recognised and acknowledged more widely
that the medical model.

Strategies being implemented and progress

The general strategy to build the capacity of PCP agencies to undertake health promotion has
led to the following actions:
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e the Health Promotion Working Group (HPWG) has met monthly to plan the ISEPICH
Health Promotion Strategy, network, exchange information and integrate health
promotion activity across the catchment

e over 20 agencies, including local governments, community health centres and specialist
agencies across the three municipalities are involved. This is important for the HPWG
focus on capacity building in health promotion, and

® a member of the Executive has the portfolio for Services Planning/Health Promotion, and
a Health Promotion and Planning Project Worker is employed for four days a week.
Agencies within the catchment have also been encouraged to send staff members on the
health promotion short course.

Integration with other PCP Strategies

Building the capacity of agencies to undertake health promotion relies on establishing
partnerships with agencies and integrating ISEPICH health promotion objectives with those of
agencies.

Strategies Planned 2002/03 — Capacity Building

The Health Promotion Working Group will be:

e meeting monthly to monitor the integrated health promotion strategy and build the
capacity of agencies to undertake health promotion, and

e participating in the regional health promotion network to promote best practice in health
promotion.

3.3.5 Older People — Home and Community Care

Profile

The Australian population is ageing (as indicated by an increase in the proportion of people
aged 70 years and over in the total population) and levels of disability are increasing. This
trend is expected to continue and the proportion of older people is expected to increase over
the next forty years from 12 to 25 percent of the population.

Community care is likely to play an increasing role in aged care services. Government policy
aims to improve the capacity of aged care services to support people at home, reflecting a
strong consumer preference as well as a cost saving imperative. Improvements in the
‘technology’ of community care will also increasingly enable people to remain at home at
higher levels of dependency.

Priorities, Gaps/Emerging issues

The inner south-east District Home and Community Care (HACC) planning group and

member agencies have identified a number of trends and emerging issues:

e aworsening HACC workforce shortage. The workforce is also aging as younger people
are not being recruited in sufficient numbers

e alack of funding for core HACC services, including allied health

e the supply of aged and disability Home and Community Care (HACC) services and
Community Aged Care Packages (CAPS) and Linkages Packages is not meeting demand
for clients who have special needs

e ashortage of residential high care places

e asevere shortage of residential respite care for people, especially those who have high
care needs, and

e ashortage of residential care for people with dementia.
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HACC funding also applies to groups other than the older population and, in these areas, it is
heavily under-resourced, particularly in relation to:

e ashortage of appropriate accommodation for the younger disabled (outlined in more
detail below)

e ashortage of Supported Residential Services and low-cost accommodation for people
with chronic psychiatric disorders and acquired brain injury

e awidespread lack of affordable personal care, allied health and social support
services and related support for residents of Supported Residential Services

e inadequate funding for weekend services for children and young people with
disabilities

e inadequate funding assessment and case management support for families of children
with disabilities, and

¢ inadequate funding for social support programs for people with psychiatric
disabilities.

It also critical that DHS recognise the implications of:

e the decreasing real value of government payments for community aged care packages
and episodes of service, and

e the high cost of providing out of hours services and outreach to marginalised groups.

The shortage of home and community care workers is widely acknowledged. However,
ISEPICH particularly wishes to bring two key issues to the attention of the government. The
first is the unmet need for residential care, case management and packages for the younger
disabled. The second is workforce development issues around the development of holistic
services for people from disadvantaged communities, including outreach services.

a) Unmet need for residential care, case management and packages for the
younger disabled

The lack of appropriate accommodation for young adults with disabilities is a serious issue.
There is no integrated or coordinated health care system path for the younger disabled adult
and no clear lines of responsibility between the state and federal governments.

There are very few residential care beds designed and staffed for this group. They are
sometimes placed in aged care facilities, but this is far from ideal, and closure of supported
residential services has added to the demand for accommodation.

It is also very difficult for younger people to access Community Aged Care Packages, Case
Managers/ Linkages because these are part of the aged care system. Only occasionally are
young people accepted, although fortunately there are some special purpose packages
allocated for Kooris.

The limited number of case managers who do assist young adults with disabilities find it very
difficult to access appropriate residential or respite care.

b) Workforce development issues around the development of holistic services
for people from disadvantaged communities, including outreach services.

ISEPICH wishes to advise DHS that this complex and challenging work requires commitment,
systemic capacity building and workforce planning involving government, organisations and
service providers.

For the service outreach model to work, it requires staff able and willing to work with
disadvantaged groups. To encourage and hold professionals in these positions, preparation for
their role needs to be incorporated into their undergraduate training. Currently allied health
undergraduate training does not focus on government priorities or service need. Community
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health in general appears to be a low priority in these courses as do the more outreaching,
assertive models within this area.

The relevant client group must be recognised within the duties and key selection criteria for
new employees. They must also be backed by a commitment to developing their skills and
providing professional support and supervision. The level of clinical expertise in these roles is
arguably greater and the positions more independent that other more traditional service
provision models.

Programs that are innovative, based on community development and sit within an action
research framework, are more expensive per client to deliver. With stretched HACC resources,
and the need to plan to ensure the most marginalised members of society get access to
mainstream services, other means are required — such as partnerships across sectors, for
example, housing support for the aged, and collaboration between housing, community health,
mental health and HACC in Victoria.

Strategies being implemented

The following strategies are being implemented:

e identification of the home and community care needs of older people and people with
disabilities, and

® identification of relevant workforce issues.

Progress to date, process, impacts and outcome indicators

ISEPICH has worked with the HACC Inner South-East District Planning Group to contribute
to a standard reporting format for planning priorities and to promote understanding about the
structure and funding mechanisms of the HACC program. This group provides a forum for
HACC service providers to exchange information.

This Community Health Plan is a vehicle by which to inform DHS of identified unmet needs
in the community.

Integration with other PCP Strategies

Integration has included:

e the HARP proposal ‘Better Health for Older People’ which addresses some of the access
and systemic difficulties experienced by older people at home and who are at risk of
admission to hospital

o the fall prevention and sustainability health promotion project with its focus on older
people, and

e the service coordination trial phase of the introduction of the initial identification tools that
is aimed at older people with complex needs, and

® cxtensive consultation with CALD senior citizens as part of the Language Services project.

Strategies Planned 2002/03 — Older People

Strategies for the forthcoming year aim to continue to identify the needs of older people and
the workforce development issues associated with home and community care.

3.3.6 Acute Community Sector Partnerships

Since its establishment, ISEPICH has acted to eliminate service boundaries and strengthen
relationships between the primary care and acute sectors. The ISEPICH Executive has been
proactive in establishing the portfolio area Community and Acute Sector Partnerships, that
aims to strengthen relationships with the acute sector to prevent avoidable hospital admissions
and emergency department presentations.
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These effective working relationships provided a solid foundation for the development of the
'Better Care for Older People' program, the joint Bayside Health/ISEPICH proposal for
funding under the Hospital Admission Risk Program (HARP), completed earlier this year.

Service coordination and health promotion work aims to improve service delivery and health
outcomes for the catchment population to contribute to the reduction of emergency department
attendances and in-patient stays.

Profile

Australian Institute of Health and Welfare (AIHW) figures for 1999-2000 on the usage of
hospital services show that older Australians (over 65 years of age) account for 12 per cent of
the population, while comprising 33 per cent of the separations from hospital and 48 per cent
of hospital bed days. The frail aged will continue to consume the bulk of resources in the
health sector, although they have lived healthier lives for a longer period of time.

The municipalities of Stonnington, Glen Eira, Port Philip and Bayside will experience an
average 16 per cent population growth in people over 65 years of age in the next twenty years.
They will also experience an increasing disease burden associated with cardiovascular and
pulmonary disease, diabetes, cancer, mental illness and degenerative diseases — illnesses often
treated by the Alfred Hospital Emergency Department.’

In 2000 and 2002 to date the Alfred Hospital admitted 5,549 and 4,386 people aged 70 years
and over respectively (approximately 17 per cent of all admissions). Of these, 915 (in 2000-
2001) and 726 (in 2001-2002 to date) had two or more admissions.

Emergency service utilisation data suggests that many older people with complex medical
problems present to the catchment's emergency services with a non-emergency exacerbation
of their condition.’ 1In the years 2000-2002 to date, 35,235 and 23,829 people presented to the
Alfred Hospital Emergency Department respectively. Of these, 13,271 (23%) were 70 years
of age or older. Most of them (88%) arrived from their own home or from a nursing home.
Approximately 30 per cent arrived overnight when alternative services were unavailable.

The most commonly assigned triage categories were three and four (38% and 35%
respectively). The top five diagnoses were chest pain, unstable angina, collapse, pneumonia
and chronic obstructive pulmonary disease.

Of all people over 70 years presenting to the Alfred Hospital Emergency Department during
this period, approximately 54 per cent were admitted as a hospital in-patient. The Alfred
admitted approximately 33 per cent and other hospitals admitted 21 per cent.

Priorities, Gaps/Emerging issues

The ISEPICH Executive has recognised the need for ongoing communication between the
acute and community sectors at a senior level, in addition to the collaborative work in relation
to funding proposals, such as the HARP and elements of the Service Coordination Strategy.
The Bayside Health Primary Care and Population Health Advisory Committee provides a
valuable forum for dialogue and the development of, and strategic planning and collaborative
action between, the primary care and acute sectors.

One of the challenges in eliminating service boundaries and creating effective partnerships
between organisations is the diversity existing between (and within) the primary and acute
sectors, in terms of the size, culture, philosophy and roles of individual organisations.

’ State Government of Victoria, Victorian Burden of Disease Study, 1999 and City of Stonnington,
Comparative Aged and Disability Profile, July 2001.
% Alfred Emergency Department Patient Information Database, March 2001

ISEPICH Community Health Plan 2002/2003 Page 31
Section 3 Operational Plan



Strategies being implemented

Both the Service Coordination Strategy and the 'Better Care for Older People' program will
contribute to improving the interface between the primary and acute sectors to ensure
smoother transitions, improved coordination and stronger relationships.

Systemic difficulties include:

e program multiplicity and fragmentation

federal, state and local government overlaps or gaps

a disjunction between public and private sector service funding and provision

a disjunction between DHS programs and across-state government departments
remuneration arrangements tied to outputs/inputs with little incentive to improve service
delivery or coordinate care, and

e limited use of population health planning and per capita risk assessment for funding
purposes.

Progress to date, process, impacts and outcome indicators

Preparing a joint submission to DHS for the HARP program was the first experience for many
ISEPICH community agencies of a planning partnership with the acute sector. This process
will inform other collaborative work in other areas, including service coordination. The
'Better Care for Older People' program funded under the HARP Program forms an important
basis on which to strengthen collaboration between Bayside Health and community-based
primary care providers.

Integration with other PCP Strategies

ISEPICH maintains regular dialogue and collaborative work with the acute sector in relation
to:

e service coordination within the primary care sector and between the two sectors

e health promotion and early intervention strategies, and

® integrated services planning with a population health focus.

Strategies planned 2002/03

The key strategy for the forthcoming year will be the 'Better Care for Older People' program
auspiced by Bayside Health. This seeks to provide a comprehensive community-based care
and support program for older frail people and chronically ill people to prevent emergency
department presentations and inpatient stays.

The program will offer a single point of contact for client referral, triage and home-based
assessment, case management across the range of acute, sub-acute and community-based
services, and care delivery by a multi-disciplinary community-based team. The project will
also trial the use of case management software for potential implementation within Bayside
Health and primary care agencies.

3.4 Developing Issues

In addition to the work being done around key issues, ISEPICH has also been engaged in research and
development and been involved in partnerships around other aspects of population health, in particular:

Disability

Community transport

Koori health

Gender

Alcohol and drugs

Gay, Lesbian, bisexual and transgender communities
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. Carers
. Cultural and Linguistic Diversity , and
. Oral health

A brief outline of involvement in these areas is set out below.

3.4.1 Disability

In 2001 the Victorian Government developed a draft ten-year state Disability Plan that aims to
ensure that people with a disability have the same opportunities to fulfill their aspirations as
all other members of the community. ISEPICH has actively supported this initiative.

People with a disability, and their parents, families and carers are often prevented from
participating in community activities due to community attitudes and ignorance. Overall,
people with a disability are one of the most disadvantaged groups in the community —
approximately 26.7 per cent of people with a disability in Australia live below the poverty
line.

This group are more likely than other groups to:

e have lower levels of educational achievement

e be unemployed or engaged in part-time employment, and

e have health problems that significantly affect their quality of life.

Approximately 30.6 per cent of children with a disability live in sole parent families,
compared to 18.1 per cent of children without a disability.

Transport presents as one of the biggest barriers that consumers face in participating in
community events. This relates to both physical access and affordability issues.

ISEPICH has sought to raise the awareness and expertise of member agencies in improving
the quality of life and wellbeing of people with disabilities.

There are a number of specialist disability service providers, including MOIRA and Gawith
Villa in the ISEPICH catchment. Some member agencies, including the three local
governments, have policies and procedures designed to enhance participation, opportunities
and access to services for people with disabilities. And several state-wide organisations with
specialist expertise are already members of ISEPICH, including Vision Australia, Better
Hearing, the Arthritis Foundation, and SFA.

Self-determination is one of the key themes of the draft State Disability Plan, which is
primarily about building and supporting relationships between people with disabilities,
families, friends, advocates, and citizens within a community. In addition, the self-
determination concept emphasises the importance of advocacy and self-advocacy.

ISEPICH is part of a coalition that has developed a project proposal to achieve the following

outcomes:

e cach person with a disability, along with their families, friends, and advocates as
appropriate, plans and achieves an individual lifestyle that contributes to a 'good life' for
that person

e cach person with a disability receives the necessary support required to enable him/her to
achieve that individual, desired lifestyle through both informal and formal resources

e cach person with a disability and his/her family, if appropriate, has the greatest possible
authority and control over that support, and

e cach person with a disability is part of, and contributes to, his/her community.

Self-determination initiatives are strategically relevant to implementing many aspects of the Draft
State Disability Plan, including:

. the principle of dignity and self-determination
. promoting individual lifestyles and inclusive communities
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. individualised approaches

. moving from a case-managed segmented service system that is constrained
by rigid service specifications, towards a flexible support system

. participative, whole-of-life planning

. separating planning from support, and

. building personal support networks.

ISEPICH member agencies have identified a number of areas where there is a high level of unmet
need for resources for people with disabilities including:

e case management for people with complex needs

e respite for families or carers, and

e appropriate accommodation for younger people.

In 2002/03 the second phase of the Service Coordination Strategy will ensure that protocols are in
place to enable access to (and easy navigation between) the full range of primary care services by
people with disabilities.

3.4.2 Community Transport

The ISEPICH service planning process identified the need for community transport services
and resources to improve access for the frail elderly, and people with disabilities and their
carers (Community Health Plan ISEPICH June 2001)

Consultations with service providers highlighted community transport as an area requiring
action to improve access to health services and social activities, especially for people who are
physically or mentally disabled as well as financially disadvantaged.

This need was first clearly described in 1997 in the 'Getting There' project report initiated by
the five local councils and funded by HACC. As a consequence, the Inner South & Coastal
Community Transport (ISCCT) service was established in late 1999 to address the transport
needs of people unable to access public or private transport in the Primary Care Partnerships
of Kingston, Bayside and ISEPICH.

ISCCT operates an information and referral service about community and public transport
options. This service, which operates four days per week, is primarily HACC funded and
growing. This increase has occurred despite constraints, especially the lack of funding both for
the provision of ISCCT’s coordinating role and for transport in the budgets of
agencies/programs using the service. The implementation of ISCCT has been a great success
given the challenges involved in establishing a community transport system.

The need for community transport of this kind is increasing as the population ages and more
people are living at home with a disability. Increasingly, very frail, disabled and mentally ill
people are using taxis and buses; public and private; with and without volunteers. The
program is targeted for those who are disadvantaged and have complex health needs.

Safe, affordable, transport for pensioners allows them to visit health services and remain
socially active. Consequently, they are less likely to need health care in their homes. Home
and community services are currently overloaded. And the unmet demand is increasing. It is
important to offset this demand, as providing services to people in a community health centre
generally costs less per visit than delivering the service in a person’s home.

An internet facility would greatly enhance ISCCT’s ability to provide information about
available public and community transport options and maintain a timely and up-to-date

consumer service.

ISEPICH proposed one-off funding for ISCCT to develop a web-site and invited
Kingston/Bayside PCP to share the cost of this project.

This proposal for an Internet Information Service was costed at $12,280 and included:
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3.4.3

3.4.4

e a web-site for ISCCT — promoting services and links with other organisations

e aweb site interface to database containing information about community and public
transport options in the five LGAs and links to other related resources

e the capacity for site users to be able to search resources by LGA, types of service, and
client criteria/eligibility, and

e promotion of the site and its usability through pamphlet/posters available through libraries
and neighbourhood houses as well as training for staff in council and community
information services.

The project has not proceeded as Kingston—Bayside PCP has waited to determine whether it
can be accommodated within the proposed Electronic Service Directory being developed by
three of the four southern metropolitan PCPs.

Koori Health

The ISEPICH Health Promotion Project Worker attended a Koori Cross Cultural Training
Workshop organised by the Department of Human Service for Primary Care Partnerships in
February 2002. The workshop discussed the historical context, contemporary issues and
service specific issues.

While ISEPICH does not have a large resident Koori population, most of this group are public
housing residents and marginalised members of the community. The Koori population is also
an increasing, significant and important population group.

A strategy was drafted that sought to build long-term relationships with the Koori community
to enable the PCP to identify and address their needs. The approach was based on persistence,
patience and practice and recognised that Aboriginal people have a social model of health with
a strong spiritual base.

This strategy included the need to:

e gather relevant information, such as the Victorian Koori State Health Plan 2001 and the
Aboriginal Community Services Plan, and identify Koori dedicated program resources,
such as HACC funding and Koori health workers

e establish links with Aboriginal organisations and recognised elders in the catchment. The
Galiamble Recovery Centre, Ngwala Willumbong Cooperative and the Winja Ulupna
Women’s Place are key organisations in the area. VACCO (Victorian Aboriginal
Community Controlled Organisations) will also be contacted.

e consider needs and allocate funds to a key Aboriginal organisation to auspice a project
(eg, diabetes management) aimed at assisting Koori people and/or making DHS-funded
services more accessible, and

e consider encouraging cross-cultural training for local government organisations and major
service providers.

If work with the Koori community is to be effective, it requires a long-term commitment of
time and effort towards building relationships. It may be appropriate if ISEPICH first
committed some funds towards addressing identified needs before any implementation could
begin.

Gender

ISEPICH has sought to improve the integration between primary health services and women's
services and seeks to contribute to the implementation of the Victorian Women’s health and
Wellbeing Strategy.

WHISE (Women’s Health in the South East) has been involved in the Primary Care
Partnership Health Promotion Working Group and Service Coordination over the past year.
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Key areas of community need identified through consultation include:
e raising awareness of the need for a focus on women's health, and

e improving strategies for working with GPs and access to women's health clinics that bulk
bill.

Family violence and the needs of women prisoners on release have also been identified as
issues that could be further researched.

During 2002/03 ISEPICH will be involved in the development of a Protocol Framework with
Women’s Health Services. The aim of this protocol framework is to both improve health and
wellbeing in the community, and improve local service systems generally

Consideration of gender is critical in the planning and provision of health services for the

following reasons:

e  symptoms or conditions may be sexually specific

e  morbidity or mortality rates may differ by sex

e  aspects of gender may be related to differential exposure to risk factors

e  service providers may treat patients differently on the basis of gender

e the social response to an illness or symptom may vary with gender, and

e the empirical basis (evidence-based medicine) for clinical treatment of women and men
is often deficient.

Enhancing the relationship between women's health services and PCPs will improve local
service systems in the following ways:

e PCPs need to be inclusive of all areas of specialist expertise within the health sector to be
effective

e small specialist agencies need to be supported to ensure that specialist expertise is not lost
to local areas

e  WHS can share their specialist knowledge of women’s health needs, gendered analysis,
planning and service delivery tailored to women as well as their expertise in the
planning, delivery and evaluation of health promotion within a social model of health

e increasing gender-sensitive program/strategy development will reduce gaps in knowledge
and measurement, and

e  WHS can share their expertise in engaging clients, carers and the community.

Given their expertise, experience and resources, women’s health services have the expertise to
contribute to ISEPICH’s planning, health promotion, service coordination and partnerships
strategies.

In particular, a Service Linkages Protocol Framework will be developed with information
outlining WHS roles and responsibilities within a PCP, and areas of expertise they can offer
PCPs. The framework can be changed to meet the circumstances and agreements made at the
local level.

The development of a Service Linkages Protocol is as yet a relatively unexplored component
of the PCP Strategy. Consequently, it will need to be considered for the following major
phases in protocol development and implementation:

e establishing the processes for negotiating a Service Linkages Protocol
e negotiating the Service Linkages Protocol proper, and

o fulfilling the agreement outlined in the Service Linkages Protocol.

3.4.5 Alcohol and Drugs
ISEPICH’s involvement in this area to date has mainly been through liaison with the City of
Port Phillip drugs strategy, in order to build up knowledge and networks.
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However, in the forthcoming year, a more active role will be taken in supporting this strategy,
particularly in relation to disseminating knowledge and ideas to other local government areas
in the PCP, and to member agencies. This will also assist member agencies to collaborate and
develop their own approaches to alcohol and drug issues, building on the knowledge
established in Port Phillip.

The City of Port Phillip's drugs strategy has been formulated as part of the Victorian
Government’s strategies to reduce drug-related harm. Local government areas with high rates
of drug-related problems, including illicit drug use and overdoses, were funded to produce
local strategies developed in conjunction with key agencies and community members.

The Port Phillip drugs strategy has identified a number of key issues that include:

o the high number of drug-related overdoses

the association of street sex work and heroin dependency

the public demand for improved safety in public places

the overwhelming demand on the local service system and few prevention services
the need for more community information and support, and

e the need for more support for family and friends of drug users.

Strategies developed to address these issues include:

e amobile drug safety outreach service

e public space management, including community consultation to encourage local
ownership of strategies and bring different groups together

e prevention initiatives to connect isolated young people into communities, and provide
active intervention and case management for those most at risk

e aregular drug round table and community forums involving traders, residents, users,
police, agencies and councils, and

e  establishing a family and friends support group.

An ISEPICH project officer liaised with workers in Port Phillip Council and attended forums
in 2001 and 2002.

The City of Port Phillip will shortly be providing funding opportunities for new and innovative
projects to address drug issues. ISEPICH will disseminate information about these
opportunities and support member agencies in collaborative approaches.

ISEPICH has also investigated the needs of culturally and linguistically- diverse communities
for access to services and information on alcohol and drug issues as part of its Best Practice
Language Services project.

Information arising from this project will be disseminated to member agencies, including the
City of Port Phillip, and the community, in 2002-2003.

3.4.6  Gay, Lesbian, Bisexual and Transgender Communities

As noted in the Community Profile, the ISEPICH catchment has a large gay and lesbian
community in Victoria. A number of key organisations including the ALSO Foundation,
Victorian AIDS council and the Positive Living Centre are located in the catchment. The City
of Port Phillip also has a gay and lesbian advisory committee.

In 2000 the Minister for Health established a Ministerial Advisory Committee on Gay and
Lesbian Health (MACGLH). DHS, on behalf of the MACGLH, commissioned five discussion
papers that address areas of major health concern for gay, lesbian, bisexual, transgender and
intersex Victorians, on physical health, sexual health, mental health, life stage issues, and drug
and alcohol issues.

An introductory paper identified the social forces leading to patterns of health and illness
common to these groups, and uses this model to identify health problems specific to each of
them.
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3.4.7

3.4.8

All five discussion papers argue that sexuality and gender identity determine patterns of health
and illness specific to these groups in at least two ways:

e the dominant understandings of sexuality and gender identity continue to marginalise
and discriminate against them, and one of the major effects of this shared
discrimination is a set of health problems common to them all, and

e sexuality and gender identity interact with other social and biological processes to
produce patterns of illness specific to each of these groups.

ISEPICH will maintain dialogue with local organisations in relation to the proposed strategies
recommended by the Ministerial Advisory Committee and will support ISEPICH member
agencies in implementing these where appropriate.

Carers

ISEPICH recognises the important role that carers play in primary health care, especially those
who care for older people with chronic illnesses or disabilities, and those with a mental illness.

ISEPICH seeks to facilitate the work of the Carer Respite Centre in the Southern Region and
Carers Victoria in providing support to carers, as well as working with organisations and
networks to assist in making services more ‘carer sensitive’. The involvement of carers on
ISEPICH Advisory Groups and Working Groups has been encouraged and will be particularly
important in the development of new interfaces between the acute and primary care sector.

The issues surrounding carers are complex and varied, as highlighted in the Report Carers
Speak Out — A Consultation on Community Services with the Carers in the Southern
Metropolitan and Grampians Region, published by Carers Victoria in March 2002.

The main needs of carers have been identified as:
e recognition and validation of their role as carer
e information that is jargon-free and accessible

e assistance to negotiate the service system

® support services that are ongoing, flexible, reliable and responsive, especially for respite
(planned and emergency), counselling, peer support services such as carer groups, and
case management.

People from Culturally and Linguistically Diverse Backgrounds

People from Culturally and Diverse Backgrounds (CALD) have been identified as a group
within the ISEPICH catchment with significant needs. ISEPICH has consequently sought to
identify these needs under the partnerships, service coordination and service planning
strategies.

The catchment has a higher than Victorian average proportion of migrants from non-English
speaking countries. The proportion of people who regularly speak a language other than
English is estimated at 20-30 per cent.

Older people generally tend to use health services more than younger people. And, as the
Australian population ages, the population over the age of 65 years will become increasingly
diverse as the proportion of people who were born in non-English speaking countries
increases.

Older people in this group are vulnerable to isolation, due to language difficulties and the
geographic dispersion of some language groups, limited family and social networks, and value
shifts between generations.

Their health is also more likely to be affected due to language and cultural barriers preventing
or limiting access to services and health information. Twenty-two per cent or 28,952 of the 65
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and over population in the 1996 Census were born in non-English speaking countries. The
majority of these (36%) were in the 65-69 year age group.

Many immigrants came to the area originally in the post-World War Two migration program
and are now reaching old age. Many of these have had experience of trauma, including a
significant number of Holocaust survivors. More recently arrived immigrant groups also
include people who have experienced trauma in their countries of origin, such as the former
USSR and Yugoslavia, South America and the Horn of Africa. Between 1991 and 1996, 12.3
per cent of Victoria’s recent arrivals for this period settled in Glen Eira, Port Phillip and
Stonnington.

Oral Health

It is well recognised that a minority of the population have the majority of dental disease with
the burden of disease falling on the most disadvantaged sectors of the community. Low
income adults without private dental insurance are 25 times more likely to have had all their
teeth extracted than high income adults with private health insurance.

A majority of oral diseases are preventable and early interventions are available to limit their
progress, alleviate pain and improve function, consequently better oral health should be a
significant public health goal.

Dental care in Australia is provided by a mix of private and public services. Dental care is the
least subsidised area of health care and service delivery systems are fragmented. The majority
of the limited resources are directed towards emergency oriented treatments at the expense of
preventive public health measures.

The Inner South Community Health Service (ISCHS) provides services to the communities
living in the cities of Stonnington and Port Phillip. The Service’s holistic, strategic approach
to dental services for high need individuals and the ageing population focuses on:

e  Outreach - to enhance accessibility.
Clinical Care - for the provision of dental treatment.
Collaboration - to capitalise on the expertise across a wide range of programs.
Education - with a strong focus on educating clients and staff.
Modelling - to create opportunities to expand service models to other high need
areas.

Current waiting list across the State for dental treatment is 22 months and 24 months for
dentures. The waiting list at the ISCHS is longer than the State average at 29.5 months for
treatment and 13.5 for dentures.

The ISCHS currently operates a 4 chair dental clinic in Prahran. An additional four dental
chair facility is currently being developed at the ISCHS SouthPort site and offers the potential
to significantly improve access to dental care.

Recurrent funding to operate the Southport service is urgently required. Even when this
facility is operational the allocation of dental Chairs in the catchment will be less than the
recommended allocation of

1 chair per 5,000 commonwealth health care card holder and dependants (current and
projections to 2006); and

1 chair per 5,000 young people in years 1 to 8 (current and projected to 2006).

There are also labour force issues that need to be addressed at the State level. There is a
shortage of dentists and nurses across the State. Unfortunately not enough dentists have been
trained over the past number of years to keep up with demand. In addition, public clinics find

it difficult to compete with private practices with regard to remuneration offered.
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3.5 Language Services Project

ISEPICH has undertaken a Language Services Project — a best practice project funded to make
recommendations on the use of interpreter and translation services in a metropolitan Primary
Care Partnership.

This project commenced in July 2001 and is due for completion at the end of June 2002. Its
aim is to ensure that health language services are available at critical points and are inclusive
of ageing and marginalised people. The project has three broad stages:

e an initial survey of ISEPICH member agencies to assess their use of language services
and identify their priorities

e acommunity consultation focused on older LOTE residents, and

e an outreach to 'hard-to-reach' or 'doubly marginalised' LOTE residents, such as people in
rooming houses and those with mental health issues.

The first two stages are largely complete and preliminary recommendations are being
developed. A detailed project report will be provided to DHS in July. This will include
outcome measures.

Recommended strategies arising from the project focus on partnerships, a GP engagement
strategy, service coordination, and service planning and health promotion.

Partnerships

All ISEPICH strategies and projects contain measures to ensure that CALD groups are

represented on a population basis by incorporating:

e the development of targets and measures of engagement with this group

e budgets for language service provision

e ongoing CALD consumer consultation by member agencies and consultation

e the provision of language service and cultural awareness training on a PCP basis and

especially the need to support smaller agencies

the dissemination of information on good practice in language service use

e the development of quality measures, including outcome measures, for consideration and
adoption by member agencies

e support for multicultural strategy positions and staff in member agencies and networking
as required, and

e the implementation of recommendations to DHS and member agencies (to be presented in
a detailed project report in July)

GP Engagement Strategy

ISEPICH will be working with Divisions to facilitate GP multicultural awareness and

language service use by:

e continued development work on translations for GPs in conjunction with Southcity and
Women’s Health in the South East, and

e working with Divisions on Quality Use of Medication and Dementia Management
Projects.

Service Coordination

Service coordination will incorporate the needs of this group through:

e the ISEPICH Service Directory which is to be 'multiculturally friendly'; with a front page
entry point on the portal to multicultural resources, including language services,
resources, and guidelines

e adatabase and resource list for member agencies and community members to be
developed in conjunction with CALD groups
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e service coordination practices, protocols and principles to include PPPs on language
service usage, and

e the facilitation of CALD consultation as required to meet the service coordination
objectives.

Service Planning and Health Promotion

Service planning and health promotion will incorporate CALD groups by:

e ensuring that they are informed, represented and engaged in all ISEPICH health
promotion projects and working groups

e facilitating or conducting consultation as required on health promotion priorities

e encouraging member agencies to develop health promotion and health information
resources as required in conjunction with CALD groups, and

e developing quality measures, including outcome measures as part of the ISEPICH Quality
framework and in conjunction with the community participation and quality strategy, for
consideration and adoption by member agencies.

ISEPICH Community Health Plan 2002/2003 Page 41
Section 3 Operational Plan



