-'-

s (ommunlty H*ealth

o
¥R ¥
wnla
=
i
C

i 5 —— == ._.._ -
¥ e i W R PN R oA T TR v = x
Y e e e

e

=| i I:.='r 11

'H‘.-' 1.E5]
i'l.l#'-
- |
B ) &

.-
-.-| h-.lfr
.

BANYUE - R 1 T’u i

T
&
&
%
L
| &
&
F]

i



Table of Contents

Vision:

Mission:

Values:

Our cover
features artwork from

A community that
values fairness,
health and
wellbeing

Banyule Community
Health will provide
health and
community services
that are accessible
and relevant to the
needs of our
community. We do
this by working

together with trust .
and respect. Our services, Our groups

Respect Carer Support Network
Excellence Clinic Nurse
Partnerships

Community Choir
Leadership Community Health Nursing
Dietetics

Emergency Relief

Family & Reproductive Rights
Program (FARREP)

Financial Counselling
Gambler's Help
General Counselling

HARP program: Chronic
Disease Management Program

HARP program: North East
Diabetes Service

HARP program: Community
Link - Rapid Response

Health For Life

participants of the parents Intake

involved in our early years Medical Service
programs. Standing in the

foreground is Stan and Sharon, Men’s Shed
whose stories are featured on Men'’s Lunch

page 10.

BANYULE Community Health

Needle & Syringe Program
Neighbourhood Renewal
NEODAS (Drug & Alcohol)
Community Midwifery Service
Dental Services

Northern Region Home &
Community Care Dietetic
Services

Personal Support Service -
Migrant Resource Centre

Occupational Therapy
Olympic Adult Education

Paediatric Occupational
Therapy

Pharmacotherapy
Physiotherapy
Podiatry

Somali Men's Planned Activity
Group (PAG)

Speech Pathology
WorkHealth Checks Program




Dear Member

The past year has been an eventful
period in the history of our health
care system, with the biggest
changes to the health system since
Medibank (Medicare) was introduced.

Banyule Community Health
participated in the discussions around
structures which would deliver better
health outcomes within the spirit of
the new Commonwealth health
agenda to communities located in
the Northern Region of metropolitan
Melbourne. Our active participation
was to ensure that when the
timetable for the reforms was due,
Banyule Community Health would be
at the forefront of the roll out with
the hope that positive benefits over a
period of time will be delivered to this
community. The heralded reform was
by and large welcomed due to the
current fragmented state of primary
health care, however, we believe that
the reform initiative did not go far
enough. For Community Health
Centres it would mean that
responsibility for their funding

would revert to the Commonwealth

via a structure called Medicare Locals
or primary health care organisations,
signifying no significant change in
the short term in the manner we

]
-

.

provide services or programs to our
community. Whatever the outcome
we are confident of the place
community health will play will
continue to be crucial.

We believe the reforrm committee
did not lend itself time to examine
the critical issues facing health
reform in this country; issues such as
bridging the health gap that still
exists today by encouraging equity of
treatment and access, promoting
civic activism around health and
wellbeing and strengthening an
integrated approach to achieving
good health for all.

The content of the BCH Quality of
Care & Annual Report demonstrates
that our work is built on the
principles that we say were missing
from the health debate. We work to
ensure that the community’s voice is
always present and heard in the
development of our services and
programs. However, we are not alone
and nor can we do this alone; we
work with other organisations who
share our values, purpose and vision
for an equal and just society. The
partnerships, sharing of resources
and pushing the boundaries of
health are critical to BCH having the
most impact on the current

inequalities in health that exist in our
community.

Through this strategy we believe that
we will in the long term succeed in
achieving our vision resulting in a
positive and healthy effect on
individuals, families, neighbourhoods
and communities and on a global
level through our work in the Somali
Region of Ethiopia.

We hope you appreciate this report.
We are very proud of the work
undertaken by everyone associated
with Banyule Community Health;
volunteers, Board Directors and staff
in the pursuit of our strategic vision,
a vision that is built around you at its
core. We thank you for your
continued support and look forward
to embarking on the journey of
health reform whatever shape or
form that it takes.

Jim Pasinis

Chief Executive Officer

Melinda Brooks
Chairperson

/
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About the

Quality of Care Report

Banyule Community Health produced
its first Quality of Care report in 2007.
Since then we have been working on
continuously improving the report as
we seek to better inform the
community about how our service is
operating.

In undertaking this task we are faced
with a number of challenges. Firstly,
we need to balance the information
needs of a wide audience that
includes our consumers, local
community, staff and the agencies
that fund our services. To create this
balance, we aim to demonstrate the
quality of our services through
personal stories and experiences that

the individual can relate to. We also
aim to provide statistical data that
provides evidence of our
performance and that meets the
reporting obligations of the
Department of Health.

Secondly, we need to reach as much
of our local community as possible.
This means that year on year we have
been increasing the number of
report copies printed and expanding
the number of distribution points
with the support of our partner
agencies. We also make the report
available in an electronic format for
people with internet access. This
year we will be printing 1800 copies

of the report. We will mail a copy to
each member of the health service,
and will make the report available at
local libraries, maternal and child
health centres and local schools. Our
report is also available for download
on the internet at the Banyule
Community Health website:
www.bchs.org.au This year we will
seek to reduce our environmental
impact and promote the electronic
report better through local free
press.

Consumer group

The Quality of Care Report consumer
group has a central role in
developing this report. Some
members of the group have been
with us from the beginning and
bring that experience with them to
our discussions and decision-making
about the report. We gratefully
acknowledge the contribution of all
members of the Quality of Care
consumer group:

Alan Pearce
Geoff Smith
Maggie Ryan
Joan Griffiths
Julie Watson

2 BANYULE Community Health

Feedback on the 2009
Quality of Care Report

Banyule Community Health was again
short-listed for a Public Health Award
for Excellence in reporting on quality
and safety in health care. We have
been short-listed each year since
developing our first report in 2007.
Each year we review and act on
feedback received from all sources in
our efforts to continuously improve
our reporting. In 2009, we received
13 responses from clients and
community members via our tear-out
form contained in this report. We
received 3 responses via our
SurveyMonkey survey linked to the
report on our website. All
respondents reported that the report
was easy to read and interesting.

“l picked up a copy at the local
library. It’s the first I've seen and it
really increased my understanding
of what BCHS does, and my respect
for your work”

“Great job to you and all staff
there! This years reports are very
good, and its nice to know how
people are doing in the
community. My son is a client and
we’re thankful to be able to go
somewhere close to home where

o

he feels safe and easy access of
getting to BCH centre.”

“Can you please make available on
e-mail (paper-free option) - this
saves much paper.”

The Department of Health also
provides us with feedback and
suggested incorporating more
information on outcomes and
effectiveness.

In response to all feedback, in 2010
we will:

e promote the electronic version of
our report more widely

= increase the size of the font used in
the report and

= incorporate suggestions provided to
improve the content of the report.




— Participation

"Thank you for all
the effort you put
into the walking
group. | think

it's really
important to have
such a group. It's a
motivating way to
keep exercising
after having a
baby"

(Participant)

Pram
walking group

Banyule Community Health welcomes
and encourages community members
to get involved in program and
organisational levels of the agency as
well as in their individual care. This
allows us to work in partnership with
our local community to provide high
quality care and programs.

We have developed a framework and
community participation action plan
to assist us to strengthen and
recognising all the wonderful ways
community members currently
participate at Banyule Community
Health. It also contains new ways to
improve and implement participation
across all aspects of the agency. The
agency acknowledges there are a
number of ways people are able to
participate and values each of these
equally. This can range from
providing information and feedback
right through to delegation and
control. Our community participation

working group has chosen the
following areas of focus:

e Human Resources
e Communication
e Planning

* Governance

Individual Care

Internal processes across the agency
are important to ensure we facilitate,
encourage and support community
participation. In one of our key focus
areas, Human Resources, we are
currently developing ways consumers
can be involved in recruitment and
interviewing processes along with
ensuring the agency employs staff
who are committed to community
participation in health care. We have
also established two consumer
representative positions on the Client
Services and Staffing Committee.
These initiatives increase opportunities

for the community to have a voice in
decision making within the agency.

Through the implementation of
our existing and new community
participation initiatives, Banyule
Community Health has been able
to implement 100% of the eight
strategies specified in the
Department of Health’s “Doing it
with us, not for us” Policy.

/
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Local school children start the day
the right way with a healthy
breakfast. Olympic Village Primary
School provides free breakfast
foods every Thursday morning to
students. Research has shown that
children who eat breakfast are
more likely to have a better
attention span and an increased
ability to learn. It has also been
reported students have improved
attendance and improved
behaviour, compared to children

Pictured, Rayhana Kobi, Prep with
sisters Mavjana and Afraa, Grade 6

j “’Y O Moy
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A Prep student’s drawing of the
breakfast program

that skip breakfast.

The Olympic Village Breakfast
program emerged from
discussions in 2009 between the
school Chaplin and Banyule
Community Health to trial a
breakfast program for all students,
particularly those who didn’t eat
before coming to school. The idea
was endorsed by the School
Principal who, with the support of
Banyule Community Health,
assisted volunteers to provide
breakfast for children once a week.
Since that time parents and
grandparents of the school
community have provided
breakfast to between 35 to 40
students on a weekly basis prior to
school starting. This is
approximately 50 percent of the
student body.

The students sit down in the
school kitchen to eat breakfast,
with a choice of cereal, including
weetbix or cornflakes with low fat
milk and a choice of raisin toast or
wholemeal toast with a variety of
spreads. “It’s nice to have a
choice,” said one student, “we take
a piece of fruit for recess or lunch,
sometimes watermelon, apples,
bananas, mandarins, it’s great.”

An 11 year old student said “I'm
always at school on time for
breakfast days. It’s nice to have
parents coming to help, and
teachers too! If you ask for
something, they just do it. They’re
just nice people.”

“That’s what we’re there for,” one
of the volunteers said. “There’s
nothing worse than kids sitting in
class with a rumbling tummy.”

The program has supported
parent’s to come and sit with their
kids to eat breakfast and has
assisted in developing relationships
between the families and the
school. The school Chaplin said the
breakfast program “allows people
to build trust in the school and
identify further need for families.”

The breakfast program is having a
significant impact on school
attendance and prompt arrivals.
Teachers have also reported better
concentration from students on
breakfast day. “All schools should
do it,” said one of the volunteers.




Banyule Breast Cancer Support Group

The Banyule Breast Cancer
Support Group was established in
approximately 1997 and has
continued to evolve in various
ways over the years. It consists of
a group of vibrant women at
different stages of their breast
cancer journey who meet on the
first Monday of the month at
Banyule Community Health. A
second, purely social group
meets at Urban Grooves Café in
Greensborough in the evening on
the third Monday of the month.

Regular evaluation of the group
demonstrates a diversity of
needs. Some want information on
cancer related topics, others
prefer the social component of
outings or lunches out. However,
the dominant factor which keeps
members coming back is the
support and friendship they give
each other.

This is not a sad or depressing
place but rather an opportunity
for women to share their
experiences and knowledge, to
support those who are
experiencing difficult times, to
have fun or shed a tear. Social
outings are a highlight and always
well attended, as are more
serious presentations on coping
with stress or how best to deal
with lymphodema. The group is
flexible and fluid, allowing
members to choose which
meetings they attend.

Banyule Breast Cancer Support
Group is a special place for
sharing, for honoring the
memories of those special friends
who have passed away over the
years and for experiencing new
things together. Above all, it is a
place of great dignity and
courage.

local issue.

Residents Group 3081

In the past year the local West
Heidelberg community formed
‘Residents Group 3081’ an
independent voice for local residents.
Initially supported by the
Neighbourhood Renewal Program
through the BCH Community
Development role, the group now
stands independent and has become
a passionate and fearless advocate
for improved living standards for the
local community. The group has
Nnow met on numerous occasions
with the Minister for Housing, the
Shadow Minister, signed off on an
agreement with the local housing
office and made a written and verbal
submission to the Parliamentary
Inquiry into Public Housing.

The Residents Group 3081 have
become vital in a community that is
suffering from housing stock that is
ageing and not meeting the needs of
residents. The group have brought
the health debate back to the basic
human needs to have safe and
secure housing. The voice of those
most affected is very powerful and
loud.

Walk with Wheels is a great example of how Banyule
Community Health has supported members of the local
community to participate and take control in addressing a

Walk with Wheels is a social support group for people who
use walking aids. This includes anything from a walking stick
to a frame or wheelchair.

The group was established in April 2009 by Brian and Geoff
(coconvenors). Brian and Geoff met at the Recharge steering
committee with Banyule City Council that worked to map
places where people with electric wheelchairs and scooters

could recharge their aids. Brian and Geoff decided there was
a need for less mobile people who are often socially isolated
to be able to meet and support each other. After meeting a
few times, Geoff approached Banyule Community Health to
ask about use of space for gatherings. Since then the group
has grown. There are now 21 members of the group and
the group has since moved to a bigger location with
additional disabled car parking. It remains under the auspice
of Banyule Community Health who continue to support the
group.

The group is running weekly art classes with an art teacher —
acrylic painting, oil painting and drawing. Walk with Wheels
also held an expo showcasing mobility aids.

The group welcomes new members. Interested people can
contact Geoff via Banyule Community Health reception.

J
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2010

Consumer feedback results

Consumer Feedback - complaints and suggestions

Client complaints provide us with an valuable source of consumer feedback, and are an important mechanism for
consumer participation in delivery of our health services. Over the last 4 years, incremental system
improvements have made the complaints system more accessible to Banyule Community Health consumers and
have resulted in an increase in the amount of formal and informal consumer feedback.

6 BANYULE Community Health

In 2009, there were 109 episodes of
feedback. This included:

e 15 compliments

e 11 suggestions

e 60 formal complaints and

« 23 staff complaints or suggestions

A spike in formal complaints in 2009
is partly in response to the closure of
the medical practice at
Greensborough. There were 23
complaints about the closure of the
medical practice at Greensborough,
11 complaints about waiting time for
dental treatment (either on the
waiting list or in the waiting room)
and 6 complaints about car parking
at Greensborough.

Increase in formal consumer feedback over time

“I am very impressed with the
services provided and the level
of care by the professionals and

general staff too. It is a very
valuable service to the
community.”

We are very satisfied with the
care we receive for our son. We
find the staff are professional
and caring. We are thankful for
all of the information,
educational resources he
received for the services he
attended and for the support
we receive. Thank you.

I never have had a problem
with this service I've had here.
I’m very proud to call Banyule
Community Health my doctors.

Thanking you.




Banyule Community Health conducts
a triennial consumer satisfaction
survey to gather consumer feedback
that may be used to inform quality
improvement strategies. Following
the last survey in 2007, an
improvement strategy was developed
and implemented that addressed
areas identified for improvement.
The consumer survey was conducted
again this year as a repeat of that
survey activity to enable comparison
of results.

Between 17th May 2010 and 4th June
2010 when the Primary Health Care
Consumer Opinion Survey was
distributed to clients attending
centre-based appointments at
Greensborough and West Heidelberg,
and to clients visited by Banyule
Community Health staff at home.
The survey assessed consumer
satisfaction with Banyule Community
Health in three main areas:

e The centre environment/home
visit option

e Service provision, and

e Special needs.

287 completed surveys were

returned from the West Heidelberg
and Greensborough sites. Of these,
221 were from West Heidelberg and

66 from Greensborough. 15 home
visiting surveys were returned.

Responses were rated as “Very
Satisfied” for Centre Environment
and Service Provision domains in the
survey if the consumer reported that
they were “Very Satisfied” with every
element in that domain. Where a
rating is given below “Very Satisfied”,
it is considered that there is room for
improvement.

Overall, Banyule Community Health
consumers reported high levels of
satisfaction with the environment at
both the West Heidelberg and
Greensborough sites. In most areas,
consumer satisfaction was stable or
improving compared with our
previous survey in 2007. The
exception was a decrease in the
satisfaction in the Centre
Environment domain. Reasons for
this decrease, including reported
difficulties with car parking, were
explored, however no clear
relationships were found. The most

plausible reason is that the last survey

was conducted shortly after moving
into a new building at West
Heidelberg, and satisfaction may have
been elevated at the time as a result.

Indicator

2007 2010

Satisfaction with | 34.7% “Very 26.8% “Very
Centre Satisfied” Satisfied”
Environment

Satisfaction \_thh 52% “Very 53% “Very
Service Provision| satisfied” Satisfied”

needs met

$pecial Needs

Language 87% language 90.6% language
needs met needs met

Cultural 74% cultural 74% cultural
needs met needs met

Physical 84% physical 88% physical

needs met

2009 Quality of Care REPORT 7



Demographics
the people we work with

Clients by Postcode

O Preston
B Alphington/Fairfield

O lvanhoe

West Heidelberg/Bellfield

Mill Park

Bundoora
Heidelberg/Rosanna/Viewbank/Eaglemont
Macleod

Watsonia

Greensborough/Briar Hill/St Helena
Lower Plenty
Montmorency
Other

The majority of our clients
(30%) come from the 3081
postcode area of West
Heidelberg.

O

30%

EO0O 0O EEOEOMN

Clients by age group

6%

There has been a significant
i increase in the

@ 0-19 representation of 0-19 year
i olds in service data, with this
m 20-39 i group now comprising 27%
i of our client group.

0 40-59 9P

0 60-79

m 80+
@ Dental
B Medical ‘ .
O AOD i There were 60,233 client

o . i contacts across all clinical

0 Clinic Nursing © areas over 2009/10. The
B Counselling i majority of these were in the
@ Dietetics i medical area where 17,575
B Emergency Relief i client contacts were made.
O Gambler's Help ‘
B Adult OT
B Physiotherapy
O Podiatry
@ Other

K \ .............................................................................................
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Clients by Country of Birth
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Diversity

The vast majority of our clients (73%) were
born in Australia. This is consistent with the
2006 ABS data for the City of Banyule,
where 75% were born in this country.
Similarly, comparing our client profile with
the other major groups in our community
by country of birth, we find that in most
cases these populations are represented in
a similar proportion or better. It also
identifies, however, that continued efforts
are needed by the health service in
engaging people from India and Malaysia.

Interpreter usage

To improve access to the health service by
people from culturally and linguistically
diverse (CALD) backgrounds, the
importance of the use of qualified
interpreters has been emphasized to both
staff and clients of the service. As a result,
we have seen continued improvements on
previous years in the use of interpreters,
with close to 500 interpreter bookings
made in 2009-10. The majority of these
were for people in the Somali, Arabic,
Cantonese and Mandarin language groups.
The increased use of interpreting for
Chinese languages indicates that access to
our services for the Chinese community is
improving.

Australia
China
England
Greece
Italy
Lebanon
Somalia E
Former Yugoslavia !
New Zealand :
Other

6781, 73%

EEO0OREOREOOCED3

Figure 1: BCH client profile vs
Banyule City Council demographics

P

w

=

(ABS) and client profile (BCH)
o N
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Percentage of local population
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%
C

SF P e
N3 & ABS 2006
& B BCH 2010 :

Number of bookings

100
/

2005706 1006707 2007/08 2008709 2009710

Interpreter use by language

10% .
y Somali

Arabic
Auslan
Cantonese
Mandarin
Italian
Serbian
Turkish
Vietnamese
Greek
Russian

3%
4%

6%

6%

6%
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Stan’s Story

It all started in July 2009 when | had
heart failure. | was in the Austin and
was in a bad way ...I had three visits
within two months; the longest was
for 6 weeks.

Sharon visited me at home in West
Heidelberg. | had been living there
for about four years. | lived like a
hermit and never went out. | didn’t
even know that the Community
Health Centre existed and didn’t
know anyone in the neighbourhood.
| was sick and didn’t even realize |
was getting sicker and sicker.

After | got out Sharon visited me at
home a few times and then we
decided to meet at the Community
Health Centre. Sharon linked me in
to things at the centre .... the Men’s
Lunch, the Life Skills Café, the Huff
and Puff Group and the Community
Choir. The receptionists have also
got me into see Dr Singh now.

Now | walk everyday from home to
the centre. | never did that in the
past, | would just stay home all day. |
feel like part of the family at the

L

centre, it’s got a family atmosphere
here. | know everyone and everyone
knows me. I'm very well known
throughout the community now that
| come here. It’s great to have a chat
and a coffee. My neighbours say to
me “are you going home” when |
head off to the centre. I'm barely at
home now.

The Community Choir meets every
Tuesday at the Centre. We just had
our first big gig. The Choir has

changed the way | think; | put the
past behind me and look to the
future. People around me have
noticed the change. I’'m much more
patient and | look after myself.

If I had continued on the path | was
on | would be dead by now. Meeting
Sharon changed things for me
...she’s an angel of mercy. | haven’t
been back to the hospital since
Sharon and | met. I've got a hell of a
lot of time for Sharon.

Sharon’s Story

| am a Respiratory/Cardiac Outreach
Nurse based at Banyule Community
Health (BCH) for the Hospital
Admissions Risk Program: Chronic
Disease Management Program (HARP
COMP). | work with people facing
many health challenges related to
lung and/or heart disease; generally
visiting them in their home and
sometimes at BCH or the Austin
Hospital. | am also involved in
facilitating a support group called
‘Huff n Puff’ with my co-worker,
Yvette.

Although on the surface many of my
clients appear fragile, all of them are
strong, resilient and courageous.
They face daily challenges related to
their disease process and battle to
maintain their independence and
reach goals.

Stan was referred to me for HARP
COMP following a number of hospital
admissions. He is quite a character
and a likeable fellow. When Stan
began coming to BCH for

10 BANYULE Community Health

appointments with me before
Christmas last year, he wore red
glasses and a Santa hat and played
his harmonica. | recall reception
phoning to tell me that a “happy
santa” was ready and waiting for his
appointment. Appointments with
Stan were aimed at improving his
health condition by implementing
‘best practice’ management
guidelines for heart failure. These
included health education, clinical
support and monitoring strategies.
It became obvious that Stan’s heart
health crisis, general health and well-
being were all intertwined. Stan’s
heart health crisis was compounded
by social isolation and the resulting
lifestyle patterns he had developed.
Needs for social inclusion and a daily
purpose were important for Stan
before he could even consider, or
feel empowered to manage his heart
health.

Involvement in the local community
through BCH groups, such as ‘Huff n

Puff’, community choir, exercise
groups, mens’ lunch and the mens’
shed, as well as contact with people
at the Life Skills Café, have led to Stan
feeling welcome and supported.
These social links have given Stan a
purpose to leave home and walk
each day, which in turn has physically
strengthened him and improved his
well-being. Stan is part of the BCH
community and comfortable enough
to also voice his concerns and
grievances, which is an important
part of belonging.

| often see Stan and say a quick
’hello’ as | come and go from BCH
between client visits. He is managing
his health so well at the moment that
we only need an appointment every
4-6 weeks to monitor and review
progress and highlight goals. | admire
Stan’s commitment and congratulate
him on his wonderful health
achievements in the past year.




Cultural Action Plan

—

increased from 0.3% to 1.3%

e Representation of ATSI community
has increased from 0.7% to 1.2%
(for more information refer to ATSI
pages of this report).

Further work is required to engage
the local Indian community, as there
has been a negligible increase in their
accessing of services.

The most significant trends in the experienced by “at risk” families
CALD population between the 2001 | « Recruitment of bilingual workers in
and 2006 census were increases in the Gambler’s Help team
the Chinese and Indian populations. - Delivery of Eat Well Play Well

A number of strategies in the roaram to Somali families
Cultural Action Plan therefore target prog

these communities. In 2009/10 the | * Working in partnership with
achievements of the group have Children’s Protection Services and

included: Mercy Hospital for Women to
- Working to establish links with local coordinate appropriate services

providers of tertiary education to
better understand the health

through the New Directions
Program for pre and post natal
ATSI women

Bilingual Workers

needs of international students
and raise awareness of Banyule

Community Health services that
may be accessed by students

e Research project investigating
barriers to speech therapy

As a result of efforts to engage these
targeted cultural groups, compared
with 2008/09 data:

* Representation of Chinese
community in service data has

iIn Gambler’s Help

CALD communities experience
significant barriers to accessing
mainstream Gambler’s Help (GH)
services according to research
and evidence. Barriers include
limited awareness of available
services, lack of confidence that
a service can assist, concerns
around confidentiality and issues
associated with stigma and
problem gambling. In response
to the identified need for a
greater bilingual counselling
service capacity and reach within
the GH sector, the Office of
Gaming and Racing (OGR) have
funding a two year
demonstration project that will
deliver a targeted and
coordinated bilingual counselling
services model across the North
and Western Metropolitan region
to both the Viethamese and
[talian communities.

Joint BANYULE COMMUNITY HEALTH/WHLS housing submission

Banyule Community Health made a
joint submission with the West
Heidelberg Community Legal Service
to the Family and Community
Development Committee of Inquiry
into the Adequacy and Future
Directions of Public Housing in
Victoria, on 29 January 2010.

The staff of Banyule Community
Health contributed to the joint
submission by responding to a series
of questions from the legal service
about issues to do with their clients
and public housing. These
client/patient experiences were then
de-indentified and written up by the
legal service for inclusion in the joint
submission. Key issues that the

workers from overcrowding, poor
maintenance, children leaving home
because of living conditions,
deleterious housing conditions
leading to poor health, pathways in
and out of homelessness and back
again and issues around safety and
security. Many of these concerns
raised highlighted breaches of the
Victorian Charter of Human Rights
and Responsibilities which the Office
of Housing must act compatibly with
as it is a public authority bound by
the legislation.

outcomes for their patients/clients.
Many staff at BCH having been armed
with how they can use the Charter in
their day to day work with
community members have reported
positive break throughs.

BCH staff participated in this
advocacy work with commitment
and enthusiasm seeing it as a critical
opportunity to strive for improved
outcomes for community members
on an individual level and to
contribute in policy and legislative
reforms that can address the

In addition, workers from BCH systemic causes of some of the
underwent training in their teams on | identified problems.

how they can use the Charter to J

broker better human rights
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Disability Access Project

Banyule Community Health
continued to improve access to
health services for people with
disabilities as part of its broader
commitment to equitable provision
of quality care for all community
members. We recognized that
people with intellectual disabilities
were not always able to get the
health care that they needed
because of cognitive impairment and
related communication difficulties.
For these reasons two Disability
Health Care Coordinators reviewed
the health needs of over 100 people
with intellectual disabilities living in
local supported accommodation. As a
result of the review Care
Coordinators worked with carers,
support staff and health providers to
facilitate access to quality care for
people with high support needs and
intellectual disability. Funded by the
Department of Human Services, Care
Coordinators were employed by
Banyule Community Health through
a project that we carried out in
collaboration with Darebin
Community Health, the Banyule
Nillumbik Primary Care Alliance and
Disability Accommodation Services.

The health and service needs of
people with intellectual disabilities
were highlighted throughout the
demonstration project and led to
other activities aimed at raising
awareness of this group throughout
our community. Perhaps most
notably the Department of Human
Services, Disability Services, used the
evidence of health and service need

12 BANYULE Community Health

collected by Care Coordinators to
successfully advocate that people
with intellectual disabilities are
awarded a high priority for access to
statewide dental and community
health services. At a more local level,
Banyule Community Health and
Banyule Nillumbik Primary Care
Alliance hosted an exhibition that
show cased the works of 21 artists
with intellectual disabilities from
Araluen Art Connects program. The
opening night was a great success
and attended by 170 people
including artists, families, carers, local
media, members of the community

—

and staff from government and
service agencies. An interactive staff
training session about working with
people with intellectual disabilities
was attended by 75 staff and was
followed by several requests for
more training in the area. Finally, a
Disability Action Plan has been
developed to ensure the needs of
people with all types of disabilities
continue to be considered in the
organization and that they are
included as valued members of the
Banyule Community Health
community.

David Waterhouse
Wooden Houses
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Governance and Management

Our Board of Directors

The names of the directors in office at any time during
or since the end of the financial year are:

Melinda Brooks
Peter Ogden
John Ferraro
Frances Baum

Denis Swift
Bill Barber
Abdallah Ahmed
Larry Stephens
David McKenzie

Director Profiles

Denis Swift

Qualifications:

BBus (Bachelor of Business), MHA
(Masters Degree in Health
Administration (UNSW)

Experience:

Recently retired from full time work,
Denis has held senior executive
positions with Mercy Health & Aged
Care, Greater Southern Area Health
Service (NSW), Bayside Health,
including the Alfred Hospital,
Transport Accident Commission (TAC),
Austin Hospital and the Victorian
Department of Human Services. At
both the Austin and Alfred Hospitals
he held fixed term appointments as

David McKenzie
Quialifications:

BA Econ (Bachelor of Economics)
Commenced his career as a primary
school teacher and has taught at
many local schools such as Watsonia,
Viewbank, Greenbhills, Briar Hill and
Eltham.

Experience:

David was a foundation member of
the Diamond Valley Council (1964)
and Shire President 1969 — 1971.

Chief Executive Officer. Denis is an
Associate Member of the Australian
Society of Accountants, an Associate
Member of College of Health Service
Executives and a Member (and
inaugural Chairman) of the Australian
Health Service Financial Management
Association. Over the years he has
been involved in numerous health
industry committees and up until
recently Denis was an adjunct senior
lecturer at La Trobe University,
Faculty of Health Sciences.

Special Responsibilities:
Member of the Client Services and
Staffing Sub-Committee

Member of the House of
Representatives for Diamond Valley
1972-1975. Former Chairman of the
Publications Committee of the House
of Representatives and Chairman of
the Joint House and Senate
Publications Committee. The National
President of the Association

of Former Members of the Australian
Parliament.

Special Responsibilities:

Member of the Audit and Finance
Sub Committee

y
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Strategic Plan

There are no accidents...

Much of the work and improvement
achieved by Banyule Community
Health and described in this report is

the result of considered planning and

follow-through with delivery. This

begins with the Banyule Community
Health 2009-12 strategic plan. The
strategic plan describes three key
strategic directions with goals related
to each direction. From this plan we
develop an annual operational plan

that also draws in activity planned in
integrated health promotion,
diversity, quality and risk, and that
responds to feedback from teams
and community.

Quality Services
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Goals/Objectives

Strategy

Outcome

1.1. Services are
responsive to the
changing needs of the
community

Be proactive in utilising research and
evaluation mechanisms to explore a
wider range of funding opportunities

Use existing and new partnerships to
strengthen our capacity to deliver
healthcare within a social model

Over 8 successful funding submissions including
for a Mental Health Project Worker, Worker
Healthchecks, Bilingual Workers, Men'’s Shed and
Expansion of Peer Connection program.

Formal partnership agreements developed with 4
agencies: Banyule City Council, NEPCP, Austin :
Health, Mercy Hospital for Women.

1.2 Enhance Client
outcomes through
coordinated healthcare
delivery

Explore new approaches to
healthcare delivery and client
management.

Protocols developed with BCC for assessment
framework and implementation of HACC Active
Service Model.

Model for chronic disease management and care
planning developed.

1.3 Identify and address
barriers to access and
equity

Broaden models of service delivery in
order to meet the community’s
access needs

Action plan for a new model of service delivery in
Northern Banyule developed. 3

1.4 Use technology to
increase our ability to
meet the needs of our
community

Adapt new ways of using technology

SMS messaging introduced in Dental and costings
for messaging in other areas secured. :
Recruitment of members via the internet — 100%
increase in BCH membership.

2.1 The community to
be actively involved in
health and wellbeing

Increase community awareness of
health issues

3 year Integrated Health Promotion Plan
developed.

BCH accreditation for Worker HealthChecks
achieved and program implemented.

2.2 Encourage
community
participation in all
operational areas.

Ensure community participation
principles are embedded in all
aspects of program planning and
delivery

Community Participation Framework and Action
Plan developed.

Consumer reference groups for chronic disease,
Quality of Care and Peer Connection programs.
Training delivered to 42 staff.

Community satisfaction survey undertaken in
medical practice and whole of agency.

2.3 Actively advocate
addressing health and
social inequities

Consult widely and mobilise the
community on issues that affect
their wellbeing.

Joint submission with West Heidelberg Legal
Service

3.1 Improve flexibility in
working conditions

Explore family-friendly and better
work-life balance practices

Working from Home policy established
Staff Climate survey completed and action plan
developed.

3.2 Support innovation
in workforce and
professional
development

Embrace leadership development
and implement clinical leadership
roles.

System of clinical supervision introduced in Allied
Health. 3 new clinical supervisor positions
established and additional external supervision
sourced.

3.3 An organisational
structure that meets
the needs of the
community

Embed clinical governance principles
and risk management

Clinical supervision position descriptions and
contracts developed and implemented,; clinical
supervisors appointed.




As a result of community requests in
2008 and positive feedback in 2009
we have again produced financial
statements separate to our Quality of
Care Report. This year, we have
made the Banyule Community Health
Annual Report & Financial Statements

available online at

Banyule Community Health is a large
and complex organisation, with over
130 staff. Our income and

expenditure are both in the order of

$11,000,000 per annum and the table

and charts on this page provide a
breakdown of where this money

comes from and how it is spent.

www.bchs.org.au/annualreport as
well as providing a printed version to
members of Banyule Community

Health.

INCOME

Government Grants
Patient Fees
Donations

Interest Received
Rental Income
Other Income
TOTAL INCOME

EXPENDITURE

Employee Costs

Depreciation & Amortisation

Motor Vehicle & Travel

Client Programs & Medical
Expenses

Repairs & Maintenance

Rental Expenses

Equipment Purchases

Lease Expenses

Consultancy Fees

Printing & Stationery

Cleaning Expenses

Other Expenses

Borrowing Costs

TOTAL EXPENSES

SURPLUS/(DEFICIT) for the Year

9,354,537
1,335,874
40,963
70,946
121,276
276,058
11,199,653

8,213,982
209,659
142,919

675,009
132,260
178,717
60,046
160,627
182,673
82,603
122,039
865,604
17,333
11,043,471
156,182

83.5%
11.9%
0.4%
0.6%
1.1%
2.5%
100.0%

74.4%
1.9%
1.3%

6.1%
1.2%
1.6%
0.5%
1.5%
1.7%
0.7%
1.1%
7.8%
0.2%
100.0%

Income

0.6%(1-1%
0,
04 4\\ 2.5%

[0 Government Grants

B Patient Fees

B Donations

[ ] Interest Received

[] Rental Income

[0 Other Income
Expenses
74.4%

B =quipment Purchases :
D Lease Expense :

N Employee Costs

| Depreciation & Amortisation = Consultancy Fees .
[_] Motor Vehicle & Travel [] Printing & Stationery
[ client Programs & Medical Expenses ] Cleaning Expenses :
D Other Expenses

D Borrowing Costs

| Repairs & Maintenance
D Rental Expenses
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Risk Management

Banyule Community Health has long organisational risks, the Risk each team now works through a
been committed to ensuring that as Committee has worked to develop process of identifying, assessing and
far as is practicable, harm does not treatment plans for each of those planning to manage risk at their
occur to clients, the community, risks. Treatment plans are now in team meeting. This helps to capture
staff, the organisation or the place for all significant organisational | information about potential risks that
environment. From early 2008, we risks, with strategies being may not be reported through the
commenced a project to develop a implemented and monitored for incident reporting system, our other
more systematic process for effectiveness. main source of risk data.

addressing risks. Since that time, a Our challenges are now to maintain Our developing Risk Management
Risk Committee has been established | ypo system through the involvement | system was commended by QICSA at
to assess, momtor and review risks of all staff in identifying and the time of our external review for
and develop risk treatment plans. reporting risks and working to accreditation in October 2009.

Having identified the key reduce risks. To facilitate this process,

Identify Risk

All staff and clients are encouraged to
Identify risk via Incident Reports
Discussion at Team meetings
Referral to Risk Committee

Assess Risk

All Banyule Community Health staff have the
skills and tools to assess if a risk is low,
medium, high or very high.

Risks are discussed at all team meetings and
staff are encouraged to raise
their concerns.

Treat Risk

Discussion at team meetings
How risk is to be treated is documented in
meeting minutes if it is low. How risk is to be
treated is documented in a treatment plan
if it is high it is referred to Risk
Committee

a2.n1jno juaJdedsues] pue uadp
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Monitor and Review Risk

Risks are regularly reported to the Board of
Directors via a standing agenda item.
The Board are informed not only of the risk,
but what management and staff
do to treat it.
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Growth in ATSI use of services

0.8 /\
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0.4

0.2

% of total client population
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New Directions Program

Funding for the New Directions
Program was secured by the Mercy
Hospital for Women approximately

15 months ago to enhance maternity

and follow up services to Aboriginal
women and their families whose
babies were born at the Mercy
Hospital. This includes pre and post
natal care, as well as the monitoring
of children to the age of eight years.
The Children’s Protection Society and
Banyule Community Health were
invited to become partners in the
program.

The past 15 months have involved
project development in the form of
mapping of statewide services
related to indigenous families as well
as extensive community
consultation. Various professionals
have been seconded to the program
to provide assistance to the manager.
Currently a suitable model of care is
being explored and developed.
Banyule Community Health is very
excited for the opportunity to be
involved in this program. Indigenous
health is a priority of the centre and

ATSI Training

Staff training is seen as an important
strategy for developing ATSI cultural
awareness. To make this more
accessible and ensure a high
participation rate, on-site training in
Indigenous Cultural Awareness was
run in September 2009. The training

2007/08

2008709

2009710

LA A A A

this is an opportunity to expand our
maternity and pediatric services to
the local indigenous community. We
are well placed in the community
health centre to provide a wide
variety of different services within
and outside the centre. The centre is
well connected to local Aboriginal
Elders and services who have
participated in various ceremonies
including the opening of our
indigenous garden.

We look forward to a productive
collaboration with our two partners.

was run by Rob Hyatt, State
Coordinator Indigenous Sport and
Recreation Program with the aim of
promoting an awareness of the
culture and history of Indigenous
Australians, and of the issues and
experiences of Indigenous Australian
people and communities in society
today. 62 Banyule Community Health

s 9.5

The growth in the use of
Banyule Community Health
services by the ATSI
community demonstrates that
strategies being implemented
to improve access for the
community are having an
impact.

Artwork by Alan Brown from
Banyule Men's Shed

staff were involved in the session. All
participants reported that the session
had given them a better
understanding of the issues facing
the indigenous population —
something that is fundamental to
improving communication and
accessibility of services.

J
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Men’s Shed

The Banyule Men’s’ shed was officially
opened in August this year, but in
reality the shed’s been far more than
a physical building. The development
of the men’s shed space is the story
of the journey of some eighty odd
local Banyule men, coming together
over the last 2 years to build a vision.
The vision is a place where men of all
backgrounds ages and abilities can
share mateship, grow ideas, learn
new skills and return something of
value back into their communities.
The shed is home to a large
aboriginal mob, and a committed
Somalia group who use the shed as a
space to reflect and “breathe”, away
from the pressure of the everyday

The shed is a major initiative of BCHS
men’s health promotion and targets
men over the age of 18 living within
Banyule and surrounding localities,
with a particular emphasis on: Men

from CALD/Refugee backgrounds,
Older Men, Men with mental health
issues, Defence Services Veterans,
Under and Unemployed Men, Men
from diverse social backgrounds and
indigenous men.

In the words of the men

‘...The Shed is a place to meet up
with your mate or meet someone
else. It's a place where you can be
without the pressure to do. The
Shed is a place where you can
learn from others or you can share
your talents and skills. It is a place
to have a say and have it taken
seriously and acted on if needed.
It's a place to have a yarn and
laugh and it's a place where men
can relax; it’s a place to celebrate.
The Shed is a place where men can
be with other men...’

“It’s really saved me “

Accreditation involves a three year cycle of quality

improvement initiatives, self-assessment and exernal review.

In September 2009, Banyule
Community Health was reviewed
externally for accreditation by the
Quality Improvement and Community
Services Accreditation (QICSA). It was
the fourth accreditation review for
Banyule Community Health, and
covered the West Heidelberg,
Greensborough and new Rosanna
sites. The outcome of the review was
that Banyule Community Health met
all QIC standards, and met all HACC
standards except “information is
provided on services and any
changes”. To meet this standard,
Banyule Community Health is
developing a clinical care appeals
process. Despite requiring this
further work to be undertaken,
Banyule Community Health was rated
as “High” standard of performance
against the HACC criteria.

Banyule Community Health
commitment to providing quality
services was highlighted by QIC as a
feature of the organisation.
Additionally, the organisation was
commended for:

4 Board commitment and their
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knowledge of the Community
Health Service’s demographics

4 Planning processes

4 Commitment to leadership through
the scholarship program and
leadership training

4 Demonstrated commitment to
environmental care

4 Systematic and integrated finance
systems
4 Finance Code of Conduct

4 The developing Risk Management
System

4 The use of comprehensive Practice
Manuals to guide day to day
operations within programs

4 Cultural competency and flexibility
to respond to emerging issues

4 Range of information translated
into community languages

4 Consumers clear understanding of
their ownership of the organisation

4 The system of intake, initial
assessment and referral and the
supporting policy and procedure

4 Well documented service access

g and priority setting procedures

“It’s added five or ten years to my
life, | thought I’d never have
again”

The men’s shed has some 150 men
registered as members and on
average 80 men turn up across the
week. New enquiries average three a
week.

e

:Iuﬂlﬂ'r
mprovement
Council

Yes ... we are

a QIC accradited

organisation’

4 Commitment to TraklT
implementation despite the
associated problems.

Areas for improvement that were
identified included:

e Improved documentation around
governance procedures

e Continued implementation of the
risk management framework

e Improving knowledge management
and

e Service coordination beyond intake.

These, and other areas identified for
improvement by staff and
management during a self-
assessment process prior to the
review, have been incorporated into a
new three-year quality workplan. Work
has already commenced on these
initiatives and our progress will be
reported to our community via this
Quality of Care Report in the future.




In 2009-10, there were 5 incidents
reported involving clients. There were
no reportable deaths of a Drug and
Alcohol client off-site. This number
of incidents is similar to previous
years when death of Drug and
Alcohol client (a mandatory reporting
event) is excluded from previous
years data. The low numbers of
incidents mean that this data is not
our most useful source of
information for identifying safety
issues. Banyule Community Health
therefore additionally now focuses
on risk identification to continuously
improve safety for both our clients
and staff. See our article on Risk
Management for more information.

ACCESS

Speech Pathology
Access project

Paediatric speech pathologists work
to identify, assess and manage
children who present with a range of
communication difficulties including
speech sound delays, difficulties in
comprehension and use of language,
and stuttering. Early language and
speech delays in children have been
linked to vulnerable school readiness,
literacy difficulties and poor academic
performance. It is also linked to
reduced confidence and self-esteem,
and behavioural and mental health
issues in the longer term. This is
very significant in an area such as
West Heidelberg where 53% fewer

Client incidents
2009-2010

Collapse/Medical
Emergency :

Hitting objects
with part of body :

O Slips/Trips/Falls

O Other

students complete year 12 compared
with the state average.

As part of a service evaluation and
commitment to enhancing the
quality of speech and language
services provided to the Banyule
community, a project was
undertaken in late 2009 to
investigate access issues for the
speech pathology service at Banyule
Community Health. The project
sought feedback via a survey from
key external service providers who
made referrals to the service, and
families from postcode 3081 (West
Heidelberg) who were either
receiving treatment from the speech
pathologists or had attended the
clinic in the past.

The main issues with accessing
services were identified as being:

e parents lack understanding of the
role of the speech pathologist

« difficulty for families managing
speech pathology home work in
addition to managing family
responsibilities

e cultural and linguistic barriers
* long waiting list

e service provider’s experience with
the referral process and

« lack of flexibility in service delivery
model.

A series of recommendations were

made as part of the report and have
since been actioned. These included
addressing cultural issues, improving

information flow to parents, and
trialling a new approach to waiting
list management. The team has also
begun working towards increasing
flexibility in how therapy is delivered.
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Efficiency

% of appointments not attended (DNAs)

Missed appointments as
a percentage of total
i appointment bookings

Physio Podiatry Speech Paed OT Dietetics Medical

Waiting time (weeks)
by program
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Missed appointments have a great impact on both the efficiency of a health
service and access to a service. In some clinical areas, clients do not attend
over 20% of booked appointments. This represents a missed opportunity
and delay in receiving a service for another client on the waiting list. In
2008, the dental service introduced SMS messaging to remind clients of
their appointment in order to improve attendance rates. This strategy is
being investigated for all other clinical services in 2011. In the meantime,
we encourage all clients to call us with as much notice as possible in the
event of a cancellation.

Weeks

Although there is a waiting list for most services, people on the waiting list
are prioritised to ensure timely access to services. This year the Department
of Health’s Demand Management Framework was introduced at Banyule
Community Health. The framework provides a set of tools that assist in
prioritizing clients when they present for servies. Having a consistent
approach for community health services to manage demand across the
state supports equity of access, accurate waiting time measurement and
benchmarking with other services.




Competence and Education of Staff

Credentialing

Credentialing refers to the process
used to verify the qualifications and
experience of clinical service
providers to form a view about their
competence and suitability to deliver
safe and high quality health care
services. This includes checking an
individual’s education and degrees,
professional registration,
accreditation where required and
work history.

Banyule Community Health has
strong systems in place to ensure
that all staff are suitably credentialed
to carry out their roles safely and
competently. The credentialing
process prior to employment at
Banyule Community Health involves:

< verification of identity

review of tertiary qualifications

= review of continuing professional
development

< evidence of professional
registration

e evidence of any accreditation with
professional colleges or
associations where required

* referee checks

e police record checks and working
with children checks, where
required.

Following on from initial recruitment,
the Human Resources area review
current registration annually. This
means that Banyule Community
Health can ensure its clients that
every clinician they see at our service
is appropriately qualified to provide a
high quality service.

Testing Models of
Clinical Supervision

How best to supervise clinical staff in
a multidisciplinary primary care
setting is an issue being explored
within the Allied Health Team. The
aim is to identify the most effective
model for supervising clinicians in
terms of impact on service quality
and safety.

The introduction of clinical
supervision forms part of a
restructure of allied health. The
team consists of 32 staff from seven
disciplines. It has been reorganised
from a single team with one team
leader into three teams each with
their own team leader, reporting
directly to the Manager of Clinical
Services. Clinical supervisors have also
been introduced into the team
structure, where sufficient resources
existed. The team leaders are
responsible for the day to day
management of staff, ensuring
clinical supervision is provided and
being actively involved in the
organizations quality and safety
structures and initiatives. Clinical
supervisors report to the team
leaders and are responsible for
providing regular clinical supervision
to staff in accordance with Banyule
Community Health Supervision Policy
and Procedures. Clinical supervisors
are also responsible for promoting
evidence based practice and ensuring
professional standards are
maintained.

The formal process of professional
support and education will enable
staff to develop clinical skills, enhance
competence, assume responsibility
for their own practice and enhance

client quality and safety of care in
complex clinical situations. We
believe that this process will also
improve staff satisfaction and
retention, as one of the unexpected
advantages of providing clinical
supervision is the new career
pathways it creates for staff.

Banyule Community Health’s pilot
moves beyond the Victorian
Department of Health’s (DoH) clinical
governance requirements for
community health services and
comes at a significant financial cost
to the organisation. Once the pilot is
completed, Banyule Community
Health will conduct an evaluation
which will look at assessing how
clinical supervision influences care,
practice standards and the service.
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