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	Business Meeting
	25 October 2010

	
	10:30am – 1:00 pm

	
	LECTURE HALL
Central Gippsland Health Service

	Facilitator:
	Steve Elvy, Yarram and District Health Service 


	Minutes:
	Claire Haines

	Attendees:
	Jo Cockwill
WPCP Manager

Diane Wilkinson
Gippsland Women’s Health Service  

Rowena Lam
DH

David Roberts
GippSport 
Kate Bagnato
East Gippsland Primary Health Alliance
Ruth Churchill
Central Gippsland Health Service (CGHS)

Rachael Dooley
WPCP Health Promotion Coordinator 

Emily Durbridge
WPCP CDM Worker

Catherine Vassiliou
Uniting care Gippsland

Nancy Binotto 
Ramahyuck District Aboriginal Corporation
Nicole Watson 
Ramahyuck District Aboriginal Corporation
Naomi Licciardello
Education & Early Childhood Development
Kaye Jarvis
Baptcare

Sue Graham
CGHS
Kim McAlister
Uniting Care Gippsland

Moira Tulloch
CGHS 
Bonnie
Community Nursing Student



	Apologies
	Frances Ford
Wellington Shire Council 

Leanne Wishart
deafAccess
Marlene Constable
DVA

Margaret Brereton 
Wellington Shire Council


	Minutes
Please Note:  Lunch will be provided during Session 3


	SESSION 1 – Service Coordination/Chronic Disease Management 
10.30 am - 11.00 am

	1:
	WELCOME TO ATTENDEES

All members of the Wellington Primary Care Partnership
	Steve

	2:
	APOLOGIES 
As above

	Steve

	3: 
	CONFIRMATION OF MINUTES

Resolution that the minutes of meeting held on 23 August 2010 having previously been circulated be ratified and confirmed.
Moved: Diane Wilkinson   Seconded:  Kate Bagnato


	Steve

	4:
	CDM/SC BUSINESS ARISING

4.1
SC/CDM Survey results 

The new survey was made available mid October and is to be completed by 15 November.  WPCP has offered YDHS, CGHS, Dargo Bush Nursing & Ramahyuck assistance in completing the survey.  Data from this survey should be available early in 2011
4.2
Revision of Client Journey Plan - progress and dates

The whole WPCP strategic plan is currently under review. A draft of the Client Journey (CDM and SC) plan will be available for comment etc in the next two weeks. The dates for the final revision will be the end of November Two particular areas – community participation and the National Health Reform Agenda - will be looked at for review.
 
Other issues that have arisen during the year to be discussed at the December meeting.
4.3
10 Point plan for Women’s Health 2010 – 2014- ratified by email and attached.  
	Steve/Jo

	5:
	CORRESPONDENCE 

· National Reform Agenda
DH has put out excellent Fact Sheets that are  well worth reading – particularly for Community and Women’s health agencies

www.health.vic.gov.au/healthreform/factsheets.htm.

· Reporting 2010 – thank you
A big thank you to everyone for their fantastic response to the reporting requirements. The WPCP Executive members have received an electronic copy.

If others would like a copy, please email – claire.haine@cghs.com.au 

	Jo

	6:
	SERVICE COORDINATION
6.1
Regional Group Reports – Care planning and  INI/IC

INI/IC has completed an audit on how agencies complete their initial needs.  The information will be presented at a Gippsland forum on 23 November.

Next Care Planning meeting is 15 November.  17 people attended the first Care Planning training and there are two more days to complete (26 October & 12 November).Consultation will then be arranged so that DH can get feedback regarding the delivery and content of training.

E-care planning is well underway with protocol building and processes for use being put together for when electronic care planning begins.  
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	Jo 


	7:
	INTEGRATED CHRONIC DISEASE MANAGEMENT

7.1
CDM Progress/Planning  

The CDM Plan review is to be completed by the end of November.  The review will guide the work over the next 12 months including Quality Improvement Framework, network meetings and an ongoing focus on the Human Services Directory and Databases.  Emily attended a ‘Make Written Information Accessible Workshop’ which was well worthwhile.  A LIFE program is currently running in partnership with Primary Health Alliance.
7.2
Early Intervention into Chronic Disease Funding (EIiCD) update 

Care Coordination Project at CGHS is progressing well.  YDHS have a care coordinator in place and are reviewing intake and home based clients’ meetings.
7.3
LIFE/Stanford training - Currently trying to get people into courses.  A Maffra course is underway.
7.4
Polycystic Ovary Syndrome – LIFE Course at GWHS has had good attendance and is progressing well
7.5
Other CDM initiatives/issues from agencies - Nil

	Emily
Ruth/Steve



SESSION 2 – Business and Partnership

11.00 – 12.15
	8:
	WPCP Business

8.1
Primary Care Reform Agenda (discussed under Item 5)
8.2
Time for reflection on the year - proposal for December meeting

Proposed that at the December meeting, time be devoted to discussing the issues that have arisen during the year and how well things worked and didn’t work and then look at what needs to be addressed for the next year.   We would also like to discuss where Wellington Working Together – Best Start and Child First might fit within the meeting structure.  Everyone was agreeable to schedule time for this discussion.

	Jo
Steve

	9:
	WPCP FINANCIAL ARRANGEMENTS

9.1 WPCP Finance Report – September Budget attached to email
Budget Details - 30 September
Budgeted
Actual 

Total carried forward 
$383,535 
$383,535 

DHS Grants for 2010-2011
$299,903 
$299,903
DoJ Grant
$10,000 
$10,000
Gippsland Health Promotion Task Group
 $5,000 
$5,000

Active Communities in Wellington
 $4,500
Income for 2010-2011
$702,938
$698,438
Expenses for 2010 -2011
$673,337
$86,621

Balance

$29,601
 $611,817 

*This budget is for invoices received up to 14 October & entered to the end of September.  Reports are accurate up till 31 August but as the books aren’t closed until the BAS is completed around 18th-20th of the next month, there could still be one or two invoices to enter for September. 

	Jo

	10:
	PARTNERSHIP DEVELOPMENT

10.1 Wellington Shire Council Planning 
Frances Ford will be the WSC representative on the Executive Committee and Margaret Brereton will be the rep at the Business Meetings.  
Currently work is in progress to complete the Municipal Early Years and the Municipal Health Plans. 
10.2 Other Partnership initiatives/issues from agencies- Nil

	

	11.
	EARLY YEARS PARTNERSHIP - WELLINGTON WORKING TOGETHER
11.1
Partnership
11.2
Child first - currently no facilitator in this role but hope to have a presentation in the future.
11.3
Best start – Catherine Vassiliou & Naomi Licciardello

Due to the large size of the presentation it was necessary to change the file to pdf format so some pages have been cut short.  Email me if you would like the 6.5mg version – claire.haines@cghs.com.au.
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.
Choosing indicators – the partnership is to choose a minimum of two indicators with the intention of working intensely to address them.  Best Start can address additional indicators however may only provide low level and indirect support.

Catherine will forward an outline of proposal for partnership decision. 
	Steve Elvy
Kim Macalister
Catherine Vassiliou
Naomi Licciardello
Ruth Churchill


12.15: Lunch  
SESSION 3 – INTEGRATED HEALTH PROMOTION

12.30 pm – 12.45 pm

	12:
	IHP BUSINESS ARISING

· A consolidated catchment progress report (including case studies) was submitted to the DH at the end of September. Case studies included; Festival for Healthy Living, DSE Go for your Life Pathways Project, Yarram Women’s Forum, Smiles 4 Miles Policy Development, KGFYL in Wellington, Certificate III & IV in Fitness Subsidy Program and WSC PA Strategy.  
· A review of the catchment plan and refinement of evaluation plans (as a Department of Health requirement) will be completed by the end of November 2010.  
· The October Wellington Health Promotion Network meeting explored the use of technology to enhance communication. This included presentations by GWHS, GippSport and School Focus Youth Service on how they have been using technology (Face Book, Skype, Elluminate) and dispelled some of the myths around the use of social media. The next meeting will be in December and it will be an opportunity for reflective practice and to explore professional development needs for 2011.
	
Rachael

	
	· WPCP has submitted an application for two PHCRED Research Fellowships for the Festival for Healthy Living project 

· YDHS has been successful with an abstract to present at the Gippsland Mental Health Conference in November.

· CGHS & YDHS have been exploring the concept of health promoting health services and have begun to implement strategies around introduction to health promotion sessions and healthy catering.  The September Research and Practice forum was around the theme of Health Promoting Health Services and there is quite a lot of interest across the region.


	

	13:
	OTHER BUSINESS

Elder Abuse Prevention Project Report
· Senior Rights Victoria has delivered four of the ten community information sessions (Warragul - 10 people, Inverloch – 12 people, Leongatha – 4 people, Sale – 7 people). Cowes, Traralgon and Sale were cancelled due to insufficient numbers.  Due to the number of sessions having to be cancelled the sessions for East Gippsland were cancelled prior to promotion and the strategy will be to link in with existing groups for the remaining sessions.

· Two of the six world café sessions have been held one in Sale with the U3A and one in Traralgon with the Planned Activity Group.

· Further work is needed on the interagency protocols. Links have been made with the Regional Aged Care Branch of Department of Health and a survey will be circulated to agencies to map existing policies and procedures.  

Update on other components of the state wide Elder Abuse Strategy  

· Victoria University had to cancel the 5 day Financial Course for Seniors.  Scheduled for Sale in September due to insufficient numbers. They are currently reviewing the program.  

· Professional Education program will be rolled out by Victoria University. The pilot sessions have been held and the program is being refined and rolled out in Melbourne initially.  The intent is to train 7000 people across the state and there will also be an online version.
	Rachael


WPCP MEETING DATES - 2010
	Meetings for 2010

	22 November 
	WPCP Executive Meeting, e-health room - CGHS

	13 December
	WPCP Business Meeting, Lecture Hall CGHS


	Business Meetings 2011
to be held in the CGHS Lecture Hall from 10:30am till 1:00 pm
	Executive Meetings 2011
to be held in the CGHS e-health room from 10:30am till 12:00pm

	31 January
	28 March
	28 February
	27 June

	23 May
	25 July
	22 August
	24 October

	26 September
	28 November
	12 December
	


	Health Promotion Meetings 2011
9.30am – 11am
Conference Room - CGHS
	Chronic Disease Mgmt Meetings 2011
2pm – 4:30pm
Conference Room - CGHS

	15 February
	19 April
	1 February
	5 April

	21 June
	16 August
	7 June
	2 August

	18 October
	20 December
	4 October
	6 December


	Best Start Meeting

1pm – 2.30pm

Uniting Care Gippsland

	25 November


Wellington Primary Care Partnership
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Minutes 
 


 
1. Present: Jo Cockwill (Gippsland PCPs), Cheryl Wood (IEPCP), Jacky Close (OEPCP), Julie 


Watson (NEPCP), Wendy Mason (SEHPCP), Vivian Blacker, Sandra Pearce (CRG), Paul 
Macdonald (GPV)- Telephone participation. In attendance: Prudence Poon (HIM Student) 


2. Apologies: Megan Buick (GPV), Sophy Athan (CRG), Anne Jungwirth (ISEPICH) 


3. Confirmation of agenda: Confirmed 


4. Minutes of previous meeting: Accepted 
 


5. Business Arising 
5.1 Identifying/ selecting Pilot Clusters. 


The process of identifying selecting has commenced. PCPs reported that they have 
sought Expressions of Interest for agency clusters based on documents circulated by VB. 
Responses are expected by 27th September. EOs gave brief update on potential clusters 
that may form in each Region- likely to have at least one from each PCP. Vivian reported 
that ISEPICH is unlikely to be able to participate in the pilot cluster process at this stage. 


It appears that GP Divisions are likely to be participants in all but one of the EOIs. 


Following Expressions of Interest, Vivian will coordinate with each of the EOs to meet 
with the clusters to brief them about the Project and discuss what participation in the 
pilots will involve. Likely to have EOIs for 4 or 5 clusters. 


 


ACTION: Decided that PCG would review how many pilots can be supported based on 
the outcome of the cluster briefing sessions and feedback on these at the next meeting. 


 


5.2 Regional Resources 


Julie Watson (NEPCP) reported on efforts to obtain additional reports through NW Region 
and Mental Health to support the project. Regional Office has now requested further 
information on what resources are needed/ what it will be used for etc.  


 


ACTION: Julie will follow up once Pilot clusters and work effort needed to support these 
become clearer. 


 


6. Project update and discussion     VB and PCPs 
6.1 Provider Consultations and issues arising. 
6.1.1 Jo and Julie reported on the positive responses by participants in the consultations in their 


areas and support for the approach being taken. Cheryl reported that they had interest 
from several agencies, but they have had difficulty in getting partners to participate- for a 
host of reasons. Likely that they will form into a “reference” group and still contribute/ 
participate in the Project even though they cannot participate actively in the pilot. 


E Care Planning Project 
 
Date:  
Thursday 16 September 11.00am-1.00pm 
 
Location: 
Federation Estate 32 Greenwood Avenue 
Ringwood 
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6.1.2 Vivian reported that he felt confident that the high level care planning constructs g that 
have been discussed and shaped with the consultations is sufficiently robust and that we 
can move toward development/implementation of the pilots, commence the “electronic” 
component of the work to support care planning practice model and work through the 
detail in conjunction with the participant agencies 


 
6.2 Other consultations 


• Vivian had an initial meeting with GPV – Megan Buick, Paul Macdonald and Ross 
Nable. 


o Paul Mcdonald gave brief report on the discussions and GPV interest in 
supporting GP/ GP Division participation in the project. Paul gave an outline of 
the work with Central Highlands PCP around the use of the “sidebar” 
technology to support care planning. Other developments discusses- 
IHE,PEN, Precedence Health CDM project.  


• VB Brief discussion with Northern Territory Care Planning development and New 
Zealand Clinical Care Network, NEHTA representative  


• VB participation in Health –E-Nation Conference “Connecting Care Communities: 
Local, National, Global”  and  an associated NEHTA sponsored Workshop “IT 
Impeoplementations in Health” conducted by Directors from Kaiser Permanente 
(USA) 
 


6.3 E –Issues 
Vivian reported that  


• Translating the Care planning constructs and process into the supporting electronic 
model will the focus of the next few weeks. This needs a lot thinking through - so that 
what is developed is also logical from a practitioner level and supports good 
consistent practice across sectors. 


• The consultations did highlight the concern of many agencies that their current client 
management systems do not easily support care planning work. 


• Participants raised their concerns about systems not being able to “talk to each 
other”, the lack of “interoperability” and the need to avoid duplication of data entry. 
This will be a very difficult issue to resolve, but ways to “ameliorate” the issue will be 
explored in conjunction with the participating cluster agencies. 


• Incorporating supporting GP Team Care Arrangements and processes to support this 
work will be another dimension that needs to be factored. 


 
6.4 Health Information Management- Student project update 


Cheryl/ Jacky reported that the first student -Judy Harper -completed her placement and 
Prudence Poon has just commenced her placement. 
Judy has done a literature search and conducted a brief survey of agencies in EMR -seeking 
information on use of the SCTT Care Coordinating Plans, care planning forms within their 
agencies (and asked for copies). Prudence will follow up with an analysis of the structure and 
content of the different forms with a view to the use within a “generic” E- care planning 
system. 
Judy Harper also visited agencies and reflected on the reality of practice within agencies. 
One large community organisation had 35 different care plans and despite having an 
electronic client management system for the agency, different teams still kept separate paper 
records as well.  
She also attended a DH Data management/community of practice forum and found it difficult 
to reconcile the picture portrayed of Service coordination, use of SCTT forms etc.,  by DH 
and the reality of the situation in practice at agency level. 
 


6.5 Working draft/ Scoping Report 
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This is still in progress and will follow the information already outlined in the slide set 
circulated (Ecareplanproject scping4.pdf) 
 


6.6 September/ October Activities 
• There will be focus around the meetings with the EOI clusters and commencement of 


cluster work plans for each of the clusters. 
• Attend as observer “ Implementing Goal Directed Care Planning” Workforce 


Development training modules. 
• Work around the e-component of care planning. 
• Meeting with Project Manager for the National Electronic Health Record Project 
• Exploring training /learning options with regard to “working effectively with 


consumers” around care planning and coordinating. 
             
  


7. Consumer related items      SA/SP/VB 
7.1 Report from initial discussion SA/SP/VB   


Sandra reported that this group explored various options of how to get the best “consumer” 
outcome from the project: whether effort should be made to facilitate consumer participation 
in the project through various participatory structures or to focus on how best to get “quality” 
service/ goal outcomes for the consumer. 
It was felt that the efforts to support practitioners work effectively with consumers and the 
sharing of the learnings from this would be of considerable benefit. It was agreed the 
underlying values and the practitioners approach/ways of working with clients in identifying 
need and then working through to an action plan with consumers is the most critical stage. 
Whilst many workforce training programs have been set up, there was uncertainty about 
whether these were addressing the more fundamental issues. 
The idea of more experiential, reflective type sessions to support self learning and structured 
through several sessions through the project period was thought worth exploring further. 
 
PCG Discussion: 


• Members wondered whether, in the light of the Department of Health concerns about 
the scope of the project, whether this might be something that may be considered by 
them to outside the scope of the project and whether it might be something the 
project recommends for future attention. 


• Vivian will be attending the work force training and will also inquire about the content 
of the other training available through the chronic disease program area/ active 
service model and report back. 


• It was also noted that the EMR and Southern Region participants would not have had 
access to the care planning training and this would need to be taken into account. 


 
8. Communication plan       


Deferred to next meeting 
        


9. Other Business 
9.1 Meeting with Department of Health     


Jacky reported that she had been contacted by the Regional Office to set up a meeting with 
Jenk Akylacin from DH Central to discuss some concerns that he has about the project. It 
appears the concern may be about the project doing work that the PCPs are already 
expected to do and already funded to do and this was not what was expected of the ECP 
project. 
No date has been organised and Jacky is on Leave till 8th October. Cheryl will liaise with 
Regional office and call on other EOs to participate, if needed. 
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10. Next Meeting 


1.00pm Wednesday 27th October 2010 
Federation Estate 


32 Greenwood Avenue 
Ringwood 
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scarriage) 
f all miscarriages (spontaneous abortions)g ( p )
 risk of miscarriage increases with the num
er commenced smoking.
  f  ll  t t  h h g  (bl di g f of all antepartum hemorrhage (bleeding fr
 of all premature rupture of the membranes
 of all low birth weight babies (low birth weg (
f stillbirths
 of all SIDS deaths


s in Pregnant Women


astfeeding were smokers. 
men aged smoke regularly (daily or weekly)men aged smoke regularly (daily or weekly)
mokers quit when they find out they are 
e months of pregnancy. 


nancy occurs in the fallopian tube and resunancy occurs in the fallopian tube and resu


) )
ber of cigarettes smoked and the age the 


 th   gi  24  k  t     til bi th) rom the vagina 24 weeks to up until birth) 
s (early breaking of the waters) 
eight means under 2,500 gms) g ,5 g )







ding to Birthing
omes System (BOS)


Date Period:


Women admitted duomes System (BOS),
esy of Central Gippsland
h Service (CGHS) Sale


Women admitted du
period:
Women who did not
smoke:


eved on 11/10/10), the
wing tables of data of
en who birthed at CGHS


Women who smoke


en who birthed at CGHS
he rates of women who
ed and did not smoke, as,
as those who ceased and
ot cease smoking during


Date Period:


Women admitted dupregnancy. Women admitted du
period:
Women who did not


Women who smoke


1/1/09 to 
1/1/10


uring 514uring  514


t  338 or 65.75 
%


ed: 176 or 34.24 
%


Of whom Ceased 
before pregnancy:


36 or 20.45% 


Ceased during  24 or 13.63 %g
pregnancy:
Did not Cease 
during pregnancy:


116 or 65.9%


2/1/10 to 
1/10/10


uring 420uring  420 


t smoke: 283  or 67.38 %


ed: 137 or 32.61 %  Of whom ceased 
before pregnancy:


24 or 17.5


Ceased during  20 or 14.5
pregnancy:
Did not cease during 
pregnancy:


93 or 67.8







Rank Shires Percentag


3rd Wellington Shire 14.0 %


6th Bass Coast Shire 13.6%6 ass Coast S e 3 6%


22nd East Gippsland Shire 13.0 %


23rd Latrobe City 12.9%


39th Baw Baw Shire 12.3 %


43rd South Gippsland Shire 12. 3%


cording to the Cancer Council Victoria, W
ctorian Region of ‘Deaths attributable to smctorian Region of Deaths attributable to sm


ge of Deaths attributable to Smoking


Wellington Shire ranked 3rd out of 79
moking’.moking .







commendations:


all, the last two periods (01/01/2009 to 01/
has been an increase in rates of women w


did not cease smoking during pregnancy.
smoking rates during pregnancy with the
Wellington Shire and the communities peWellington Shire and the communities pe
r to positively influence the rate of wom
er health promotions targeted at peop
munity may be more appropriate in the init


01/2010 and 02/01/2010 to 01/10/2010)
who smoked prior to their pregnancy
. There may be a correlation of the
e high smoking related mortalities in
erception of smoking Therefore inerception of smoking. Therefore in
en smoking during their pregnancy,
ple who smoke in the Wellington
tial stages.







Decrease rate of children 


bacco smoking is the largest single preve
tralia. Smoking is a key risk factor for the


li h di k d lustralia: heart disease, stroke and lung can


ople who are exposed to and or start smople who are exposed to and or start sm
y to smoke heavily, or become more depe
moking‐related illness or death.


 expose to tobacco smoke


entable cause of death and disease in
three diseases that cause most deaths
ncer.


moking when they are young are moremoking when they are young are more
endent on nicotine increasing their risk







Data – Children expossed to tobacco smoke


2006 Victorian Child
Health and Wellbeingg
Survey reported that
an average of 31.9%
f d lt h hof adults who have


children (aged 0 to 13
years) regularlyyears) regularly
smoke.
Of those adults who
smoke, approx 79%
of them smoke
outside and approxoutside, and approx
13% smoke inside.







Data – Children expossed to tobacco smoke







ecommendations:


hough there is limited data on rates of ch
home within the Wellington Shire, it is ap
hest recorded deaths attributable to to
hest in Victoria of recorded deaths att
ntioned earlier Wellington Shire requirentioned earlier Wellington Shire require
ribution of anti smoking material to su


prove the community’s perception of smok


hildren exposed to tobacco smoke in
pparent that Wellington Shire has the
obacco smoking, and is ranked third
tributable to tobacco smoking. As
es additional health promotions andes additional health promotions and
upport people to quit smoking and
king.







Increased Rates


nisation is a simple, safe and effective wa
diseases which can cause serious illnesses


r child is protected he or she will not be
ally very young babies who are not yet fullally very young babies who are not yet full


e coverage needs to exceed 90 per cent tg p
nity necessary to interrupt the ongoing tra


s of Immunisation


y of protecting your child and yourself ag
and sometimes death.


able to pass the infection on to other pe
ly immunisedly immunised.


to achieve and maintain the level of comm
nsmission of vaccine preventable diseases







Data – Rate of 


ce: 
artment of Human Services, Gippsland, Regional Ini
ngton, Childhood Immunisation Gippsland by LGA g , pp y


 Immunisation 


itiative, Gippsland Health Online, 
 June 2010







ecommendations:


erall the number of children immunise
mained reasonable, with the Wellington Sh
Gippsland region, and higher than the st
current Wellington initiatives are appro
eral promotion by members of the parteral promotion by members of the part


prove the rates.


ed within the Wellington Shire has
hire rates being one of the highest in
tate average. It can be assumed that
opriate and only encouragement and
tnerships is necessary to maintain ortnerships is necessary to maintain or







creased Attendance at Mate


uality antenatal care is seen as a fundam
and that of their infants.


ntions that have been successful in mains
proved health in families of low socio‐ecproved health in families of low socio ec
ty groups.


aternal and Child Health Service is free fo
here to help you give your child a good sta


aternal and Child Health Service offers you
ort, information and access to professional, p
on to breastfeeding and family planning;
hance to identify any problems in your child
h t t th t ihance to meet other parents in your area a
er support and assistance for those who ne


ernal and Child Health (MCH)


mental right of all women to safeguard


stream settings have not necessarily trans
onomic status and members of certain eonomic status and members of certain e


or all Victorian families with children unde
art in life.


:
advice on everything from child behaviouy g


d’s health and development;
d t t d itnd access to parent and community group


eed it;







Data – Maternal C Child Health Visit 







Recommendations:


vidence Guide identified a holistic approa
ositive increase in attendance rates.


here is a strong link between immunisatio
h f if f th f ll i g i di therefore if one of the following indicat
ncreasing immunisation rates and increasin
here is the possibly that the remaining twpo y g
enefit.


ch to antenatal care would lead to a


n, breastfeeding and MCH programs.
i i g b tf di g tors; increasing breastfeeding rates,


ng attendance at MCH, were chosen
wo mentioned indicators would alsoo o o o o







Increased rate of childre
from sum


Exposure to sunlight is the main cause of
of skin cancer.


Australia has the highest rates of skin ca
Australians affected at some stage duringg g
to ultraviolet (UV) radiation can cause inju
and skin cancer.


Most UV related injuries can be prevent
protection measures.protection measures.


en who are protected 
mer sun


melanoma and an important cause


ancer in the world with one in two
g their lifetime. Too much exposureg p
uries such as sunburn, skin damage


ted by using a combination of sun







Data – Children prottected from the Sun







Recommendations:


Overall rates of children unprotected fro
Gippsland Region. Although it is difficult
Wellington Shire, it can be assumed that th


om the sun are increasing in the
to determine the rates within the


he rates would be similar.







Increased rate of childre
physical aphysical a


scription:scription:
moting physical activity and reducing s
portant for improving children’s fitness
rweight and obesity in Australian children


ny benefits of children participating in phyny benefits of children participating in phy
ysical benefits
ental Health Benefits
ocial benefits


g l th i t l gi tgeneral there are approximately 35 registe
dren aged 0 < 12 years within the Well
dren and families have access parks, playgdren and families have access parks, playg
ghbourhoods.


en who participate in 
ctivityctivity


sedentary activity at early ages is
and reducing the prevalence of


.


ysical activity:ysical activity:


d t d ti l l b fered sports and recreational club for
lington Shire. In addition to that,
grounds and play spaces in their localgrounds and play spaces in their local







Data – Children engaging in physical activity 







Recommendations:


Further promotional work of community an
healthy eating and physical activity is reqy g p y y q
Wellington Shire develop happy and health


nd universal services which promote
quired to ensure children within theq
hy.







Proportion Of Children W
L t T iLeast Twic


Description:Description:
Oral disease is largely preventable, but m
decay (dental caries).y ( )


Tooth decay in the baby teeth can mean t
h d l ( ) h i i in the adult (permanent) teeth, it is imp


hygiene habits early in life.


Keeping children’s teeth and mouth health
Eating a wide variety of nutritious foods
Encourage children to drink plenty of tap w
Encourage children to clean their teeth
morning and once at nightmorning and once at night.
Oral health check‐ups


Who Clean Their Teeth At 
 A Dce A Day


many children still suffer from tooth


that a child will develop tooth decay
h h d d lportant that they adopt good oral


hy includes:


water and plain milk.
at least twice a day, once in the







Data – Children who brush thheir teeth at least twice a da







Data – Children who brush th
–Wellington Shire Avoidable Hospital Ad


: Children aged 0 to 4 years, Wellington Region : Children aged 0 to 4 years, Wellington Region 


e: Children aged 5 to 9 years, Wellington Region e: Children aged 5 to 9 years, Wellington Region 


heir teeth at least twice a da
mission







Recommendations: 


Based on the presenting data in W
understanding of oral health and more
poor. Further review of the current
necessary to identify communication
implement innovative changes to the seimplement innovative changes to the se


Wellington Shire, the communities’
e specifically children’s oral health is
t service and promotional work is
n strengths and weaknesses and
erviceservices.







creased rate of parents read


cription:
earch shows that reading to children from 
l ti g  i t th t f t  l g gulating environment that fosters language


h at home and in the classroom.  


wever despite the benefits of parents or ca
ors exist which impede on their ability.  Th


/ents / Caregivers poor level of literacy 
ked the teaching behaviour of reading a b
original and Torres Strait Islander children original and Torres Strait Islander children 


ing to their children


 an early age creates a safe and 
 thi ki g  d lit  d l t e, thinking and literacy development –


aregivers reading to their children risk 
ey include:


ook
–







Data – Children being re


ding to the 2009 Victorian Child Health andg 9


% (46.6 ‐ 50.0%) of children aged from 6 mo
 b    f il   b  Thi     li htl  hi h by a family member. This was slightly highe
were read to on a daily basis in 2006.  


ead to by family member


d Wellbeing Preliminary findings:g y g


onths to 12 years were being read to on a d
 th  th   % (   8%)  f  hild  er than the 43.1% (41.4 ‐ 44.8%) of children 







Data – Children being re
ralian Early Development Index (AEDI)ralian Early Development Index (AEDI)
AEDI measures five areas, or domains, of ea
cal health and wellbeingg
l competence
ional maturity


d iti kill ( h l b d)uage and cognitive skills (school‐based)
munication skills and general knowledge


AEDI was completed in Wellington betwee


aintain confidentiality results for a Local
are insufficient numbers of children. Th


wing Local Communities:wing Local Communities:
Alberton, Binginwarri, Boisdale, Briag


son, Devon North, Fulham, Glenmaggie, G
ing, Jack River, Langsborough, Loch
oughlins Beach, Nambrok, Port Albert,
ukuk.


ead to by family member


arly childhood development:


n 1 May and 31 July 2009.


Community will not be included if
here were no available data for the


golong, Cobains, Cowwarr, Dargo,
Golden Beach, Gormandale, Hollands


Sport, Longford, Manns Beach,
Tinamba, Won Wron, Woodside,







Data – Children being re


all of the 494 children surveyed, 405 children were 


ead to by family member


 often regularly read to or encouraged to read.  







Recommendations: 


The data presented provides a snap s
their children. Despite the data being
within Wellington Shire, it’s a start
strengths and weaknesses.


Further promotional work may need to
parents and caregivers reading to the
more specifically further promotional w
of reading to an infant.


Wellington Shire is classified as socially
benefit the community and universal sey
which assist in improving parents and c
reading a book.


shot on rates of parents reading to
g a small representation of children
ting point to identify community


o occur to encourage the benefits of
eir children on a regular basis, and
work on the developmental benefits


y disadvantaged community it would
ervice providers to provide resourcesp p
caregivers ‘teaching behaviour’ when







Increased participatio


There is general consensus that there are
and linguistic effects for children who ag
programs are designed to improve your c
key areas:
So i l kill• Social skills


•Self‐awareness and respect for others
•Emotional skills
•Language, literacy and numeracy skills
•A joy for learning and group activities


b l k f d•Ability to make new friends


Kindergarten also provides families with aKindergarten also provides families with a
•support and assistance for children with s
•Resources and links to community suppor


on in Kindergarten


positive social, emotional, cognitive
attend kindergarten. Kindergarteng g
child’s development in the following


ccess to:ccess to:
special needs
rt services.







Data – Kinder


Region % of children aged 3 t


WellingtonWellington 


East Gippsland


Latrobe


Baw Baw


South Gippsland L


t d t d b W lli t Shi Aeport conducted by Wellington Shire on Ac
ucation, highlighted the following data o
ire:ire:
EECD data on kindergarten participation
able between 2006 (90.0 per cent) and 20
crease in participation in 2008 (96.9 per c
nt in 2009 to 84.3 per cent.
he 2009 participation rate is below that ofhe 2009 participation rate is below that of
ctoria (94.1 per cent) and the state‐wide pa


rgarten Rates


to 5 years enrolled in kindergarten


85 3 to 92 685.3 to 92.6 


92.6 to 102


92.6 to 102


92.6 to 102


Less than 85.3 


hi i i l t h f Echieving universal access to 15 hours of Ear
on kindergarten participation in Wellingto


in the Shire shows that participation wa
007 (89.8 per cent). This was followed by a
cent) and a subsequent decline of 12.6 p


f the Gippsland region (94 4 per cent) rurf the Gippsland region (94.4 per cent), rur
articipation rate (92.7 per cent).







ommendations: 


e fees subsidy and specialised funding sch
nous families, Wellington Shire kindergarte
west in the Gippsland region. Although W
r emphasis should be put in place to ad
r review needs to occur on the reportedr review needs to occur on the reported
o 2009 and identify if this is a trend for 201


hemes for child protection clients and
en enrolment numbers remain one of
Wellington Shire rates are above 85%,
ddress the barriers on participation.
12 % drop in participation rates from12 % drop in participation rates from
0.







Reduced absences from


ding school everyday is crucially importan


ttending students are placed in disadva
nged non‐attendance can have harmful ef
or General report stated ‘students who areor General report stated, students who are
dropping out of school early, becoming l
verty trap, depending on welfare and bein


nts’ families and communities can also s
quences as a result of continued absenteequences as a result of continued absentee


m primary school


nt for a student’s education and social


antage both socially and academically.
ffects for the child in later life. A recent
e absent from school are at the greateste absent from school are at the greatest
long‐term unemployed, being caught in
ng involved in the justice system’.


suffer many immediate and long‐term
ismism.







Data – Absen


Average Numb


Region Prep
G


Region Prep 


Wellington  12 to 12.9 days
11.4 to


East Gippsland 15.2 or more days
14.3 da


Latrobe 13 9 to 15 2 days
12.2 


Latrobe 13.9 to 15.2 days 


Baw Baw 12 to 12.9 days
12.2 


South Gippsland 12 to 12.9 days
11.4 to


teeism Rates


ber of absence days 


Grade 1  Grade 2 


o 12.2 days  10.4 days * 


ays or more 13.5 or more


to 13 days 13.5 or more


to 13 days 11.5 to 11.9 days


o 12.2 days 11.9 to 12.5 days 







Data – Absen
AREA SCHOOL TO


EN
NT


Araluen Primary School 194
Guthridge Primary School 21


Sale
Sale (545) Primary School 54
St Thomas’ School 23
St Mary’s School 16
Gippsland Grammar 984


Ai l Ai l P i S h l 22Airly Airly Primary School 22
Cobains  Cobains Primary School 35
Wurruk Wurruk Primary School 37
Cowwarr Cowwarr Primary School 38
Rosedale Rosedale Primary School 10Rosedale Rosedale Primary School 10


Bundalaguah
Bundalaguah Primary School 48


Maffra
Maffra Primary School 28
St Mary’s School 14St Mary s School 14


Boisdale
Boisdale Consolidated School 18


Heyfield
Heyfield Primary School 13
St Michael’s School 75


Nambrok
Nambrok‐Dennison Primary School 98


Stratford
Stratford Primary School 10
St Patrick’s School 12


Briagolong Briagolong Primary School 69
Lochsport Lochsport Primary School 26
Longford Longford Primary School 13
Woodside Woodside Primary School 47
Seaspray Seaspray Primary School 23


teeism Rates
OTAL YEAR RANGE STUDENT
NROLME
TS


ATTENDANCE RATE


4 P – 6 93 %
5 P – 6 92 %
9 P – 6 93 %
3 P – 6 91 %
5 P – 6 91 %
4 P – 12 94 %


P 6 93 %P – 6 93 %
P – 6 95 %
P – 6 91 %
P ‐ 6 93 %


7 P 6 93 %7 P – 6 93 %
P – 6 94%


7 P – 6 94 %
1 P – 6 94 %1 P 6 94 %
0 P – 6 92 %


0 P – 6 93 %
P – 6 93 %
P – 6 89 %


5 P – 6 94 %
7 P – 6 95 %


P – 6 94 %
P – 6 91 %


9 P – 6 91 %
P – 6 94 %
P – 6 94 %







ommendations:


l data on student absenteeism rates with
ared to other Local Government Areas
t tt d i t l k f hnts attend approximately 40 weeks of scho
tudents who commence the first month
ansition to 5 days a week by March. Takingansition to 5 days a week by March. Taking
teeism in Prep grade is significantly high;
absenteeism not being of a concern.


sary to improve Prep attendance, and ass
ted by school readiness, not attending pre


hin the Wellington Shire remain good
within Gippsland. Primary School
l Thi t i diff t fool per year. This rate is different for


of primary school at 4 days a week,
g this into account, the rate of schoolg this into account, the rate of school
; despite the overall performance of
. Therefore further work may be
sess whether low attendance rate is
eschool or a combination.







Improved reading, writ


ficiency in reading, writing and mathema
educational opportunities and employme


di g kill h d t i t l ffor reading skills can have a detrimental eff
have also been associated with behaviou


gressive behaviour and poor self‐concept.gressive behaviour and poor self concept.


y school experiences are important and ca
tude to education and training and confide


general Australian students are reportedgeneral, Australian students are reported
els. However there are some popula
igenous children, boys, children in rem
ioeconomic status background often do
comes as other students and are more like


ting and numeracy


atics are essential skills for day‐to‐day
ent prospects.
f t t d t’ d i thfect on a student’s academic pathway
ural and emotional problems including


an have a lasting impact on a person’s
ence in their learning abilities.


d to have high literacy and numeracyd to have high literacy and numeracy
ations that are at a disadvantage.
mote areas and children from low
o not achieve the same educational
ely to be early school leavers.







Data – Reading, Wri


w is a table with data obtained from 2010 Best Star
p children in Government schools scoring 90% or m
 LGA in Victoria, 2006  LGA in Victoria, 2006 
r 1 children in Government schools scoring 90% or m
 LGA in Victoria, 2006 
r 2 children in Government schools scoring 90% or mr 2 children in Government schools scoring 90% or m
 LGA in Victoria, 2006


R i P (%) Grade 1Region Prep (%)  Grade 1


Wellington  71.7 to 77.4  84.9 to 8


East Gippsland Less than 71 7 80.4 to 8East Gippsland Less than 71.7


Latrobe 71.7 to 77.4 80.4 to 8


Baw Baw 77.4 to 81.7 84.9 to 8


South Gippsland 81.7 to 89.1 88.9 to 9


iting and Numeracy 


rt Atlas, which reported on the percentage of:
ore on Level 5 Reading Assessment, within 


 more on Level 15 Reading Assessment, within 


 more on Level 20 Reading Assessment  within  more on Level 20 Reading Assessment, within 


1 (%) Grade 2 (%)1 (%)   Grade 2 (%)  


88.9 93.7 to 95.8


84.9 93.7 to 95.8


84.9 93.7 to 95.8


88.9 91.3 to 93.7


92.4 93.7 to 95.8







ommendations:


ll data on children’s reading writing and
are reasonable compared to other Local
ver similar to school absenteeism Prever similar to school absenteeism, Pre
ng performance.
e context of prep grade students, there isp p g ,
tors; increasing attendance rate in kinde
mproving reading writing and numerac


d i di t h th i toned indicators were chosen there is t
oned indicators would also benefit as w
en.en.


numeracy skills within the Wellington
Government Areas within Gippsland.
p students have performed low onp students have performed low on


s a strong link between the followingg g
rgarten, reducing school absenteeism
y skills. Therefore if one of the
th ibl th t th i i tthe possibly that the remaining two
well as improving school readiness in







creased rate of re‐notificatio


dren who are abused or neglected or hav
m adequately may be notified to child prot
e is reasonable cause to deem that a child
eglected or otherwise harmed.


client re‐notification rate


ovember 2009 an Ombudsman Report on
ducted, which resulted in 42 recommendat


artment of Human Services intend to inve
y childhood development worker in eachy p
ide targeted interventions for vulnerab
ding stronger partnerships between Child F


ki d d l d hild has kindergarten and maternal and child he


ons to child protection


ve a parent who cannot protect or care fo
ection authorities. Abuse is substantiated
has been, is being, or is likely to be abuse


n the Victorian Child Protection System wa
tions.


est a further $3.8 million to provide for a
of the 24 Child FIRST catchments. This w4


ble babies and infants aged 0‐5 years b
FIRST and universal early childhood service


l h iealth services.







Data – Child Protection
d i S l ieported in 2010 Best Start Atlas in


5–06:
9 per cent of child protection9 per cent of child protection
fications for children aged 0 to 8
rs in Victoria were re‐notifications.
percentage was higher in regional
oria (34.2 per cent) than in
ropolitan Melbourne (28 7 perropolitan Melbourne (28.7 per
t).


S


mpared to 2000–01, the percentage
re‐notifications has decreased in


l Vi t i (36 0 t t 34 2onal Victoria (36.0 per cent to 34.2
cent) and in metropolitan


bourne (31.7 per cent to 28.7 per(3 7 p 7 p
t).


n Re‐notification Rates


Region % No of children re‐notified to CP


Wellington 33.7 to 42.9


East Gippsland 33.7 to 42.9


Latrobe 42.9 or more


Baw Baw 29.3 to 33.7


South Gippsland 29.3 33.7







Data – Child Protectionn Re‐notification Rates







ommendations: 


tlined earlier, the 2009 Ombudsman Repo
m resulted in new initiatives being intro


th b i d t dd tifie there being a need to address re‐notific
le of the ‘Early Childhood Development W
o address these issues with Wellington Parto address these issues with Wellington Part


ort on the Victorian Child Protection
oduced to improve on the service.
ti t i W lli t t ti llcation rates in Wellington, potentially


Worker’ in Wellington Child FIRST is
tnerships providing support.tnerships providing support.







Decreased rate of uni


y in childhood is the most frequent cause
to 14 years and the second most comm
nd 300 children die each year due to accidend 300 children die each year due to accide


type of injury risk varies according to ayp j y g
oning, near‐drowning and burns/scalds are
ren in the early years of school are more l
ents The safet of babies and toddlerents. The safety of babies and toddler
care environments and the attitudes and
regularly.g y


all universal safety strategies for decreasin
l h lle helmets
‐resistant closures on medicines and other
restraints in vehiclesrestraints in vehicles
fencing
tap water temperatures — less than 50 de
ke alarms


ntentional injury


e of death for Australian children aged
mon reason for admission to hospital.
ental injuriesental injuries.


a child’s age. For example, medicinalg p
e concentrated in early childhood, while
ikely to be injured in falls or pedestrian
rs depends largel on their home andrs depends largely on their home and
behaviours of the adults who care for


ng unintentional injuries includes:


r poisons


egrees Celsius







Data – Uninte
Cause of injury ‐Males


Age Group 
00 14


Ca
00‐14


1 Fall <1 metre or no height information 210 1
2 Other specified external cause 125 2
3 Cutting piercing object 63 3
4 Struck by or collision with object 50 4
5 Fall >1 metre 40 5
6 Struck by or collision with person 28 6
7 Motorcycle ‐ driver 18 77 Motorcycle  driver 18 7


8 Unspecified external cause 18 8


9 Contact burn (hot object or substance) 16 9


10 Motor vehicle ‐ passenger 11 10


11 Pedal cyclist ‐ rider or passenger 11 11


12 Other animal related 7 12


13 Motorcycle ‐ passenger <5 13


14 Other transport‐related circumstance <5 14


15 Fire flames smoke <5 15


1616 Poisoning ‐ other or unspecified subst <5 16


17 Dog related <5 17


18 H t diti ( t l i i ) 5 1818 Hot conditions (natural origin) <5 18


19


entional Injury
ause of injury ‐ Females Age Group 


00 1400‐14
Fall <1 metre or no height information 146
Other specified external cause 94
Fall >1 metre 41
Cutting piercing object 25
Struck by or collision with object 22
Unspecified external cause 13
Motor vehicle ‐ passenger 8Motor vehicle  passenger 8


Contact burn (hot object or substance) 8


Struck by or collision with person 8


0 Horse related (fall struck/bitten by) 7


1 Dog related 5


2 Motorcycle ‐ driver <5


3 Pedal cyclist ‐ rider or passenger <5


4 Submersion or drowning ‐ other <5


5 Other threat to breathing <5


66 Fire flames smoke <5


7 Poisoning ‐medication <5


8 Oth i l l t d 58 Other animal related <5


9 Machinery <5







Data – Uninte
e Group: 0 to 4 years, 2008/09


ge Group: 5 to 9 years, 2008/09


entional Injury







Recommendations: 


Based on the above data, the most comm
in Wellington Shire includes falls, cutti
i o t t to ote th t the te of oidimportant to note that the rates of avoid
infections, are high and should be cons
injury (in the context of a health concern)j y ( )


Ongoing promotional work is needed
i l f i i lluniversal safety strategies, especially strat


It is important to note that avoidable
potentially decrease if the community ppotentially decrease if the community p
breastfeeding rates’, ‘decrease rates o
smokes in the home’ or improving oral hy


mon form of unintentional injuries
ing and piercing. However it is
ble ho it l d i io e e i llable hospital admission, especially


idered as a form of unintentional
).)


to ensure families are aware of
i dd i f ll d itegies addressing falls and cutting.


e hospital admission rates could
pursued the indicators ‘increasingpursued the indicators increasing
of children exposed to tobacco
ygiene in the community.







Proportion of children whos
levels of social levels of social 


e concept of social support is a broad ande concept of social support is a broad and
social isolation and loneliness to them


pital, and community building and develo
s been conducted in the area of parental s
reasons.


ese include:
ew interventions that directly target impry g p
imary focus or outcome;
ew interventions designed to help paren
i hild deir children; and
sue of social support is usually subsumed w


e parents report high 
 support support


d emerging area covering themesd emerging area covering themes
mes of social networking, social
opment. However, little research
social support. This is for a variety


rovements in social support as app


ts directly and independently of


within a mental illness agenda.







Data – Parental 


The % of residents 
h f l h


The % of residents 
h f l h


The % of 
that feel their area 
has good facilities 
and services like
shops childcare


that feel their area 
has a wide range 
of community
and support


feel thei
active c


where pe
and get inshops, childcare, 


schools, libraries
and support 


groups
and get in


issues


ppsland 72.1 to 77.8 % 66 to 73 % 64.9 


ngton 72 1 to 77 8 % 63 2 to 66 % 64 9ngton 72.1 to 77.8 % 63.2 to 66 % 64.9 


Valley 72.1 to 77.8 % 66 to 73 % 64.9 


Baw 77.8 to 82 % 63.2 to 66 % 71.5 


ppsland 48 8 to 72 1 % 63 2 to 66 % 71 5ppsland 48.8 to 72.1 % 63.2 to 66 % 71.5 


 Social Supports


residents that  The % of residents  The % of 
r area has an 
community,
ople do things 
nvolved in local


that feel they can get 
help from friends,


family and 
neighbours when


residents who 
feel safe on 
their streets 
alone after 


The 
residen
feel val


socnvolved in local 
s/activities


neighbours when 
needed dark


to 71.5 % 86.24 to 90.24 % 68.9 to 74 % 52.7 % t


to 71 5 % 91 13 to 92 42 % 62 5 to 68 9 % 44 to 4to 71.5 % 91.13 to 92.42 % 62.5 to 68.9 % 44 to 4


to 71.5 % 91.13 to 92.42 % 55.5 to 62.5 % 44 to 4


to 76.7 % 92.42 to 93.68 % 62.5 to 68.9 % 52.7 % t


to 76 7 % 93 68 to 96 18 % 68 9 to 74 % 52 7 % tto 76.7 % 93.68 to 96.18 % 68.9 to 74 % 52.7 % t







ommendations:ommendations:


creasing social supports in parents and prcreasing social supports in parents and pr
ssist in parents to feel like a valued m
ocate to their children and extended fami


oosing to increase the levels of social supp
tors in ‘health and wellbeing’ and ‘learntors in health and wellbeing and learn
tor was chosen potentially there may be
universal services such as Maternal Child
ge with local community groups which en
otes learning and development.


romoting them through universal programromoting them through universal program
ember of their community, which they
ly and friends.


ports for parents it will indirectly benefit o
ning and development’ For example ifning and development . For example if
an increase in the rates of families enga
Health or Preschool/Kindergarten, or pos/ g , p
courages lifestyle choice which is healthy







Further


Cont
beststart@beststart@


licciardello.nao
C th i VCatherine.Va


Best S
bwww.be


r information:


tact details:
@edumail vic gov au@edumail.vic.gov.au
omi.w@edumail.vic.gov.au


ili @ iassiliou@ucgipps.org.au


Start website:
t t t i geststart.vic.gov.au






