
 
 

 
 

 
 
 

SOUTH EAST PRIMARY CARE PARTNERSHIP 
 

 
June 2002 

 

COMMUNITY HEALTH PLAN 
2002 – 2003 



 

1 

 
 

SOUTH EAST PRIMARY CARE PARTNERSHIP 
 

COMMUNITY HEALTH PLAN 2002-2003 
 
CONTENTS 
 Introduction ..................................................................................................................... 2 
SEPCP - Overview............................................................................................................ 3 
2.1  Priority Health & Wellbeing Issue: Older People................................................  10 

2.2  Priority Health & Wellbeing Issue: Older People................................................. 15 
 
 
Appendix 1: Community & Service Profile 
A1.1  Older People – Community Profile ..................................................................... 21 
A1.2  Older People – Service Profile ............................................................................ 22 
A1.3  Mental Health – Community Profile.................................................................... 24 
A1.4  Mental Health – Service Profile........................................................................... 27 
 
ATTACHMENT 1:  
INTEGRATED DISEASE MANAGEMENT (DIABETES) PROJECT DESIGN 
 
ATTACHMENT 2: 
SEPCP HEALTH PROMOTION PLAN 2002 – 2003 



 

2 

Introduction  
The SEPCP Community Health Plan 2002-03 builds on the work contained in the plan developed in 
2001. This previous plan was an extensive document covering a three-year implementation plan. As 
such the 2002-03 document will utilise much of that information rather than duplicating it here. 
 
The format utilised for the 2002-03 Community Health Plan is based on the template recommended by 
the Department of Human Services. It should be noted that another document will be developed in July 
2002 which will be in a different format and directed at key SEPCP stakeholders other than DHS. As 
such it will not be structured around specific key population groups, as seen in Part 2 of this document, 
but will continue to follow the format commenced last year and utilised in Part 1 of this plan. 
 
It should be noted that the PCP Strategy is a long-term one with many of the outcomes dependent on 
significant change processes both at the organisational and structural levels within the primary health 
care sector.  Considerable time and resource commitments are required from key stakeholders to 
achieve the expected PCP outcomes.  Over the past 12 to 18 months the SEPCP has established a 
range of Working Groups and Task Groups that focus on various aspects of the PCP Strategy.  The 
investment in developing relationships and processes is now beginning to yield positive results, and it is 
expected that more rapid and visible progress can be made during the life of the 2002-03 Community 
Health Plan. 
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SEPCP - OVERVIEW 
 
The South East PCP Area 
The SEPCP comprises the three Local Government Areas of the Cities of Greater Dandenong, City of 
Casey, and the Shire of Cardinia. The South East sub region is an extremely diverse socio-demographic 
area. 
 
The City of Greater Dandenong includes the culturally and linguistically diverse suburban and industrial 
centres of Springvale and Dandenong, with an increasing ageing population and age related illness and 
conditions.  The City of Greater Dandenong has significant social and economic disadvantage as 
reflected in the Social Health Research Report. 
 
The City of Casey has experienced rapid growth in recent years, resulting in the establishment of new 
housing estates and increased numbers of young families. This rapid and high level of growth is 
projected to continue until at least mid century. Several communities within the City of Casey have 
limited health and welfare services, shops, schools and recreational facilities.  Geographic and social 
isolation are also priority issues within the City of Casey with the lack of transport links, economic 
disadvantage and isolated pockets of culturally and linguistically diverse groups. 
 
The Shire of Cardinia is geographically a comparatively a large rural area that includes a number of 
small townships and a relatively small but increasing population. This is particularly the case around 
Pakenham and Beaconsfield where there is rapid and increasing housing development. One of the key 
issues in the Shire of Cardinia is the lack of emergency services and the lowest ratio of GPs per 
population in Victoria. Geographic and social isolation is also a priority issue and is associated with large 
distances between outlying communities, lack of transport links, economic disadvantage and lack of 
infrastructure to support community participation and recreation. 
 
 
Strategic Objectives 
The South East Primary Care Partnership (SEPCP) has been established as a voluntary alliance of 
agencies providing primary care services in the South East sub-region of Melbourne, comprising the 
municipalities of Cardinia, Casey and Greater Dandenong. 
 
The Partnership members are committed to incrementally develop and implement a new working 
arrangement within the South East area to achieve a more strategic and systematic approach to 
population health improvement and the integrated provision of Primary Care services.   This new 
working relationship builds on the strengths of the current South East primary care service system(s) 
and fosters a collaborative approach. 
 
The Memorandum of Understanding signed by each partner establishes an agreement between local 
government and primary health and community support providers to develop and improve both the 
service system and the health and well being of people living within the South East area. 
 
SEPCP Vision and Objectives 
In 2000 SEPCP decided to adopt as its vision to achieve Primary Care service delivery and planning 
which is: 
 
• Client Focussed 
• Accessible 
• Simplified 
• Flexible 
• Integrated 
• Empowering for consumers / clients 
 
In support of this vision SEPCP member agencies have agreed for the three year period 2001-2004 to 
work towards the development of a strong integrated primary health and community support system that 
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has, as its primary focus, the improvement of the health status and quality of life of the population 
through reducing burden of disease, ill health, disability and dependence. 
This will be achieved through a primary health and community support system that: 
• Is client focussed; 
• Is accessible and responsive to the needs of individual consumers; 
• Maximises consumer independence; 
• Undertakes comprehensive and systematic health care planning; 
• Recognises that priority setting and purchasing should be based on comprehensive planning, best 

available evidence and on criteria that are open to public scrutiny and debate; 
• Maximises the use of resources through targeting and reducing duplication; 
• Is flexible in delivery to accommodate the range and extent of consumer service requirements; 
• Recognises itself as a part of a broader service system that requires effective interface 

arrangements, and is linked through effective processes to that broader service system; 
encourages and facilitates collaboration between and contribution by providers, clients, carers 
and the community at all levels to facilitate continuity of care; 

• Recognises the importance and increases the utilisation of population health interventions; 
strengthens infrastructure and capacity; 

• Incorporates evaluation and continuous improvement as an integral feature; and 
• Identifies research, teaching and training as an integral activity. 
 

Community Health Plan Development 

Each Primary Care Partnership (PCP), of which there are 32 across Victoria, is charged with working 
with the community and the Department of Human Services to develop and implement Community 
Health Plans. The first of these plans was developed and submitted in June 2001. The extensive work 
that led to the production of these documents covers a three year period with specific emphasis on the 
strategies and expected outcomes for the first year (2001-2002). The Plans identify the priority health 
and well being needs of their communities and describe how the providers in the Partnership are 
working together and with other key stakeholders to respond to these needs, using a social model of 
health.  Putting these plans into effect will: 

• Contribute to the health and well-being of all Victorians and help alleviate the burden of disease. 
• Improve people’s experience of primary care services. 
• Strengthen health promotion and community building. 
• Reduce preventable hospital admissions by responding to the early signs of disease and/or 

people’s need for support. 
• Develop a primary care service system that helps people to get the services they need when 

they need them. 
 
Community Health Plans will become a key tool for negotiating and implementing change in the primary 
care sector.  The Plans will not only document and guide the actions of PCPs - but importantly - inspire 
further collaboration and improvements to the health and well-being of Victorians. 
 
It should be noted that this document is still linked to the broader discussions outlined in the three year 
plan submitted last year. 
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Part 1: ACHIEVEMENTS 
The first section of this document deals with achievements made by the SEPCP in the year ending 30 
June 2002. They are listed in accordance with the key result areas identified in the Community Health 
Plan 2001-02. 
 
Partnerships 
Committee of Management 
The Committee of Management has achieved consistent membership and representation with a high 
level of commitment by agencies and their representatives. This has resulted in development into a 
mature committee which is now clearly focussed on issues of a strategic nature. 
 
Significant breakthroughs have been made in engaging extra agencies in particular through the inclusion 
of Bunurong Medical Centre/Dandenong Aboriginal Cooperative in the Committee of Management 
through Ms Lois Atkinson-Farrant, Centre Manager, and Youhorn Chea representing the Cambodian 
Association of Victoria. The Committee of Management had been very keen to engage smaller agencies 
such as these and both representatives have a strong background of involvement within their 
communities and will further enhance the committee. 
 
Community Engagement 
SEPCP has established a Community Reference Group with representatives from across the three 
municipalities. This group has met regularly since September 2001 and has formed a cohesive group. 
Their main tasks initially were to establish themselves as an effective group and to undertake work on 
developing a draft charter of rights and responsibilities – a task they completed in April 2002 after 
significant discussion (including consumer focus groups held in June-July 2001). This piece of work will 
now be reviewed by the Committee of Management and then distributed to agencies throughout the sub-
region for consideration as a template for those agencies who do not currently have their own charter, or 
where further work is necessary to comply with the issues identified by consumers and carers through 
the consultation process. 
 
In December 2001 the Community Reference Group (CRG) nominated two representatives to the 
Committee of Management. Sally Bailey, CRG Chair, and Heather Williams, CRG Deputy Chair, have 
filled this representative role since that time. 
 
GP Participation 
SEPCP continues to develop its relationship with the Divisions of General Practice. The relationship with 
the Dandenong District Division of General Practice (DDDGP) continues to strengthen. A very close 
relationship has developed with Dr Larry Osborne taking on the role of Deputy Chair of the Committee of 
Management with continued strong support from Ms Anne Peek, Chief Executive Officer of DDDGP. 
DDDGP also play a significant role in the Integrated Disease Management (IDM) Diabetes Project with a 
representative sitting on the project’s Steering Committee. Different GPs are also represented on each 
of the Action Group established for the IDM Project, in recognition of the fact that GPs are key 
individuals in the implementation of the IDM model. GPs are currently being orientated to the project as 
consumers are being recruited from 11 June 2002, with a pilot of education elements developed for the 
project scheduled to begin 3 July 2002. The DDDGP is also supporting the IDM Project through 
committing funds to support the sustainability of an element of the model: Diabetes Coordination and 
Assessment Service.  
 
GPs have also been included in both Service Coordination projects. HDG Consulting are meeting with 
representatives of DDDGP as part of the engagement strategy for the BATS Model, and a special forum 
for GPs was arranged by Infoxchange through DDDGP as part of the information gathering element of 
the Service Directory project in June 2002. 
 
Several co-hosted education sessions for GPs were held in November 2001 and March 2002 around 
EPC Items and Diabetes Best Practice. Further sessions on Dual Diagnosis are currently under 
development. These sessions have been linked with CME points as incentive. 
Another important element of the relationship building with DDDGP has been the location of the IDM 
Project staff in DDDGP’s office. Ailsa Gregory has been seconded from DDDGP as Project Officer on 
the project, whilst Christine Crosbie, appointed Project Manager in March 2002, is also housed there. 
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Graeme Fletcher is also seconded from DDDGP and has among his portfolios GP Engagement for 
SEPCP. 
Unfortunately this year it has not been possible to further develop SEPCP’s relationship with Sherbrooke 
Pakenham Division of GPs due to their internal focus with the impending merger with Yarra Ranges 
Division of GPs. Despite this, SEPCP includes SPDGP in all communication and will reestablish a 
greater level of engagement once the merger is complete. It should also be noted that many GPs have 
membership to more than one Division and therefore many GPs in SPDGP catchment will still be 
engaged through DDDGP. 
 
SEPCP is actively involved in the work to establish a Primary Mental Health Team. Peter Waters, 
SEPCP Committee of Management Chairman, and Graeme Fletcher, SEPCP Project Officer, are both 
active participants in the steering committee.  Other PCP Partners represented on the Steering 
Committee include both Divisions of General Practice and Southern Health (Community Health). 
 
Service Coordination 
SEPCP took part in the statewide pilot of the service coordination tools in November 2001. This trial was 
coordinated by Laraine Jones, during her six month secondment as Project Officer: Service 
Coordination, and was centred around the Shire of Cardinia. This trial occurred simultaneously with the 
trial of a draft PPPS (Practices, Processes, Protocols and Systems) model developed by the Service 
Coordination Work Group. Feedback from agencies involved in the tools pilot was fed back to the 
statewide evaluators and has been included in the work which led to the first generation tools that were 
launched in June 2002. 
 
The inability to find a replacement Service Coordination project officer led to a period of relative inactivity 
for Service Coordination, although it should be noted that the representatives of the various agencies 
participating in the Service Coordination Work Group have remained interested and committed to further 
developing the work undertaken in the pilots. Delays in decisions regarding Information Management by 
DHS also hindered progress. 
 
Service Coordination Project 
HDG Consulting were engaged in March 2002 to further develop the Service Coordination model for 
SEPCP. HDG had worked for the Department of Human Services on the statewide pilot and it was felt 
they had an intimate knowledge of the service system and would therefore be of great value in assisting 
agencies to review their PPPS work. HDG were also contracted by Southern Health to review intake 
processes for Greater Dandenong Community Health Service, work which would tie in very well with the 
work being undertaken for SEPCP. 
 
By end of June 2002 HDG had attended staff meetings at all agencies included in Stage 1 of the Service 
Coordination model for SEPCP. These meetings were co-hosted with the manager of the service or 
services as some agencies chose to share the meeting with like agencies, eg MECWA Cardinia Care 
attended the same meeting as Shire of Cardinia staff. 
 
The steering group formed to assist HDG with the roll out of the work agreed that agencies to be 
included in Stage 1 of the model development would be those agencies in the sub-region which were 
included in the following DHS program areas: Community Health, Aged Care Assessment Program, 
Home and Community Care, Alcohol and Drug Services, Mental Health. These program areas are in line 
with those recommended by DHS. Representatives of both Divisions of General Practice are also 
included, however apart from the IDM Project work it has been decided not to include individual General 
Practitioners at this stage. 
 
As noted above, Service Coordination is an integral part of the IDM Project, but will be discussed in 
detail in the separate section dedicated to IDM. 
 
 
Service Directory Project 
The development of a Service Directory has been the other major component of Service Coordination 
activity for SEPCP this year. Initially representatives of SEPCP met with representatives of the three 
other PCPs in the Southern Metropolitan Region (SMR) for discussions about developing a region-wide 
project; however on further investigation the SEPCP Committee of Management decided that given the 
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work already performed by Infoxchange Australia with Southern Health, DHS and other PCPs that the 
best solution for member agencies would be to contract Infoxchange to undertake this project. 
Infoxchange have already assisted 13 PCPs with development of a local web portal utilising one of a 
number of standard templates, however SEPCP is the first to contract them to meet with local service 
providers to ensure that they all have opportunity to input into the design of the SEPCP website – the 
portal to the service directory. During June 2002 information sessions and discussions will be held by 
Infoxchange across all three LGAs. These ‘live’ demonstrations will show various options and features, 
and then service providers and agencies will be given opportunity to provide input into the way the 
website will look, and what features clinicians wish to have present. A separate session has been 
arranged for GPs through the Dandenong District Division of General Practice, to ensure that their input 
is received, and likewise, a session has been arranged with SEPCP’s Community Reference Group. 
These sessions will all take place in June 2002 with a report compiled in the first week in July 2002. A 
temporary website will be available in the interim but the official SEPCP website with links to the 
statewide service directory will be available from 26 July 2002. 
 
Activity at this stage is focussed on development of the electronic service directory, but once complete 
there will be further discussion regarding meeting the need for information for those service providers 
and consumers who do not have ready access to the world wide web. This will be a major focus of work 
for 2002-03. 
 
Discussions are still underway to identify ways to work collaboratively with the other SMR PCPs on 
further Information Management projects. 
 
 
Health Promotion 
Initial Health Promotion activities were focussed on the IDM Project, ie Diabetes. Early work involved 
reviewing the cultural appropriateness of information provided to members of the Vietnamese 
community with Diabetes, as the initial focus of the IDM Project was Gestational Diabetes in the 
Vietnamese Community. With the change in focus of the IDM Project, the Health Promotion Work Group 
then concentrated their efforts on the two priority areas that they had set for 2001-02, namely frail aged, 
and mental health. Two task groups were formed to advance these priority areas.  
 
Frail aged 
A project is currently underway with the three local governments in the South East sub-region to address 
one of the main problems facing the frail aged – falls prevention. Carolyn Marshall, Secure Seniors 
Coordinator for City of Greater Dandenong has been contracted to facilitate ‘train-the-trainer’ programs 
in the three municipalities. This program is targeted at leaders of community groups within the 
municipalities and will ensure a consistent program across the sub-region which is sustainable, as it will 
also facilitate training of staff at all three municipalities to ensure that further programs can be run on a 
regular basis to continue training the community in risk identification and hazard prevention. Carolyn’s 
work is based on the successful program run by the Inner South East Partnership in Community and 
Health. 
 
Mental Health 
A forum has been arranged for July 2002 to advance work on mental health issues. It is proposed that 
activity in this area will be focussed on the establishment of self help groups.   This provides an 
opportunity for close interrelation between consumers/the community and service providers, 
acknowledging the significant role of carers and the responsibility of service providers to facilitate and 
support consumer, carer and community oriented health management strategies.  The introductory 
forum targets service providers in mental health, community health and other community based 
organisations such as Neighbourhood Houses, with the intention of promoting both conceptual 
constructs of self help and examples of effective practice.  Through the SEPCP Health Promotion 
budget, ‘start-up’ grants will be available through a range of agencies to initiate self help activities. 
 
Integrated Disease Management (Diabetes) Project 
The IDM project underwent a complex initial life which saw the project run behind time in terms of 
implementation. The main reasons for this were lack of clarity around the target population(s) for the 
project and lack of adequate resources to advance the project. 
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The initial target population proposed in the original submission for this project was Gestational Diabetes 
in the Vietnamese community but there was much debate at the Steering Committee established for this 
project as to the level of need for further primary care services in this relatively small target population. 
Further investigation revealed that despite some gaps in service provision the level of service provided 
overall was good. It was noted that any gaps were more related to internal decisions for Southern Health 
as these women were referred to Monash Medical Centre for specialist management and therefore not 
an appropriate focus for a Primary Care Partnership project. 
 
With agreement between key stakeholders to change the focus of the project to newly diagnosed Type 2 
Diabetes significant progress has been made in the last six months. 
 
A self-management model has been developed and will be implemented over three sites: Casey 
Community Health Service (the existing Diabetes service at Doveton), introduction of a new service at 
Greater Dandenong Community Health Service (Dandenong), and further into the project development 
of a service at Cranbourne Integrated Care Centre. Staff for the new service in Dandenong are due to 
commence employment in August 2002 under a joint agreement between SEPCP and Southern Health. 
 
Action groups have been established for the three main components of the project: Service Redesign, 
Health Promotion, and Physical Activity. These action groups are multidisciplinary with GP and 
consumer representatives, and a Consumer Reference Group with a specific Diabetes focus has also 
been established (ie distinct from the SEPCP Community Reference Group). GP interest in the project is 
generally high at this stage, and indeed patients have already been recruited for a pilot of the education 
program set to commence at Greater Dandenong Community Health Service (Dandenong) the first week 
in July 2002. The GP is the key point of referral into the SEPCP IDM Model. 
 
A separate project design for the SEPCP IDM Project was submitted to the Department of Human 
Services on 14 July 2002 and is included as Attachment 1. 
 
Reduction in Avoidable Hospital Admissions 
There was much debate initially about the inclusion of a deliverable such as “An increased focus on the 
reduction of avoidable hospital admissions” however SEPCP has worked with Southern Health to 
identify possible interventions. The IDM Project is certainly seen as one initiative which can bring about 
a reduction in admissions through promoting self-management, better educating about monitoring and 
control, greater understanding of complications, together with increased physical activity and well being. 
 
Peter Waters, SEPCP Committee of Management Chairman, represents SEPCP on Southern Health’s 
Primary Care and Population Health Advisory Committee, and as such was involved in the selection 
process for Southern Health’s Hospital Admissions Risk Program (HARP) submissions. SEPCP also 
facilitated a sub-regional forum to inform agencies about the HARP process and Southern Health’s 
current research into hospital readmissions and Emergency Department presentations. A representative 
of Southern Health’s Strategy and Innovation Department presented, along with Brian Joyce, Director of 
Primary and Community Health, DHS. This forum was a valuable opportunity for smaller agencies to 
identify opportunities to work with Southern Health on future HARP submissions. 
 
Mark Smith, SEPCP Executive Officer, is also participating in the Stakeholder Reference Group for 
Southern Health’s Population Health Information Systems (SPHIS) project which is looking to improve 
the interface between the various databases that collect information at the various agencies to which 
one patient may present, eg acute hospital, community health centre, GP, and RDNS. The ability to 
combine such data sets in a de-identified way will assist in better analysing trends and gaps. Currently 
many of the datasets are not able to interface for collation of information. 
 
Preliminary discussions are already underway with Post-Acute Care and Hospital in the Home at 
Southern Health to build on the relationship with the acute and sub-acute sector. 
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Health Planning 
Further work has been undertaken on breaking down the priority issues identified in the Community 
Health Plan last year: 
� Isolation – Social and Geographic 
� Emerging Populations (Special Needs Groups) 
� Service Appropriateness, Efficacy and Targeting 
� Underlying Socio-Demographic Influences on Health 
 
A planning forum was conducted by SEPCP in early June 2002 with over 60 representatives of agencies 
in attendance. One of the outcomes of this forum was to check with service providers as to the 
appropriateness of priorities identified above. There was general acceptance of these priorities with new 
ideas and activities raised to assist with overcoming these issues. A report of findings from this forum 
will be produced early July/August 2002. 
 
The South East District Planning Group, a group of agencies in the South East sub-region who receive 
HACC (Home and Community Care) funding, has formed a Transport Working Group to undertake 
research and develop strategic responses to improving availability of and access to community transport 
options. Research is already underway regarding this and longer term outcomes such as development 
of a comprehensive ‘Community Transport Program’ are already being proposed. 
 
An informal network of housing workers has recently been developed and this group has the potential to 
affect insecure housing through combining efforts and ideas, for example an expo of health and welfare 
service for managers of rooming houses is planned for July 2002. 
 
An important element of all planning is the underpinning of the Social Model of Health. Several 
awareness sessions were held for health practitioners in 2002 and it is planned to hold further in the 
second half of 2003. 
 
Close liaison between the SEPCP and the Primary Mental Health Team Early Intervention Initiative 
(PMHTEII) has been established through representation on the PMHTEII Steering Group by the SEPCP 
Project Officer and other PCP partners.  Development of the Community Mental Health Plan, a 
requirement of the PMHTEII, has been undertaken as a collaborative exercise to ensure congruence 
with this Community Health Plan and a joint consultation was conducted in June 2002 with 23 
participants from 17 organisations.  The mental health ‘module’ of the operational plan summarises key 
elements of the Community Mental Health Plan, describing key forward planning activities of the Primary 
Mental Health Team and links with other stakeholders. 
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Part 2: OPERATIONAL PLAN 
 
This section of the Community Health Plan is presented as per the format outlined by DHS in the 
Template for 2002-03. It should be noted that this format focuses on key population groups, health and 
wellbeing issues, and current government initiatives. Many of the major projects underway at SEPCP 
are not targeted at particular groups and therefore do not necessarily fit well into such a format. Both 
Service Coordination projects, for example, will be a major focus of activity in 2002-03 but will involve all 
of the groups included in this operational plan. GP and Consumer engagement and participation will also 
be key elements across the spectrum. 
 
The IDM Project will continue to be a key activity for SEPCP and an updated Project Design was 
submitted to DHS on 14 June 2002 (see Attachment 1).  
 
The key groups and issues targeted in this plan are: 
 
• Older People 
• Mental Health 
 
The 2002-2003 Health Promotion Plan is linked closely with these program areas and is presented 
separately. 
 
In order to simplify this document the Community & Service Profiles are presented as Appendix 1.  
These profiles summarise the extensive data that is currently available in other more detailed documents 
prepared by the SEPCP and available to services on request. 
 
2.1 PRIORITY HEALTH & WELLBEING ISSUE:  OLDER PEOPLE AND ISOLATION 
 
2.1.1 Community & Service Profile 

See Appendix 1 

 

2.1.2 Priority Gaps & Issues 
The 2001 SEPCP Community Health Plan identified a range of issues of need within the catchment 
area.  These were categorised in to four broad areas: 

� Social and geographic isolation 

� Emerging populations/special needs groups 

� Service appropriateness, effectiveness and targeting 

� Underlying socio-demographic health influences 

Subsequent consultation and liaison with service providers (including the sub-Regional HACC District 
Planning Group) identified social and geographic isolation as a major over-arching issue, with 
implications in each of the other areas.  The high proportion of older people in the catchment area (and 
the large projected increase in numbers of older people in the community) has been noted as a 
significant factor in all areas of service planning in the sub-Region. 

At all levels of Government the trend in aged care policy over recent years has been to encourage older 
people to maintain independence and continue living in the community.  This raises a range of social, 
economic and environmental factors that will effect service development and delivery.  As noted in the 
Shire of Cardinia Aged Services Policy: 

“ Significant increases in the number of dependent people requiring additional support to 
remain in their homes will be experienced.  Demand for medical, pharmaceutical and 
other health related services will also increase significantly. 

Ease of access to these and other services used regularly, including access to shops, will 
increase the demand for local and community transport services able to respond to the 
needs of a frailer population.  More older people…will rely heavily on private vehicles, 
including (beyond) the time when they can drive safely. 
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Demand for home care services can be expected to increase…A significantly higher 
proportion of older people can be expected to be living alone, without support,…which will 
add pressure on these services.  The number of older people on low incomes will 
reinforce this service demand, as private alternatives will not be available to (many) older 
residents.”1 

With these issues in mind, an SEPCP Service Planning Work Group developed a broad framework for 
considering integrated approaches to service planning and development with a focus on older people 
and social isolation (figure 1). 

To maintain congruence with the social model of health, this framework is based on the principle that 
strategic responses need to occur both at the service provider level and from actions initiated within the 
community.  This concept underpins links between the integrated service planning and health promotion 
components of this Community Health Plan. 

The framework also recognises that the profile of the demographic would cover a range of older people, 
from those who may be experiencing or at high risk of social isolation through to those who are able to 
participate fully in their communities.  This has also helped to inform the health promotion component of 
SEPCP activities, with particular reference to peer training programs for falls prevention and promoting 
self help as a physical and mental health management strategy. 

Liaison and consultation with service providers during the past year helped to identify four broad areas 
for further action, relevant to older people and isolation.  These are: 

� Social connectedness   (incl. marginalised groups) 
� Physical & mental health 
� Personal safety 
� Culturally & linguistically diverse groups 

 
Figure 1:   BROAD FRAMEWORK FOR INTEGRATED SERVICE PLANNING AND DEVELOPMENT – OLDER PEOPLE/ISOLATION 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                      
1 pp 4-5, Shire of Cardinia Aged Services Policy, October 2001. 

 
Community 

 
Service 
Providers 

Vulnerable older people           Independent older people 
(eg. frail, reclusive) (eg. well, or have capacity to utilise 

existing services as required) 

Social connectedness   (incl. marginalised groups) 

Personal safety 

Physical & mental health 

Culturally & linguistically diverse groups 

To increase the number of older people who are able to either function 
independently in the community, or who are able to readily utilise existing 
social and service opportunities. 

OBJECTIVE(S) 
 
 
 
STRATEGIC 
RESPONSES 
 
 
 
TARGET PROFILE 
 
 
 
UNDERPINNING 
ISSUES & AREAS 
FOR FURTHER 
ACTION 
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In conjunction with the South East District Planning Group (HACC) and others, initial collaborative 
planning action has commenced regarding several of these issues.   

a) Social Connectedness  
i) Transport 
The HACC District Planning Group (DPG) has established a transport working group to undertake 
research and develop strategic responses to improving availability of and access to community transport 
options.  Other relevant research and action has been identified in the Shire of Cardinia Municipal Health 
Plan 2001-2006, with short-term recommendations to advocate for improved public transport services 
and review public policy regarding provision of out-reach health services.  Longer-term actions proposed 
include development of a comprehensive ‘Community Transport Program’ that includes increasing the 
availability of buses/vehicles for older people to attend recreational, health and support services.  Casey 
Community Health Service has also undertaken to support community advocacy to improve public and 
volunteer-based transport options that will enhance service access for older people (Casey CHS 
Prevention and Health Promotion Program Operational Plan 2001-2002). 

ii) Insecure Housing 
Since the establishment of the South East Advocacy Service, an informal network of housing workers 
has been developed.  This network, although still in its formative stage, has potential to significantly 
enhance health service delivery or access to residents living in insecure housing (eg. caravan parks, 
supported residential services, rooming houses, etc). 

As an initial activity, members of the network are planning an ‘expo’ of health and welfare services (July 
2002) targeting managers of rooming houses.  The aim of the expo is to ensure that managers are 
aware of services available to residents and are able to either access those services or advise residents 
of their availability. 

Informal links have been made with individual workers in other key housing services in the area 
(Hanover, WAYSS).  Further steps will be taken to engage more strategically with these organisations to 
promote the objectives of the SEPCP, particularly in regard to key service coordination and health 
promotion initiatives. 

iii) Social Supports 
The HACC District Planning Group held a ‘needs and priorities’ workshop in June 2002, where a number 
of issues related to respite services were identified.  It is important to note that respite is not limited to 
aged care, and has significant requirements regarding services in the disability area. 

Key concerns identified related to respite and proposed actions include: 

• the need to investigate flexible respite options to address difficulties in delivering after hours respite 
due to funding limitations; and 

• provide ethno-specific carer support groups (brokerage for respite). 

Findings of consultations conducted by the Carer Respite Centre (Southern Region) note that further 
action is required regarding support for carers of the frail aged, people with mental illness and people 
with disability and carers from non-English speaking backgrounds.  Particular issues include limited 
access to or availability of services due to cost of services, transport access issues and limitations on 
service provision due to funding restraints. 

A more detailed outline of the HACC District Planning Group is available but, in summary, further action 
will be undertaken to: 
• increase resources for linkages packages; 
• seek increased funding for volunteer coordination; 
• consider establishment of training funds to assist with backfill; 
• review delivery models for allied health services; 
• increase availability of culturally appropriate meals, and enhance links between HACC services and 

CALD groups; 
• establish flexible funding and service delivery models for people in insecure housing; and 
• seek increased funding for carer support groups for ATSI community. 
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b) Personal Safety 
Personal safety for older people is an issue of concern within each of the three SEPCP local government 
areas.  Actions initiated to date include establishment of a Secure Seniors program by the City of 
Greater Dandenong that addresses a number of relevant areas of home safety through regular ‘Health & 
Safety Expos’.  A similar expo has been conducted by the Cardinia Falls Prevention Network (an 
affiliation of workers from Cardinia Community Health, Shire Council, Sherbrooke & Pakenham Division 
of General Practice and District Nursing).  These expos have successfully promoted available services 
and home/personal aids.  The Dandenong project also promotes other initiatives, such as the “Safe 
Shop” program established through association with Victoria Police and through distribution of a “Home 
and Street Safety Kit”. 

All local governments recognise that environmental safety is an issue for older people, particularly 
around factors such as stable footpaths and lighting in public places.  A recent initiative aimed at 
increasing physical activity by older people in a safe and secure environment has been the introduction 
of early morning indoor shopping centre walks, led by an allied health professional, at Cranbourne 
Shopping Centre.  Casey Community Health Service, Casey City Council and Dandenong District 
Division of General Practice have established this program, in association with shopping centre 
management. 

Falls prevention has been identified as a key priority across the SEPCP catchment area, with a range of 
service providers addressing the issue in a variety of ways.  Public education has been undertaken as 
part of the “Health & Safety Expos” described previously (including a “Safe Living” expo held by Kingston 
Centre and community theatre events conducted in the City of Casey).  Professional development 
activities have also been conducted through the Divisions of General Practice, encouraging GPs to 
promote physical exercise.  The Community Health Centres provide a number of programs aimed at 
increasing gentle exercise and strength development, and ‘Falls Prevention Clinics’ are conducted at 
Kingston Centre and Dandenong and Casey CHSs.  Individual risk factor assessment and management 
programs are being conducted within the context of Aged Care Assessment Teams, RDNS and GP 
health assessments and care plans. 

It is an aim of the SEPCP in the next 12 months to increase collaborative strategies between service 
providers and establish a more consistent approach to falls prevention across the three municipalities.   

A first step in this process has been to establish a health promotion (falls prevention) task group, that 
has developed a program of ‘train-the-trainer’ activities for older people/volunteers, with the aim of 
increasing public awareness of the issue.  The City of Greater Dandenong Secure Seniors Coordinator 
has been engaged on a short-term basis by the SEPCP to conduct these programs in the Shire of 
Cardinia and City of Casey. 

c) Physical & Mental Health 
Physical health issues for older people are extensive and diverse, with considerable resources both 
required and provided to address them.  It is not within the scope of this plan to address the gamut of 
issues, but to focus on a number of key factors and highlight potential for further collaboration between 
partners. 

General Practitioners are a major provider of health care to older people.  The Divisions of General 
Practice have been actively promoting recently introduced Commonwealth initiatives (Medical Benefits 
Scheme) that encourage annual health assessments, care planning and case conferencing for older 
people, as well as having carriage for a range of initiatives including home medication reviews (in 
conjunction with accredited community pharmacists).  Specific application of the MBS items will be 
conducted through the IDM (Diabetes) Program, and other opportunities will be sought for GP 
engagement using these items, particularly in relation to chronic disease initiatives.  This will also involve 
further development and implementation of SEPCP Service Coordination activities. 

Community Health Services are also major providers of services to this group.  Service mapping 
undertaken regarding falls prevention identified a range of programs targeting physical activity and 
strength training for older people.  An unsuccessful Foothold on Safety submission prepared by the 
SEPCP identified potential collaborative activities between service providers across the SEPCP 
catchment area.  Further efforts will be made to attract funding that enables key elements of that 
submission to proceed. 
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Issues related to older people and mental health are described within the Community Mental Health 
Plan, summarised in this document. 
 
d) Cultural Diversity 
Cultural diversity is a key sub-regional feature, particularly in the City of Greater Dandenong and 
increasingly in the City of Casey.  Participation by the South Eastern Region Migrant Resource Centre 
(MRC) in SEPCP activities and a range of other local government and network service development 
initiatives, and cultural sensitivity and awareness of service providers, ensures that access to services to 
CALD communities remains highlighted as a priority for service delivery. 

However, the breadth of CALD communities within the sub-region continues to raise problems of service 
provision and access due to the limitations of funding and resources to help services be responsive to 
high levels of need.   

A key component of SEPCP activities in the next 12 months will be to work closely with the MRC and 
other agencies and community groups to advocate for improved funding and resources to enhance 
services for CALD communities. 
 
Table 1: PROGRAM LOGIC – OLDER PEOPLE. 
 
Outcome Goals 
Older people are able to either function independently in the community, or are able to readily utilise 
existing social and service opportunities. 
Impact Objectives Process Aims 

� Improved linkages between sector-wide and intersectoral 
services (eg networks). 

� Increase service provider awareness of community 
needs/demographics through provision of up-to-date data, 
via SEPCP website and local government social planning 
units. 

 � Support and promote sector-wide and intersectoral 
networks. 
� Support and promote management level interaction. 

 � Support HACC DPG Transport Working Group in further 
research and advocacy particularly re: 

− Public transport infrastructure 

− Community transport solutions 

− Volunteer services 

 � SEPCP facilitates joint submissions 

 � Advocacy to encourage flexibility in service boundaries (esp. 
community health). 
� Advocacy to encourage flexibility in service agreements 

(esp. to enable more health promotion, as distinct from 
direct service delivery) 

� SEPCP Service Coordination processes result in improved 
awareness of and access to services. 

� Service directory established and promoted, initially to 
service providers (IT based), including GPs. 

 � Service coordination tools provide basis for establishing 
consistent health assessment/care planning/case 
management, with particular emphasis on GP engagement 
and linking MBS items (info ‘kit’ and training through 
Divisions of GP). 

 � Improved opportunities for small agencies and non-HACC 
services to engage in SEPCP initiatives. 

� Health promotion activities support peer training and self-
help, with input from a range of service providers. 

� Establish integrated health promotion activities, especially 
re: peer education (falls prevention) and self-help programs. 

 � Other ‘issues-based’ integrated health promotion activities 
established as collaborative initiatives. 

 � Further workforce development undertaken, especially 
regarding health promotion in the context of the social 
model of health. 
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2.2 PRIORITY HEALTH & WELLBEING ISSUE:  MENTAL HEALTH 
 

2.2.1 Community & Service Profile 
See Appendix 1 

 
2.2.2 Priority Gaps & Issues 
The Community Mental Health Plan represents an early contribution to addressing the mental health 
needs of the community.  While based upon imperfect information, it nonetheless adopts a strong basis 
for asserting that the mental health needs of the community cannot, and should not, be considered the 
realm of specialist psychiatric services, or indeed only in partnership with primary health services.   

Available data indicates strongly that community mental health is substantially determined by socio-
economic factors and by social connectedness.  Whether the focus is on the needs of those with mental 
illness and consequent disability, or on a broader population of people with mental health problems, the 
need to ameliorate socio-economic circumstance is important. 

The Community Mental Health Plan places some emphasis on embedding the issues of community 
mental health in the continuing awareness of key service providers.  Community mental health planning 
will increasingly seek to incorporate policy makers and agencies that have not traditionally contributed in 
an active way to the mental health of communities.  This will commence during 2002 with local 
government, and move rapidly towards inclusion of those associated with housing, employment and 
education. 

Subsequent planning will seek to engage directly with communities of interest and with service 
organisations, clubs and informal support structures to determine opportunities for community capacity 
building and community and individual resilience.  

Specific issues that have been identified through development of the SEPCP 2001 Community Health 
Plan, local government Municipal Public Health Plans and further consultation undertaken in association 
with development of the Outer South East Community Mental Health Plan include: 

• The catchment area has a significant population growth that is expected to continue over the next 
two decades and will increase the absolute number of people with mental disorders living in the 
catchment. This growth is focused on Cardinia and Casey. Issues associated with young people are 
apparent and are expected to increase as the large numbers of young children in the catchment 
area reach teenage years over the next decade. This is coupled with significant projected growth in 
the numbers of older persons living in the catchment area (across all LGAs). Adequate resources 
will be required both now and in the future for significant impact to be applied to the burden of 
disease associated with mental disorders. 

• Specifically identified areas of need associated with the implications of the growth corridor that 
encompasses Cardinia and Casey and the relative absence of infrastructure will require both 
attention from service providers and effort in respect of community development. 

• The relatively low numbers of General Practitioners in Cardinia and Casey, and private psychiatrists 
throughout represents a considerable concern for the catchment area. 

• Variability in the rate of servicing of clients by public mental health services may represent an issue 
of concern. Collaborative exploration and strategic planning regarding this issue is required. 

• Issues of poor community self-image impact upon community mental health and are not readily 
addressed by service intervention alone. Activities focussing on community building are to be 
encouraged. 

 
 
Emerging Issues for DHS 
The South East PMHEII Steering Committee is unanimous in its concern regarding the numerous 
geographical boundary issues being confronted in the PMHEII catchment. These include: 
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• Adult Mental Health Services boundaries do not match those of CAMHS. 

• Parts of the AMHS catchment (eg Langwarrin, Carrum Downs) relate more readily to services 
provided from Frankston/Mornington Peninsula than they do to the South East. 

• Community Health Services do not match those of Adult Mental Health Services. 

 
 
Strategic Objectives 
The strategic objectives of the Community Mental Health Plan are formulated on a social health 
approach to the mental health needs of the community.  Acknowledgment is made of the strong 
research correlation studies that provide indication of the determinants of mental ill health and of the 
contribution of social conditions to the burden of mental disorders.  Both should be considered in any 
community mental health plan. 

The strategic objectives of the Community Mental Health Plan also take into account the environment 
within which these objectives are to be met.  Acknowledgment is given to other planning processes in 
place in the Area, in particular, Municipal Health Planning and Community Health Planning.  The 
Community Mental Health Plan sits alongside other planning processes in adopting the strengths and 
opportunities inherent in the community of interest as well as seeking to mutually address the barriers 
and limitations to achieving objectives.  

The strategic objectives are described in this plan in relation to the five domains of community mental 
health planning, namely, promotion, prevention, early intervention, treatment, and continuing care.  They 
cover general objectives for enhancing population mental health as well as specific objectives for 
children and adolescents, adults, the aged, and special needs groups.  Where applicable, collaborative 
opportunities are identified. The strategic objectives include those of the Primary Mental Health and 
Early Intervention Initiative (PMHEII) where the PMHEII can make a substantial contribution to 
achievement of the overall strategic objectives of the Community Mental Health Plan. 
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Figure 2: MAP OF PROGRAM LOGIC – COMMUNITY MENTAL HEALTH PLAN 
 
Process (2002-2003)      Impacts        Outcomes 

 

Formulation of issue specific work groups/projects 
through the SEPCP. 

Increased mental health literacy among: 
• Young people and parents. 
• Socio-economically disadvantaged 

communities. 
• Formal and informal carers. 
• Service providers and GPs in particular. Improved mental health of 

the community. 

Provision of targeted mental health information 
and resourcing. 

Increased awareness of mental health issues 
through local conferences, events, workshops, 
forums.  

Incorporation of mental health consideration 
into the policies and activities of all key service 
providers. 

Provision of training and support in recognition 
and response to first line service providers, and 
initially to GPs.  

Identification of the critical pathways taken by 
people with mental disorders when access to 
primary health care is otherwise limited. 

Reduced burden of disease 
related to mental disorders. Increased competence among service 

providers in the areas of: 
• Early identification of first-episode 

psychosis, depression and anxiety. 
• Provision of effective evidence-based 

treatment. 

Available resources targeted towards those 
representing the greatest burden of disease. 

Increased collaboration between the full range 
of service providers. 

Clarification and coordination of targeted effort 
between public mental health services, PDSS and 
other key agencies. 
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TABLE 2:  STRATEGIC FRAMEWORK FOR THE COMMUNITY MENTAL HEALTH PLAN 
 
 STRATEGIC OBJECTIVES STRATEGIES 
  PMHEI TEAM OTHER 
General • Maintaining mental health as a priority for SEPCP Health 

Promotion activities. 
• Development of a coordinated and coherent approach by 

SEPCP partners, particularly through local government 
population health planning activities, to identify and address the 
primary environmental determinants of mental health problems. 

• Improvement in early identification of psychosis and depression 
among service providers. 

• Improvement in provision of effective treatment to people with 
mental disorders. 

• Incorporation of a continuing care approach that recognises and 
addresses the social and economic disadvantages for recovery.  

 
 
 
 
 
 
 
 
 

• Establish a formal linkage between the SH 
AMHS, PMHEI team and the SEPCP Health 
Promotion (Mental Health) Task Group. 

• PMHEI team will support the work of the AMHS 
in responding to early psychosis. 

• PMHEI team will work with the SEPCP Health 
Promotion Task Group to facilitate promotional 
activities and identification of mental health 
literacy opportunities among primary health 
providers. 

• PMHEI team will engage strategically with GPs 
and the CHCs to enhance early identification of 
psychosis and depression. 

• PMHEI team will engage strategically with GPs 
and the CHCs to encourage evidence-based 
treatment practices. 

• SEPCP Health Promotion (Mental Health) 
Task Group will review the range of 
promotional activities being undertaken in 
the South East. The Task Group will liaise 
with the PMHEII Steering Committee and 
aim to include a broader range of agency 
representation, including from local 
government and SH Mental Health 
Program. 

• SEPCP Health Promotion (Mental Health) 
Task Group will identify opportunities for 
improving mental health literacy among 
service providers. 

• SEPCP will facilitate coordination of effort 
between services including local 
government. 

• SEPCP partners will contribute to planning 
and development of responses to the 
mental health needs of the community, 
including formulation of a framework for 
incorporating a socio-economic approach to 
the continuing care of people with mental 
disorders. 

 
Child and 
Adolescent 

• Creation of a framework for a coherent and coordinated 
approach to mental health literacy among children and 
adolescents and parents through the education system and 
service provider networks. 

• Improvement of recognition of the prodromal signs of early 
onset psychosis among GPs. 

• Application of evidence-based best practice in prescribing of 
medications by GPs to people with early psychosis. 

• Coordination of effort between Southern CAMHS and Adult 
Mental Health Services around the needs of people with first-
onset psychosis. 

• Review and analysis of the contact rates for children and 
adolescent clients of public psychiatric services. 

• PMHEI team will engage strategically with GPs, 
CHCs and Southern CAMHS to promote 
improved recognition of prodromal signs of early 
onset psychosis. 

• PMHEI team will engage strategically with GPs, 
Southern CAMHS and Adult Mental Health 
Services to encourage evidence-based best 
practice prescribing of medications to people 
with early psychosis. 

• SEPCP Health Promotion (Mental Health) 
Task Group will identify opportunities for 
improving mental health literacy among 
children and adolescents and parents 
through the education system and the 
social welfare system. 

• Southern CAMHS and Adult Mental Health 
Services will review and revise existing 
linkage protocols. 

• Southern CAMHS will investigate the rate of 
client contact with public psychiatric 
services 
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TABLE 2 (CONTINUED): STRATEGIC FRAMEWORK FOR THE COMMUNITY MENTAL HEALTH PLAN 
 
 STRATEGIC OBJECTIVES STRATEGIES 
  PMHEI TEAM OTHER 
Adult • Identification, encouragement and full utilisation of existing 

national and state mental health promotion activities and 
opportunities at the local level. 

• Prevention of the burden of disability among people with mental 
disorders. 

• Improvement in recognition of symptoms of psychosis and 
depression among GPs. 

• Improvement in opportunities for people with enduring 
disabilities to receive evidence-based effective continuing care. 

• Review and analysis of the contact rates for adult clients of 
public mental health services. 

 

• PMHEI team will engage strategically with GPs, 
CHCs and Adult Mental Health Services to 
promote improved recognition of symptoms of 
psychosis and depression. 

• SEPCP Health Promotion (Mental Health) 
Task Group will identify opportunities for 
improving mental health literacy among 
adults. 

• SEPCP partners will support exploration of 
effective social health and psychosocial 
rehabilitation approaches for addressing the 
range of disability support needs. 

• Southern Health Mental Health Program will 
investigate the rate of client contact with 
public psychiatric services. 

Aged • Formulation of a framework for a coherent and coordinated 
approach to mental health literacy among formal caregivers. 
Specifically include CALD-background carers. 

• Improvement in recognition by GPs of symptoms of depression 
and anxiety. 

• Improvement of access to a range of effective treatment options 
for older people with depression. 

• Review and analysis of the contact rates for aged clients of 
public mental health services. 

 

• PMHEI team will engage strategically with GPs 
and Aged Persons Mental Health Services to 
promote improved recognition of symptoms of 
depression and anxiety. 

• PMHEI team will develop protocols with Aged 
Persons Mental Health Services that enhance 
the range of effective treatment options for older 
people with depression identified by GPs. 

• SEPCP Health Promotion (Mental Health) 
Task Group will identify opportunities for 
improving mental health literacy among 
formal caregivers, including carers from 
CALD backgrounds. 

• Aged Persons Mental Health Services will 
investigate the rate of client contact with 
public psychiatric services. 

Special Needs • Formulation of a framework for a coherent and coordinated 
approach to mental health literacy among carers of people with 
a mental illness through the SEPCP Health Promotion (Mental 
Health) Task Group.  

• Ensuring the adoption by the public mental health system of 
advice to consumers and carers about the early warning signs 
of relapse. 

• Prevention of the burden of disability among people with mental 
disorders who also have drug and alcohol issues as a 
comorbidity 

• PMHEI team will act to facilitate the involvement 
of public mental health service representation in 
the activities of the SEPCP Health Promotion 
(Mental Health) Task Group targeted at 
improvement of mental health literacy. 

• PMHEI team will engage strategically with GPs, 
CHCs, Adult Mental Health Services and D&A 
agencies to promote improved recognition of 
symptoms of mental illness and D&A 
comorbidity. 

• SEPCP Health Promotion (Mental Health) 
Task Group will identify opportunities for 
improving mental health literacy among 
formal carers. 

• Southern Health Mental Health Program will 
review its procedures to ensure that 
consumers and carers are consistently 
advised about the early warning signs of 
relapse. 
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APPENDIX 1: COMMUNITY & SERVICE PROFILE 
 
A1.1 Older People – Community Profile 
The City of Greater Dandenong is often described as having an “ageing population”, meaning that the 
proportion of older people living within the City is increasing in comparison to other age groups.  In 
contrast, the City of Casey has a rapidly increasing population of predominantly younger people (ie. 
young families) so, while the actual number of older people is increasing, the proportion compared with 
other age groups is relatively static. Parts of the Shire of Cardinia have similar growth characteristics as 
Casey, but overall the proportion of older people is increasing particularly in the smaller rural townships 
within the Shire. 
 
Table A1: Population Projections 2001 – 2011 by LGA by Age for all Persons (60 years +) 

(% of Population/ projected number) 
 

LGA Cardinia Casey Greater Dandenong 

 2001 2006 2011 2001 2006 2011 2001 2006 2011 

60-64 3.8 
(1,677) 

4.7 
(2,218) 

6.0 
(3,239) 

2.8 
(4,837) 

3.4 
(6,918) 

4.4 
(9,964) 

4.3 
(5,698) 

5.0 
(6,622) 

5.8 
(7,722) 

65-69 2.9 
(1,280) 

3.5 
(1,652) 

4.3 
(2,321) 

2.2 
(3,801) 

2.4 
(4,883) 

3.1 
(7,020) 

3.8 
(5,036) 

4.0 
(5,297) 

4.6 
(6,124) 

70-74 2.7 
(1,192) 

2.7 
(1,274) 

3.2 
(1,727) 

1.9 
(3,282) 

1.9 
(3,866) 

2.2 
(4,982) 

3.1 
(4,108) 

3.3 
(4,370) 

3.4 
(4,526) 

75-79 1.9 
(838) 

2.1 
(991) 

2.1 
(1,134) 

1.4 
(2,419) 

1.6 
(3,256) 

1.7 
(3,850) 

2.5 
(3,313) 

2.6 
(3,443) 

2.7 
(3,595) 

80-84 1.2 
(530) 

1.5 
(708) 

1.8 
(972) 

0.7 
(1,209) 

1.0 
(2,035) 

1.2 
(2,717) 

1.5 
(1,988) 

1.9 
(2,516) 

2.0 
(2,663) 

85-89 0.7 
(309) 

0.7 
(330) 

1.0 
(540) 

0.4 
(691) 

0.4 
(814) 

0.6 
(1,359) 

0.8 
(1,060) 

1.0 
(1,324) 

1.3 
(1,731) 

90+ 0.4 
(177) 

0.4 
(189) 

0.5 
(270) 

0.2 
(346) 

0.2 
(407) 

0.2 
(453) 

0.4 
(530) 

0.5 
(662) 

0.6 
(799) 

Total 13.6 
(6,003) 

15.6 
(7,362) 

18.9 
(10,203) 

9.6 
(16,585) 

10.9 
(22,179) 

13.4 
(30,344) 

16.4 
(21,733) 

18.3 
(24,234) 

20.4 
(27,160) 

  Source: Department of Infrastructure, Victoria in Future 1996 – 2021 
 
In all three LGAs there is expected to be a significant increase in the number of people over the age of 
60 years in the next decade.  Overall, this is seen as approximately a 4-5% increase as a percentage of 
total population.  In Casey, where a rapid population increase will continue, an additional 14,000 
residents will be over the age of 60 while Cardinia and Greater Dandenong will experience increases of 
about 4,000 and 5,500 respectively. 
 
Table A2: Health Care Card, Pension and Disability Support Benefits -  
 No of recipients x LGA (% of LGA population) 
 

LGA Health Care 
Cardholder 

Disability 
Support Aged Pension Carers Pension 

Cardinia 3,756 (8.5%) 1,727 (3.9%) 2,979 (6.8%) 114 (0.3%) 

Casey 14,462 (8.4%) 3,828 (2.2%) 9,235 (5.3%) 383 (0.2%) 

Greater 
Dandenong 18,406 (13.9%) 5,180 (3.9%) 13,406 (10.1%) 447 (0.3%) 

Source:  Centrelink. Data Reference Period: As at Mar-99 for health care cardholder, Jun-00 for pensions and benefits. (nb.  Figures 
extrapolated from DHS SMR recipients as percentage of Regional population and ABS 2001 population figures). 
 

Based on these figures (which are indicative only) approximately 50% of people over the age of 60 in the 
Shire of Cardinia are in receipt of an aged pension.  This proportion is higher in the City of Casey (56%) 
and considerably higher in the City of Greater Dandenong (62%).  This suggests that there is a lower 
proportion of self-funded retirees in Greater Dandenong than the other municipalities. 
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Unique factors for Municipalities 
Culturally & Linguistically Diverse Older People in Greater Dandenong 
Of residents in Greater Dandenong aged 65 years or more, 47% were born in non-English-speaking 
countries.  The largest groups include those from Italy (7.6%), Vietnam (4.1%) and Sri Lanka (3.5%). 
During the next decade the proportion of overseas-born residents aged 65+ will rise with the ageing of 
those presently in their middle age.  During this period, the proportion of older residents from Bosnia, 
Serbia, Croatia and Greece is expected to rise.  

Half of all residents and two-thirds of those aged 65+ speak a language other than English at home. 
Among non-English-speaking residents aged 65+, the languages most commonly spoken at home 
include Italian (7.7%), Chinese languages (4.2%), Vietnamese (3.2%), Greek (2.5%), German, French or 
Polish (2.2% each).  Nearly two-thirds (61%) of those aged 75+ experiencing difficulty in speaking 
English.2  

Rural Issues in Cardinia 
The ARIA score for Cardinia (0.9) is an indicator of the rural nature of the Shire, and can be used to 
support concerns in the area that distance and transport issues are major barriers to service access. 
ARIA measures remoteness by determining the distance required to travel to centres of various sizes.  
The population size of centres is used as a proxy for service availability, and the road distance between 
centres as indicator of access to service.  A higher value of ARIA indicates higher remoteness. (n.b. the 
ARIA scores for Dandenong and Casey are 0.1 and 0.2 respectively).3  The Shire of Cardinia Aged 
Services Policy notes that “much of the population growth will occur in the urban growth corridor 
between Upper Beaconsfield and Pakenham. However there will be significant numbers of older people 
in the smaller towns and on farming properties.” 4 

Casey – Population Growth and Geographic Diversity 
As already noted, the rapid population growth in the City of Casey will have a significant impact on the 
nature of the community over the next decade and beyond.  A high proportion of this growth will be 
centred on new estates around the ‘urban fringe’ (such as Fountain Gate/Narre Warren and 
Cranbourne).  However, the municipality covers an area of 395 square kilometres, and includes twenty 
three suburbs and townships in an area noted for its geographic diversity that includes urban and rural 
areas and extends from the Dandenong Ranges in the north to Westernport Bay in the south. 

 
A1.2 Older People – Service Profile 
The service profile contained herein is limited to details of HACC services provided in the SEPCP 
catchment area.  A detailed overview of services currently available to older people in the three local 
government areas has been documented in a separate paper, Health Issues and Service Development 
for Older People, available from the SEPCP office.  Services listed include those available through 
Community Health Services, Local Government programs, District Nursing, HACC providers, 
Community & Aged Care Packages, Supported Residential Services, Aged Hostels, Nursing Homes, 
Community Transport and ‘social, cultural & recreational activities for over 55s’ (elderly citizen’s groups).  
The services listed are those included in the InfoXchange directory, which provides a comprehensive 
database.   

Some additional information has been gathered from a number of key organisations with more detail 
regarding client numbers and program descriptions.  It must be acknowledged that there is considerable 
difficulty in obtaining specific data related to client numbers due to variations in the nature of programs 
conducted and methods of recording data by agencies.  In particular, most agencies were only able to 
provide estimates of client numbers (or ‘reach’) with regard to social support programs such as day 
activities or auspiced older person’s groups. 

 
 

                                                      
2 http://www.greaterdandenong.com/infopage.  (Australian Bureau of Statistics data) 
3 Data for ARIA based on Occasional paper series No. 6, Commonwealth Department of Health & Aged Care, 1999. 
4 P3, Shire of Cardinia Aged Services Policy, October 2001. 
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Table A3:  Number of people receiving HACC services by LGA – July-Sept 2001 5 
 

LGA Postcode Frequency* Percent 
Greater Dandenong 3171 386 7.6 

 3172 296 5.8 
 3173 235 4.6 
 3174 652 12.9 
 3175 1078 21.3 

Sub total  2647 52.2 
Casey 3177 246 4.9 

 3802 167 3.3 
 3803 78 1.5 
 3804 42 .8 
 3805 316 6.2 
 3806 411 8.1 
 3975 3 .1 
 3976 172 3.4 
 3977 518 10.2 
 3978 13 .3 
 3980 37 .7 

Sub total  2003 39.5 
Cardinia 3782 48 .9 

 3807 17 .3 
 3808 12 .2 
 3809 7 .1 
 3810 218 4.3 
 3812 18 .4 
 3815 14 .3 
 3981 80 1.6 

Sub total  414 8.1 
Total  5064 100.0 

*  Frequency = number of individuals receiving HACC services.  Individuals may be 
receiving more than one service. 

 
Department of Human Services HACC Minimum Data Set (MDS) statistics (Table A3) provide an 
indication of the number of people receiving HACC services within the SEPCP catchment.  The highest 
proportion of services are provided to residents in the City of Greater Dandenong (52.2% of all 
recipients).  The highest proportion of recipients of HACC services are aged pensioners (45.5% - HACC 
MDS).  There would appear to be a correlation between the higher level of service provision within 
Greater Dandenong and the high representation of older people within the municipality.   
 

                                                      
5  Source: HACC Minimum Data Set July – Sept 2001, Coordinated & Home Care Unit, Department of Human Services, February 2002. 

NB: Approximately 80% of all HACC clients were reported in this collection period. 
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Table A4:  Type and hours of service provided in SEPCP catchment 
 

Service Type Total Hrs of 
Service 

Home Care 25,911 
Volunteer Social Support 3,614 
Nursing Care at Home 7,261 
Nursing Care at Centre 214 
Allied Health at Home 778 
Allied Health at Centre 688 
Personal Care 19,473 
Planned Activity Group Core 11,599 
Planned Activity Group High 2,769 
Delivered Meals at Home 27,148 
Delivered Meals at Centre 78 
Respite Home and Community 7,928 
Respite Overnight 105 
Assessment 2,088 
Property Maintenance 1,315 
Counselling, Information & Advocacy 5,548 

Total 116,517 
Source:  HACC Minimum Data Set July – Sept 2001, Coordinated & Home  

Care Unit, Department of Human Services, February 2002. 
 
 
A1.3 Mental Health – Community Profile 
 
Detailed community profile data is provided in the South East Community Mental Health Plan, including 
demographic data and socio-economic indicators, sourced from ABS Census, Centrelink, Department of 
Infrastructure and other Commonwealth, State and Local government publications.   
 
Burden of Disease 
The Department of Human Services Burden of Disease Study6 provides a method of assessing the 
impact of health issues within the community.  This is measured in terms of ‘disability adjusted life years’ 
(DALYs) which is the sum of years of life lost due to disability and years lived with disability.  DALYs are 
regarded as a measure of the burden of disease in a population. 

Mental health disorders are grouped generically and include substance abuse disorders, schizophrenia, 
depression, anxiety disorders, eating disorders and childhood conditions including attention deficit 
hyperactive disorder.  As a grouping mental health disorders rate as the third highest issue for DALYs, 
(excluding ‘other’).  It is significant to note that mental health disorders are ranked very high in terms of 
years lived with disability (YLD) due to prolonged and sometimes severe impact on a person’s life.  
Mental health disorders are not generally identified as a cause of premature death and rate lower in 
terms of years of life lost (YLL). 

The Burden of Disease Study notes that: 

“ Disease burden resulting from mental disorders is an important cause of DALYs for adolescents 
and young adults.  Conditions such as substance abuse, depression, and anxiety disorders 
contribute to the peak in rates of burden in this age group which departs from the incidence pattern of 
most other major diseases.  Schizophrenia is a classic example of chronic disorders with many years 
of disability, commencing in early adult life….Both genders experience similar rates of burden, but 
different conditions contribute to that rate.  Males experience higher rates of burden than females, 
due to childhood disorders and substance abuse/dependence, while the reverse is true of anxiety 
disorders and depression, which occur at higher rates in females.” 7 

                                                      
6 Southern Metropolitan Burden of Disease  Study: Mortality & Morbidity, Dept of Human Services/Southern Health Care Network, 2000 
7 Ibid.  p19. 
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The Burden of Disease Study further notes that “mental disorders are responsible for seven of the top 20 
causes of YLD in females and eight for males”. 8  Depression is recognised as the highest cause of 
morbidity in males and females.  The City of Greater Dandenong has the highest rate of YLDs due to 
mental illness in the Southern Metropolitan Region. 

Table A5:  Burden of Disease Data – Mental Disorder 
 

 City of Greater 
Dandenong City of Casey Shire of Cardinia Victorian Average 

Disability Adjusted 
Life Years (DALY) 

male – 21.70 
female – 21.60 

male - 17.20 
female - 18.14 

male - 16.43 
female - 17.77 

male - 18.20 
female - 18.70 

Years Lived With 
Disability (YLD) 

male – 19.67 
female – 20.51 

male – 16.02 
female – 17.60 

male – 15.27 
female – 17.03 

male – 16.32 
female – 17.70 

socioeconomic 
index for areas 

1 = most 
disadvantaged 

5 = least 
disadvantaged 

Dandenong – 1 
Balance of  
LGA – 1 

Berwick - 4 
Cranbourne – 2 

Hallam – 2 
South – 3 

North – 4 
Pakenham – 3 

South – 2 
 

 

Source: Southern Metropolitan Burden of Disease  Study - DHS/Southern Health Care Network, 2000 

 
Table A5: Burden of Disease Data – Mental Disorder clearly indicates that the burden of disease (mental 
disorder) is of significance within the three local government areas, with the City of Greater Dandenong 
experiencing higher DALYs and YLDs than the State average.  Of all health issues included in the 
Burden of Disease data mental disorders account for 9% (Cardinia), 21% (Casey) and 17 % (Greater 
Dandenong) of overall Disability Adjusted Life Years (DALYs), with Intentional Injuries accounting for 
around a further 3% of overall DALYs in each municipality. 

Depression ranks second (Casey) and third (Cardinia, Greater Dandenong) in overall DALY rankings 
and is the leading DALY rank by a mental illness.  Alcohol abuse/dependency and suicide are 
respectively either the second or third highest overall mental health DALY rankings. 

 
Social and economic indicators 
The causes of mental illness are complex and numerous, but there is a range of factors that may be 
influential in the higher burden of disease rates in Greater Dandenong.  The VicHealth Mental Health 
Promotion Framework emphasises that: 

“There is clear evidence indicating that social, economic and environmental conditions have 
significant impact on mental health, with people from low socioeconomic backgrounds 
experiencing poorer health and wellbeing than those in other groups (Wilkinson & Marmot 1998; 
Kaplan & Lynch 1997; Secker 1997; Silva 1998; Syme 1996).  This is supported by data from the 
ABS 1997 which showed that both men and women who were unemployed reported poorer 
mental health than those employed full-time.  The ABS also found that Australians who lived in 
households with an income in the lowest 30% reported poorer mental health than those who lived 
in households with an income in the highest 30%.”9 

The socioeconomic indices for the sub-region (see Table 2: Health Care Card, Pension and Disability 
Support Benefits; Table 6: Unemployment rate, Accessibility/Remoteness Index of Australia (ARIA) *and 
Index of Relative Socio-Economic Disadvantage) provide an indication of social and economic conditions 
that could contribute to the higher burden of disease (mental disorder) in Greater Dandenong.  Further, 
the relatively higher incidence of mental illness in the City of Greater Dandenong may be a reflection of 
the high culturally and linguistically diverse (CALD) population living in the city.  The VicHealth Mental 
Health Promotion Framework notes that: 

                                                      
8 Ibid. p29 
9 Victorian Health Promotion Foundation, Mental Health Promotion Framework, 1999. p9  
*  ARIA measures remoteness by determining the distance required to travel to centres of various sizes.  The population size of centres is used 

as a proxy for service availability, and the road distance between centres as indicator of access to service.  A higher value of ARIA 
indicates higher remoteness.  Data for ARIA based on Occasional paper series No. 6, Commonwealth Department of Health & Aged Care, 
1999. 

**  One of the Socio-Economic Index for Area (SEIFA) indices that shows the relative socio-economic disadvantage of an area based on a 
collection of variables including income, education, occupation, family structure and ethnicity. The index generally has a range between 
800 and 1200 (95%CI). The higher values indicate less disadvantage and lower values indicate greater disadvantage. SEIFA, 1996 ABS. 
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“An emerging body of literature refers to the poor mental health status of those who are new 
arrivals to Australia.  Research indicates that those from refugee-like situations experience high 
rates of mental illness, in particular post-traumatic stress disorder, anxiety and depressive 
disorders, that well exceed the rates in the general population (Silove 1994; Simpson 1993).”10 

The City of Greater Dandenong has a high proportion of culturally and linguistically diverse residents, 
with people from around 140 countries of birth within the municipality.  Some of the larger CALD 
communities include those from Vietnam (8.1% of the population), Sri Lanka (3.3%) and Italy (2.5%).  
More recent Department of Immigration information notes that there has been a significant influx of 
people from world ‘trouble spots’, including those from the former Yugoslavia, Bosnia-Herzegovina, 
Croatia, Horn of Africa (Sudan, Ethiopia, Eritrea, Somalia) and Afghanistan11. 

CALD communities of significant size established in the City of Casey include those from Sri Lanka 
(1.7%), Netherlands (1.3) and India (1.2%).  The Shire of Cardinia has a much smaller proportion of 
CALD residents, with the most notable being long-term European migrant groups including those from 
Netherlands (1.5%), Italy (0.9%) and Germany (0.9%). 

Table A6:  Unemployment rate, Accessibility/Remoteness Index of Australia (ARIA) *and Index of Relative Socio-
Economic Disadvantage (IRSED)** 

LGA Unemployment (2000) 
Rate (%) 

ARIA (99) Average 
Score IRSED (96) 

Cardinia 5.0 0.9 1,028 

Casey 5.6 0.2 1,017 
Greater Dandenong 10.1 0.1 921 

 Sources:  Department of Employment, Workplace Relations and Small Business, 2000; Commonwealth Department of Health & Aged Care, 1999; ABS 1996 
SEIFA. 

 
The Victorian Aboriginal and Torres Straits Islander population of the catchment area is numerically 
small (0.3% - 0.4% of the population) and little literature about the health status and needs of the local 
community is available.  However, anecdotal reports from Bunurong Health Service (Dandenong 
Aboriginal Health Service) mental health workers indicate that significant mental health issues for the 
community include mental illness arising from ‘stolen generation’ issues, dual diagnosis/comorbidity 
issues of mental illness and alcohol/substance abuse, and mental health concerns related to domestic 
violence. 
 

                                                      
10 ibid. p8 
11  Source: Recently Arrived Immigrants: Intended or Actual Locality of Settlement, by Country of Origin - August 1996 to June 2001,  

Commonwealth Department of Immigration and Multicultural Affairs 
*  ARIA measures remoteness by determining the distance required to travel to centres of various sizes.  The population size of centres is used 

as a proxy for service availability, and the road distance between centres as indicator of access to service.  A higher value of ARIA 
indicates higher remoteness.  Data for ARIA based on Occasional paper series No. 6, Commonwealth Department of Health & Aged Care, 
1999. 

**  One of the Socio-Economic Index for Area (SEIFA) indices that shows the relative socio-economic disadvantage of an area based on a 
collection of variables including income, education, occupation, family structure and ethnicity. The index generally has a range between 
800 and 1200 (95%CI). The higher values indicate less disadvantage and lower values indicate greater disadvantage. SEIFA, 1996 ABS. 
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A1.4 Mental Health – Service Profile 
 
Service mapping is an ongoing exercise that has been commenced collaboratively by the PMHEII and 
the South East Primary Care Partnership.   A survey of key mental health services in the catchment area 
was undertaken in early 2002 to identify types of services available, client numbers and staffing levels.  
The clear messages from this exercise were that demand for services generally exceeds availability, and 
there is a notable lack of services in the Shire of Cardinia.  It is also evident that data collection is 
inconsistent amongst agencies, particularly in the Community Health Services.  The information included 
here describes the services as at February 2002.  A more comprehensive service profile is included in 
the Community Mental Health Plan.  

 
Service Provider Agencies in the SEPCP catchment 
Southern Health Area Mental Health Services (SHAMHS) 
SHAMHS (formerly Dandenong AMHS) provides a range of inpatient and outreach programs including 
Adult, Child and Adolescent and Aged psychiatric services.  The catchment area includes the Cities of 
Greater Dandenong and Casey and the Shire of Cardinia. 
 

Service/Program Area Annual client numbers Current staffing 
levels 

Comments on perceived service 
development requirements (eg service 

gaps, shortfalls, waiting lists, etc) 

CAMHS (Dandenong and 
Cranbourne) 

129 Dand 
148 Cran 

5.62 YTD Dand 
7.04 YTD Cran 

 

CAT (Dandenong, 
Casey/Cardinia) 

Approx 931 across both 
teams 

21.69 YTD Dan 
19.31 YTD C/C 

Note this EFT is for 3 components: CAT, 
Continuing Care and MST 

Adult In-patient Unit 
25 bed unit * 
22 bed unit * 

24.84 YTD Aca 
26.20 YTD Ban 

Supported Recovery 
Program 20 bed unit * 19.46 YTD 

Community Care Unit 20 bed unit * 17.46 YTD 

Acacia / Banksia – also have high agency 
usage YTD 
 
* all beds consistently full. 

Consultation-Liaison 
Service 2038 contacts YTD 5.48 YTD Client numbers not captured on CMI 

Dual Diagnosis 
Resource Centre No targets set 

4.06 this is 
current month 
EFT 

 

TOTALS 3246 + 151.16  

 
 
 
Eastern Regions Mental Health Association (ERMHA) 
ERMHA is the principle community-based psychiatric disability support service in the sub-region, 
providing services in the Cities of Greater Dandenong and Casey and the Shire of Cardinia.  The service 
has experienced considerable and continuing growth and demand within the last five years.  ERMHA 
provides a range of support services including housing/accommodation and psychosocial programs 
including day programs, group activities, pre-vocational opportunities and social and recreational 
activities.  The Recovery Program is a psychosocial program targeting young people and adults 16 to 24 
years old with early onset or first onset psychosis. 
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ERMHA Service Provision 

Service/Program Area 
Current 
client 

numbers 
Annual client 

numbers 
Current 
staffing 
levels 

Comments on perceived service 
development requirements (eg service 

gaps, shortfalls, waiting lists, etc) 
Outreach and Supported 
Accommodation 
DANDENONG 

68 76 7.1 77 people currently in a waiting pool 

Outreach and Supported 
Accommodation 
BERWICK 

45 50 5 36 people currently in a waiting pool 

Psychosocial Rehabilitation Day 
Program 
DANDENONG 

70 80 4.9 
45 people currently in a waiting pool and 
more than 60 people per annum accessing 
the service on a “drop in” basis.  

Psychosocial Rehabilitation Day 
Program 
BERWICK 

45 53 3.8 38 People currently in a waiting pool 

Recovery Program 15 15 2 Between 5-12 people annually waiting for 
a service  

LINX Intensive Support Program 31 37 13.5 Average of 7 people at any time waiting for 
a service 

LINX Assertive Outreach Program 16 
41 Registered 

270 Casual 
311 in Total 

2.8 No waiting pool or waiting list kept.  

Totals 290 622 39.1 EFT Over 200 people waiting for a service at 
any given time 

 
 
 
Community Health Services 
Three Southern Health Community Health Services operate in the subregion, servicing each of the three 
local government areas.  Generic counselling services are offered in each service, along with a variety of 
specialised or co-located services such as drug and alcohol counselling, problem gambling services, 
domestic violence and sexual assault counselling services. 

Greater Dandenong CHS (Dandenong/Springvale) Community Health Services 

Service/Program Area Current client 
numbers 

Annual 
client 
numbers 

Current 
staffing 
levels 

Comments on perceived service 
development requirements (eg service 
gaps, shortfalls, waiting lists, etc) 

Crisis and Support 
Counselling Data not available at this time 

Drug and Alcohol Counselling See SEADS table 

Youth Counselling Data not available at this time 
Gambler’s Help, Problem 
Gambling Service See Gambler’s Help table 

Individual, Relationship and 
Family Counselling Data not available at this time 

TOTALS     
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Casey CHS (Cranbourne, Doveton, Berwick) Community Health Services 

Service/Program Area Current client 
numbers 

Annual 
client 

numbers 

Current 
staffing 
levels 

Comments on perceived service 
development requirements (eg service 

gaps, shortfalls, waiting lists, etc) 

Counselling Services 

(Oct-Dec 2001) 
North Casey 
227 referrals – 
114 seen by 
CHS 
counsellors, 
113 referred to 
other services. 

  

Major presenting issue – depression,: 
followed by relationship issues, DV, 
Anxiety, Grief, CSA. 
(Often occurring together) 
Some additional DHS funding in North 
Casey (Berwick, Doveton) for domestic 
violence. 
North Casey waiting list - 4-8 weeks 
South Casey – 13 weeks. 

Youth Counselling    

No specific youth counselling service 
currently available (due to recent 
resignation) – young people seen by 
generalist counsellors 

Gambler’s Help, Problem 
Gambling Service See Gambler’s Help table North Casey -3 days per week ; South 

Casey – 2 days 

Sexual Assault Counselling     

Available from generalist counsellors at 
North Casey; specialist service (SECASA) 
co-located at Cranbourne Integrated Care 
Centre. 

Alcohol and Drug Counselling 
(SEADS Outreach) See SEADs table Adult and youth counselling available at 

Cranbourne, Doveton, Berwick 

Support Groups    

Post Natal Depression – Cranbourne. 
Female survivors of CSA – Berwick. 
Male survivors of CSA  – Doveton 
Survivors of DV –  Doveton 

TOTALS 114   ¼ ly figure only 
 
Cardinia CHS (Pakenham, Cockatoo, Bunyip) Community Health Services 

Service/Program Area 
Current 
client 

numbers 

Annual 
client 

numbers 

Current 
staffing 
levels 

Comments on perceived service 
development requirements (eg service 

gaps, shortfalls, waiting lists, etc) 

Counselling Service 60 240 1.9 a 
No adolescent/school-focussed service. 
Waiting lists up to 3-4 weeks at times. 
a comprises 3 p/t staff 

Gambler’s Help, Problem 
Gambling Service 10 26 0.8 

Worker on indefinite leave.  Has attended 
Pakenham as required – service under-
utilised. 

Drug and Alcohol Counselling 
(SEADS) 12 48 0.2 Could easily increase to 0.4-0.6.  Requires 

additional promotion and staffing. 

Palliative Care 10 30 as 
required 

Service provided by South East Palliative 
Care 

TOTALS 92 344 2.9  
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South East Alcohol and Drug Service (SEADS - Southern Health) 
SEADS has recently co-located to the Greater Dandenong Community Health Service site, and provides 
outreach/co-located services in the other sub-regional CHSs.  The service provides individual or group 
counselling for clients with drug or alcohol problems and for family members and friends.  Other services 
include drug and alcohol education programs, withdrawal programs, supported accommodation (youth) 
and outreach programs (young people, Aboriginal). 
 

Service/Program Area 
Current 
client 

numbers 

Annual 
client 

numbers 

Current 
staffing 
levels 

Comments on perceived service 
development requirements (eg service 

gaps, shortfalls, waiting lists, etc) 

Alcohol and drug counselling 200 1029 8.5 EFT 

4.0 FT DHS funded for adults 
1.5 EFT DHS funded for youth 
remainder ‘forensic’ – funded by brokerage 
Gaps – difficult to adequately service 
Casey and Cardinia due to lack of 
resources. 

 
 
Victorian Foundation for Survivors of Torture 
The Foundation is a state-wide organisation that includes a centre based in Springvale (Springvale 
Community Aid and Advice Bureau) that provides counselling and settlement support services across 
the south east of Melbourne, including Greater Dandenong, Casey and Cardinia, as well as the Cities of 
Monash, Kingston and Frankston. 
 
Data is not available by LGA, but the majority of clients (estimated at around 75%) are from the City of 
Greater Dandenong with small numbers from Casey.  Clients include refugees from a number of 
countries – predominantly the Former Yugoslav Republic (particularly Bosnia), Iraq, Iran, Afghanistan 
and the Horn of Africa (particularly southern Sudan), and asylum seekers from East Timor and Sri 
Lanka. 
 

Service/Program Area 
Annual 
client 

numbers 

Current 
staffing 
levels 

Comments on perceived service development 
requirements (eg service gaps, shortfalls, waiting 

lists, etc) 
Long term counselling and support 160 8.0 EFT 

Short term counselling/early intervention 400 2.8 EFT 

EFT comprises 14 counselling staff.  Long term 
counselling figure for referrals only.  Estimated that as 
many additional people are seen through client family. 

Group work 100  8-10 groups conducted each year 

Totals 660 10.8  
 
 
South East Centre Against Sexual Assault (SECASA) 
SECASA is an outreach service which provides crisis care, counselling, assistance, information, referral, 
advocacy, court support, group work and support for male and female children, young people and adults 
who are victims or survivors of sexual assault and for non-offending members of their families, their 
partners and friends.  A twenty-four-hour crisis line is available. SECASA is auspiced by Southern 
Health, with counselling services located in each of the three CHSs, as well as a youth focussed service 
located at the VISY Cares integrated youth service in Dandenong. 
 

Service/Program Area 
Annual 
client 

numbers 

Current 
staffing 
levels 

Comments on perceived service 
development requirements (eg service gaps, 

shortfalls, waiting lists, etc) 
Cranbourne (Casey CHS) 
Pakenham (Cardinia CHS) 
Dandenong (Gr Dandenong CHS) 

2 EFT 
0.4 EFT 
7 EFT 

Southern Sexual Abuse sexual 
counselling (VISY) 3.8 

Male survivors counselling service 
(Cranbourne) 

1600 

0.4 

Service demand is very high in all 3 
municipalities.  Service provision limited by 
funding/resource availability. 

TOTALS 1600 9.8  
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Gambler’s Help 
This service is co-located within the three Community Health Service site, and provides financial 
counselling and short term counselling and support for people experiencing problem gambling and their 
families.  The service addresses a range of mental health issues that effect their client group.  It is 
estimated that up to 80% of clients are experiencing depression and this group reports elevated suicidal 
ideation/attempts.   

Service/Program Area Annual client 
numbers* 

Current 
staffing 
levels 

Comments on perceived service development 
requirements (eg service gaps, shortfalls, waiting 

lists, etc) 

Problem gambling counselling 
Cardinia: 5 
Casey: 134 
Dandenong 105 

5.0 EFT 

Financial counselling Data not included 2.2 EFT 

Casey – service uptake rates variable, lower than 
expected based on population – possible service 
access issues? 
CoGD – busy but not as busy as expected.  Some 
CALD specific funding, but limited to single 
nationalities (ie Vietnamese). 
High drop out rate – within 2 sessions….crisis 
oriented. 

Totals  7.2  
* new registrations in 2001 calendar year.   

 

 

 


