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1. Parties to the Partnering Agreement

1.1. The parties to this Partnering Agreement (to be referred to hereafter as the
Agreement) are as attached in Schedule 1.

1.2. Each party acknowledges that it is responsible for its obligations contained in
this Agreement.

1.3. Each party agrees not to do any act or omit to do any act, which may cause the
Contact Organisation to be in breach of contract entered into, or otherwise
cause the Contact Organisation to be in breach of any legal obligations.

1.4. Signatories to the Agreement, of each organisation party to the Agreement, will
be an authorised officer of that organisation.

. Introduction

2.1. Purpose

2.1.1.
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The purpose of the Upper Hume Primary Care Partnership (UHPCP) is to
develop and maintain:

A model of client-centred, integrated service delivery with agreed standards
and protocols;

Processes to engage, inform and encourage participation in health and
wellbeing matters by consumers and carers;

A membership that is representative of the community and effective in
achieving the outcomes desired by the UHPCP;

Engagement with other Primary Care Partnerships on matters of common
interest;

PCP funding from the Department of Health and other bodies;
Models of sharing financial and other resources as appropriate;
A governance structure for the UHPCP;

A planning structure to support UHPCP members and other organisations;
and

Accountability mechanisms to the Department, member organisations and
community/consumers.
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2.1.2.

The purpose of the Agreement is to:

Identify the roles and responsibilities of member agencies, the General
Committee, Executive, PCP funded positions, Steering Committees,
Working Groups and the Contact Organisation, in respect of the
Partnership;

Establish comprehensive communication and reporting protocols for the
management and conduct of the partnership;

Specify management and financial arrangements for the UHPCP; and

Affirm the commitment of members to collectively use best endeavours to
undertake the strategic directions and projects as undertaken by the
UHPCP.

2.2. Background

2.2.1.

2.2.2.

2.2.3.
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This Agreement is an agreement between agencies providing primary
health care and community support services in the local government areas
of Indigo Shire, Towong Shire, the City of Wodonga, and the Kiewa Valley
part of Alpine Shire. The agencies party to this Agreement will form a
Primary Care Partnership in accordance with the requirements of the
Department of Health, as specified in the Funding and Service Agreement
and the Primary Care Partnership Guidelines.

The Upper Hume Primary Care Partnership:

Is a voluntary alliance of members providing services within the local
government areas of Indigo, Towong, City of Wodonga, and the Kiewa
Valley part of Alpine Shire;

Will aim to improve the health and wellbeing of the local population by
strengthening inter-agency coordination in the areas of needs identification,
planning, service delivery, health promotion and partnership;

Will locate its work in a social model of health incorporating social,
economic, environmental and bio-medical influences on health and well
being; and

Will include core agencies identified by the Department and encourage the
participation of other relevant agencies.

The aim of the Upper Hume Primary Care Partnership is to strengthen
health promotion, illness prevention and chronic disease management
processes across and between sectors. The diversity of services
participating in this Partnership creates the possibility of comprehensive
local primary health care systems.
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2.2.4. The development of a Strategic Plan will be the centrepiece of the Upper
Hume Primary Care Partnership strategy. The Strategic Plan will contain
the following elements:

e Service planning — to identify local population health and well-being needs,
to develop strategies to address these needs, and to monitor and evaluate
the outcomes of the strategies;

e Service coordination — to improve access to services, to strengthen
information management, to provide local service information;

e Integrated health promotion - strategies to improve the health outcomes of
the sub-regional population;

e Integrated chronic disease management — strategies to manage and
maintain the best outcomes for people living with a chronic disease; and

e Service partnerships — to establish effective collaborations between
agencies and with service users and communities.

3. Definitions

In this Agreement, the following definitions apply:

“Affiliate Members” are members of the UHPCP who have elected to be involved
with the UHPCP in a more informal capacity, having registered for the second level of
membership.

“Agreement” means this Partnering Agreement, including the Schedules, and any
amendments made by documented agreement of the Members.

“Catchment” is the area comprising the Local Government areas of Indigo Shire,
Towong Shire, the City of Wodonga, and the Kiewa Valley part of Alpine Shire.

“Collaboration” refers to a process through which parties who see different aspects
of a problem can constructively explore their differences and search for solutions that
go beyond their own limited vision of what is possible.

“Consortia Agreement” is the funding and service agreement with the Department
of Health, signed by the Contact Organisation on behalf of the Upper Hume PCP.

“Contact Organisation” is the member agency that holds and audits the funds of the
UHPCP on behalf of the Partnership.

“Coordinator” is a person funded by the PCP specifically to manage and coordinate
the implementation of strategies relating to his/her particular portfolio area.

“Department” means the Victorian Department of Health.
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“Executive” is the sub-group of full members of the UHPCP, elected to represent the
members of the PCP and to act as the principal governing and decision making body
on behalf of the Partnership.

“Executive Officer” is the person funded by the PCP specifically to manage and
coordinate the planning and governance processes of the PCP.

“Full Members” are members of the UHPCP who have registered for the highest
level of membership with full voting and participation rights across all UHPCP
committees.

“Funds Holder” is an alternative descriptor for the Contact Organisation.

“General Committee” is the group consisting of the Full and Affiliate Members of the
UHPCP which provides advice to and coordination across the UHPCP, and
contributes to the implementation of the Strategic Plan.

“Host Agency” refers to a Member of the UHPCP that is contracted to employ one or
more PCP funded positions on behalf of the UHPCP. This includes all matters
relating to employment, office accommodation and practical support including but not
limited to communications, IT and transport.

“Hume Region” refers to the Department of Health region that encompasses the
PCPs of Upper Hume, Lower Hume, Central Hume and Goulburn Valley.

“Lead Agency’ refers to a Member of the UHPCP that is contracted to deliver a
project or other deliverable under the terms of a Lead Agency Agreement.

“Member/s” means the parties to this agreement.
“Partners” means the same as Members.

“Partnership’” means the alliance of member organisations that are signatories to
this Agreement, and agree to the entitlements and obligations identified herein.

“UHPCP’” means the Upper Hume Primary Care Partnership.

“PCP funded positions” is the generic term for the people in positions funded by the
UHPCP specifically for the purpose of addressing the deliverables of the UHPCP and
the Strategic Plan.

“PCP Subscribers” are other interested parties who have formally entered into a
relationship with the PCP but are not Members, either Full or Affiliate. They have no
role in the governance or direction of the UHPCP but may participate in some of the
activities of the PCP by invitation.
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“Portfolio” refers to any of the deliverables that are central to the work of the
UHPCP. These are:

¢ Integrated Chronic Disease Management (ICDM)

e |Integrated Health Promotion (IHP)

e Service Coordination

e Partnership Development

“Service Redevelopment” is the process by which members collaboratively develop
improved local service delivery systems. The aim is to develop systems that are more
visible, accessible, responsive and higher in quality, are based on a social model of
health, and are linked in a more structured way to the broader care and support
system.

“Social Model of Health” is the approach that takes into account the full range of
factors — social, economic, environmental, cultural, political, physical, behavioural,
spiritual, mental, emotional, personal and genetic — that influence people’s health and
well-being.

“Sub-region’ means the same as Catchment.

“Working Group” means a sub-group of any of the UHPCP committees, formed for
a specific purpose and being for a fixed term.

4. Key Values

4.1. Upper Hume PCP is committed to a high quality public health system that
improves health and well being outcomes. The aim is for a system that is
responsive to the needs of people who are service users, encourages
consumer and community participation in planning and decision making and
recognises the continuing role of small and specialist agencies. To achieve
these aims the parties agree that:

e All Partners will bring information to the Partnership and its Steering
Committees and will openly share research, opinions and ideas;
e Concerns and hesitations will be raised and openly discussed;

e The Partnership, and its Steering Committees, will proceed on the basis of
general agreement where possible;

e Public statements will be agreed between the Partners;

e As far as possible Partners will ensure continuity of membership and
attendance at all Partnership meetings;

e The work of the Partnership will not impede any normal operations of the
participating Partners;

¢ Information gained through the Partnership will not be used for commercial
or competitive advantage;
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The Partnership is open to all Primary Care and Community Support
providers providing services within the Sub-region;

Any new developments will recognise current strengths existing within the
Upper Hume PCP;

Partners will work towards recognising and responding to inequity and
exclusion; and

The Upper Hume PCP structure will recognise the geographical diversity of
North East Victoria and the cross border provision of health services.

4.2. The parties agree that the UHPCP will operate in accordance with the following
principles in redeveloping and improving the primary health and community
support service system:

A system based on a social model of health and social inclusion;
Client-focussed service delivery;

Maintenance of the independence of the members of the UHPCP;
Diversity of service provision;

Easy accessibility by all members of the community regardless of their
social, cultural or economic background;

Reduction of ill health through early detection, prevention and health
promotion strategies using a combination of health screening devices,
education and information and social and community development
strategies;

Enabling people to reside in their community and avoid institutionalisation;
and

Strengthen and support social structures to maintain healthy living and
promote wellbeing.

5. Statement of Limitation

5.1. The Partnership will not engage in activities that undermine the specific brief or
mission of member agencies.

5.2. The parties to this Agreement have come together as an unincorporated
Partnership of primary health and community support service organisations in
the Upper Hume sub-region covering the Local Government areas of Indigo
Shire, Towong Shire, City of Wodonga, and the Kiewa Valley part of Alpine
Shire.

5.3. The parties to this Agreement have agreed to form a Partnership known as the
Upper Hume Primary Care Partnership (UHPCP) to obtain the Department’s
approval for funding under the Primary Care Partnership program/strategy.
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5.4.

5.5.

5.6.

5.7.

5.8.

5.9.

5.10.

This Agreement sets out the terms agreed to between the parties for the
UHPCP.

This Agreement relates to the management of the Partnership, including
activities undertaken in relation to implementation of the Strategic Plan, and
specific other projects that may be funded through the UHPCP from time to
time.

Parties to this Agreement will be accountable to each other in relation to
implementation of the key deliverables of the UHPCP Strategic Plan, in
accordance with the terms set out in this Agreement.

Parties to this Agreement will not be accountable to the Department in respect
of services provided by other parties, or in respect of the financial performance
of other parties.

Each party to this Agreement will continue to be accountable to the Department
(or other funding agencies) in respect of funding and services requirements
stipulated by the agreement/s between that party and the Department (or other
funding agency).

The parties acknowledge that the members retain their full independence
despite membership of the Partnership in which they voluntarily agree to act
cooperatively.

This Agreement recognises and endorses the following limitations whereby the
Partnership will not:

e Build a costly infrastructure which duplicates the role of bureaucracy or
agency management and leads to the transfer of resources away from
service delivery to management;

e Assume the Department’s funding or purchasing role; or

e Attempt to direct or re-direct the financial resources of any agency except
where those resources are provided through the UHPCP.
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6. Term or Duration

6.1.

The Agreement will commence on the 1st July 2010 and continue for the term
of the funding provided by the Department; that is, until 30 June 2012; or until
the happening of the first of any of the following events:

e An agreement by the parties (including at least 75% of the Partnership’s
Full Members) to disband the Partnership;

e Failure to obtain approval from the Department for continuation of the
Upper Hume PCP;

e The creation of a formal Partnership or other legally binding entity to take
over the operations of the Partnership; or

e Termination by the Department or the completion of the UHPCP.

6.2. Option to Renew/Extend

If UHPCP receives further funding from the Department beyond June 2012, the
Partnership will have the option to extend this Agreement. This extension of the
Agreement will be dependent upon the arrangements set out herein working
effectively. However, the Agreement may be renegotiated at this time if the
stipulations of the Agreement have proved to be ineffective for the successful
management and governance of the Partnership.

7. Membership

7.1.

7.2.

7.3.

Any organisation providing primary health care and community support services
within the UHPCP catchment, regardless of the State in which the service has
its base, will be eligible for membership of the Partnership, in accordance with
the Service Agreement with the Department and other relevant policy
documents. There will be no membership joining fees for organisations
participating in the partnership.

The Partnership structure will consist of two categories of members — Full and
Affiliate — and an additional category comprising Subscribers to the PCP.

Membership (both Full and Affiliate) entitles the organisation to:

¢ Involvement in the service planning and development of the UHPCP; and

e Claim membership of the Partnership in relevant tenders and funding
submissions.
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7.4. Full Membership

7.4.1.

7.4.2.

7.4.3.

Full Members are entitled to have representation and full voting rights on all
UHPCP committees or groups including:

e General Committee
e Steering Committees
e Working Groups

Full Members are also eligible:

e For nomination to the Executive, which serves as the primary governing
and decision making body for the UHPCP;

e For nomination to Chair positions within the PCP, including the UHPCP
Chair and Steering Committee Chair positions;

e To submit Expressions of Interest for fundsholder or hosting roles on
behalf of the UHPCP; and

e To participate in activities funded or supported by the UHPCP and
access any financial benefits, subsidies or discounts offered in
association with these.

Full Members are required to:

¢ Be alegal entity;

e Provide primary health care or community support services within the
catchment; and

e Be represented on the General Committee by a CEO (or equivalent) or
delegated senior manager with authority to act on behalf of their
organisation.

7.5. Affiliate Membership

7.5.1.

7.5.2.

7.5.3.
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Individuals or groups ineligible or otherwise unable to be a Full Member
may opt to be an Affiliate Member, allowing them to be involved in the
activities of the UHPCP on an informal basis.

Affiliate Members may attend any meeting of the General Committee, and
may be invited to participate on any relevant Steering Committee by the
Chair or Coordinator of that group.

Affiliate Members are also eligible to participate in activities funded or

supported by the UHPCP and access any financial benefits, subsidies or
discounts offered in association with these.
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7.5.4. Affiliate Members might:

Represent a key stakeholder group within the catchment, including but
not limited to service providers, consumer and carer support
organisations or voluntary alliances of agencies (such as the HACC Best
Practice Network); or

Be a natural person, representing consumers or carers.

7.6. PCP Subscribers and other interested organisations or individuals

7.6.1. Other interested stakeholders:

Are encouraged to participate in the activities of the UHPCP as
appropriate providing they are involved in primary health care or
community support services in the UHPCP catchment, regardless of
which State they reside or are based in;

Might include registered PCP Subscribers, and other interested
organisations or individuals that might become involved from time to
time;

Do not have voting rights on any of the PCP committees; and

Are not eligible to act in any official capacity or hold any official role
within or on behalf of the UHPCP

7.6.2. PCP Subscribers:

Are other interested parties who have formally entered into a
relationship with the UHPCP by registering their interest, but are not
Members, either Full or Affiliate;

Have no role in the governance or direction of the UHPCP but may
participate in some of the activities of the PCP by invitation; and

Are not eligible to receive any of the financial benefits, subsidies or
discounts available to Full or Affiliate Members and may be charged a
fee in order to participate in PCP funded or supported activities.

7.7. New Members

7.7.1. Applications for membership of the UHPCP will be accepted from
applicants that:
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Are either legally incorporated or a natural person; and

Provide relevant services or act as representative for a key stakeholder
group within the catchment.
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7.7.2.

7.7.3.

7.7.4.

The General Committee of the UHPCP will consider all applications for
membership, with acceptance being approved by majority vote of the Full
Members of the General Committee. Successful applications will be
endorsed by the PCP Chairperson or delegated PCP representative.

In the event that votes are tied in the General Committee, the application
will be referred for consideration by the Executive.

In the event that the decision regarding the application is disputed by any of
the parties involved, recourse is to the dispute resolution mechanism as
outlined in this Agreement.

7.8. Withdrawal of Members

7.8.1.

7.8.2.

Membership of the Partnership is voluntary and any Full or Affiliate Member
may, after providing written notice, withdraw from the Partnership. The
written notice, addressed to the Chair of the UHPCP, will specify the date
on which the party’s withdrawal will be effective.

In the event that any Full Member withdraws from the Partnership, the
General Committee will review the impact of this, if any, on the PCP and
recommend any action deemed necessary to ensure the continued capacity
of the PCP.

7.9. Member Obligations

Membership of the Partnership obliges an organisation to:
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Actively participate in and contribute to the activities of the Partnership;

Undertake a fair share of the tasks required to achieve agreed Partnership
goals and to be accountable to the membership for task completion;

Commit “in-kind” resources consistent with agencies’ capacity to contribute
to the consultative development and planning processes;

Enter into meaningful discussions with the UHPCP to facilitate the
implementation of agreed service development and planning processes;
and

Implement the endorsed outcomes of service development and planning
processes relevant to its operations.
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7.10. Failure to Meet Obligations

7.10.1. If a member, or representative of the member organisation, fails to meet
the obligations as outlined in this Agreement, the Executive may review
the member’s participation in the UHPCP, in consultation with that
member. The Executive may request that the member:

e Appoint another representative;

e Take certain actions as deemed necessary to continue as a member;
or

e Withdraw from the Partnership.

7.10.2. If resolution is not reached, the matter may be referred to the dispute
resolution process, by the Executive or by the member concerned.

8. Community Representation / Participation

The UHPCP will be guided in its consumer participation by the “Community
Participation Strategy” (refer Schedule 4).

9. Governance

The UHPCP governance structure comprises the Executive and the General
Committee. Governance responsibilities are split between the two groups. The
management structure adopted by the Partnership has, and will continue to evolve in
response to the developmental stages of the Partnership.

9.1. Executive

9.1.1. The Executive will be made up of no more than 8 people. This number is to
include the elected Chair and Deputy Chair of the UHPCP, 1 representative
each from a Division of GP, a large service provider (more than 50 staff), a
small service provider (up to 50 staff), an NGO and 2 representatives from
Local Government Authorities. The Executive Officer will also attend
Executive in a non-voting capacity.

9.1.2. The Executive will decide all matters excepting those relating to new
membership and election of office holders. However, the Executive may
refer any other matter back to the General Committee for consideration if
deemed appropriate.
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9.1.3.

9.1.4.

9.1.7.

The Chair of the UHPCP will preside at all meetings of the Executive. If the
Chair is unable to attend, the Deputy Chair shall preside. In the event that
neither office holder is present, the Executive will nominate an alternative
Chair for the meeting.

Quorum for the Executive is 50% plus 1. If quorum is not met, the matters
at hand may still be discussed and minuted, but no decision made at that
time. Voting may then be sought by an appropriate alternative method such
as email and the outcome moved at the next meeting.

. Decisions made by general consensus are preferred. However, if

agreement cannot be reached by members of the Executive, voting shall be
conducted and won by a majority vote of the participating Executive
members. If a majority vote does not result, the resolution is defeated.
Executive members may abstain from voting if a strong reason exists for
this.

. In the case of decisions where more than two options are presented these

will be won by majority vote. If a majority vote does not result, a second
vote will be conducted. If a majority vote is still not reached, the matter
shall be tabled for consideration by the Full Members of the General
Committee.

Members of the Executive shall:

e Attend meetings in person or notify the Executive Officer they will be an
apology.

e Attend a minimum of 75% of the scheduled Executive meetings within
a 12 month period (consistent with the financial year). Those failing to
meet this requirement may be asked to withdraw from the Executive.

e Be elected annually by the Full Members of the General Committee in
accordance with the attached Schedule of UHPCP meetings and key
dates, or as vacancies arise.

9.2. General Committee

9.2.1.

9.2.2.
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The General Committee will be made up of all Full and Affiliate members of
the UHPCP.

Affiliate Members are encouraged to participate on the General Committee
and other PCP activities, however they have no voting rights.
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9.2.3.

9.2.5.

9.2.6.

9.2.7.

9.2.8.

9.2.9.
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The primary functions of the General Committee will be:

Advisory;
Information sharing;
Coordination;
Planning; and

Provision of recommendations to the Executive.

The General Committee will undertake a decision making role in relation
to:

Election of the Chair and Deputy Chair of the UHPCP;
Election of Executive members;

New membership applications; and

Other matters referred by the Executive.

The Chair of the UHPCP will preside at all meetings of the General
Committee. If the Chair is unable to attend, the Deputy Chair shall
preside. In the event that neither office holder is present, the General
Committee will nominate an alternative Chair for the meeting.

Quorum for the General Committee is 50% plus 1 of Full Members. If
quorum is not met, the matters at hand may still be discussed and
minuted, but no decision made at that time. Voting may then be sought by
an appropriate alternative method such as email and the outcome moved
at the next meeting.

Decisions made by general consensus are preferred. However, if
agreement cannot be reached, voting shall be conducted and won by a
majority vote (minimum 50% plus 1) of the participating Full Members.
Members may abstain from voting if a strong reason exists for this. Each
Full Member is entitled to one vote.

In the case of decisions where more than two options are presented (such
as election of office holders), these will be won by majority vote. If a
majority vote does not result, a second vote will be conducted. If a
majority vote is still not reached, the matter will be forwarded to the
Executive for consideration.

Full and Affiliate Members of the General Committee may be represented

on the Committee by a suitable delegated representative if unable to
attend.
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9.2.10. Full Members must attend, or be represented at, a minimum of 75% of the

scheduled meetings of the General Committee. Those failing to meet this
requirement over a 12 month period (consistent with the financial year) will
lose all rights associated with Full Membership and become eligible only
for Affiliate Membership rights.

9.2.11. The Executive Officer or Chairperson, upon receiving a request in writing

from not less than four Full Members, must call an extraordinary meeting
of the General Committee.

9.2.12. Other individuals may attend the General Committee meetings from time

to time, by invitation of the Chair or Executive Officer.

9.2.13. Full or Affiliate Members may be invited to participate on relevant Working

9.3.

Groups from time to time.
Steering Committees

Deliverable-specific advice and decision making will be the responsibility of the
Steering Committee applicable to that deliverable. Each Steering Committee
will be presided over by a Chair, nominated by the Members of that Committee,
and will operate in accordance with the Terms of Reference for that Committee
(refer Schedule 6).

10. The Contact Organisation

10.1.

10.2.

10.3.

10.4.

10.5.

Only Full Members of the Upper Hume PCP are eligible to act on behalf of the
PCP as the Contact Organisation.

The Contact Organisation will execute a Service Agreement with the
Department as the agent for the Partnership. The rights and obligations given
to, and imposed upon, the Contact Organisation by the Service Agreement are
as agent for the Partnership.

The Contact Organisation will act as the agent for the Partnership and on the
instructions and authority of the Executive, and will sign a Contact Agency
Agreement with the UHPCP (refer Schedule 7). The Contact Organisation will
be indemnified by the Partnership for any liability properly incurred on behalf of
the Partnership.

The Contact Organisation will participate in all discussions regarding financial
matters (given its role as fundsholder and signatory to the Service Agreement
with the Department) to ensure compliance with funding requirements.

The Contact Organisation will account for the funds in accordance with its
normal accounting procedures and practices. These practices must include the
capacity to acquit for the funds in accordance with the Service Agreement.
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10.6. The Contact Organisation will provide to members an externally audited report
in relation to the expenditure of the Partnership funds, on an annual basis.

10.7. Any three Full Members of the UHPCP may request an audit of the
disbursement of funds by the Contact Organisation if there is concern regarding
this. The cost of the audit will be borne by the requesting parties.

10.8. The Executive may request an audit of the disbursement of funds by the
Contact Organisation at any time. In the event that the Executive requests an
audit, the cost of the audit will be borne by the UHPCP.

10.9. The Contact Organisation may be replaced at any time with an alternative
Contact Organisation if they are deemed to have breached the Contact
Organisation Agreement or the terms of the Partnering Agreement (for example,
failing to maintain Full Membership). Action to replace the Contact Organisation
must be initiated through the Executive.

10.10. The Contact Organisation may relinquish its role by giving not less than three
months notice in writing to the Executive. As soon as practicable thereafter,
the Executive shall appoint a new Contact Organisation.

10.11. In the case of a change of Contact Organisation, an audit of the Partnership
funds may be undertaken at the discretion of the Executive. All assets and
unspent funds will be transferred from the relinquishing Contact Organisation
to the new Contact Organisation.

10.12. The relinquishing Contact Organisation will ensure that the new Contact
Organisation is fully informed of all matters relating to the management of
funds and assets.

10.13. At the end of the period of this Agreement, if a further period of funding is
confirmed, the partnership will evaluate the role of the Contact Organisation
and undertake the agreed Expression of Interest process to identify the new
Contact Organisation from within the Full Membership, to hold that office for
the next funded period.

10.14. Any interest accrued on PCP funds is considered to be part of the PCP
finances and will be accounted for as such.
11. Financial and Asset Management

11.1. Financial Management
11.1.1. The Partnership must operate within the budget available.

11.1.2. Each signatory to this Agreement agrees to contribute to the responsible
management of the funds.
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12.

11.1.3. The General Committee will discuss, consider and make
recommendations to the Executive regarding each new budget. The
Executive will ratify the proposed budget.

11.1.4. To ensure responsible financial management, the following will be
undertaken by the UHPCP:

e An annual budget is endorsed by the Executive and progress against
budget reviewed at least bi-monthly;

e (Changes to budgeted expenditure will be discussed and approved by the
Executive;

e The development and signing of contractual agreements requires the
approval of the Executive; and

e Where a project budget requires a commitment of Full or Affiliate Member’s
funds, these are to be approved by the CEO/Board of that agency to ensure
financial commitment will be provided.

11.1.5. The Executive Officer is to present a summary YTD budget report to the
General Committee and a detailed budget report to the Executive at each
meeting.

11.2. Delegated Authority

11.2.1. The Chairperson and Executive Officer have full delegated authority to
sign on the behalf of the Partnership for funding agreements, invoices and
expenditure within the parameters of the agreed budget.

11.2.2. The Executive Officer and the Chair have the delegated authority for
discretionary expenditure up to $1000 (EO), and $5000 (Chair).

11.2.3. Detailed paperwork will be maintained and full reports provided an all
activity.

11.3. Asset Management

Assets purchased with PCP funds for the PCP will be recorded by the fundsholder
and managed according to normal asset management processes and reported
against annually.

Distribution of Funding

12.1. The assets and liabilities of the members, unless specifically agreed

otherwise, will remain with the members and will not belong to the Partnership.
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12.2.

12.3.

12.4.

12.5.

12.6.

12.7.

12.8.

By agreement, the UHPCP may involve the joint use of members’ assets (for
example, property, intellectual property, equipment and information technology
systems), but these assets remain the property of the member.

The contribution of one member’s assets to another for the purposes of
achieving the objectives of the Partnership may be the subject of separate
legally binding agreements between the respective members. Such
agreements will remain in force irrespective of either member’s continued
membership of the Partnership.

Assets purchased through PCP funds and deployed to any member must be
used for the agreed purpose and returned to the Contact Organisation in the
event that the particular member withdraws from the Partnership or an agreed
initiative of the Partnership.

The parties will develop mechanisms for purchasing assets including
information technology assets. Such assets will be dispersed in accordance
with the aims of the project and in consultation with the Department should the
project be dissolved, or members cease to participate.

Each party agrees that it has no right to obtain a partition of any assets of the
Partnership or held by the Contact Organisation on behalf of the Partnership.

The Contact Organisation will be reimbursed for costs associated with the
administration of its duties on behalf of the UHPCP. A separate agreement
will be administered in relation to this role.

Funds and assets deployed under a Lead or Host Agency agreement with a
member or members on behalf of the Partnership are the subject of separate
legally binding agreements and must be used for the agreed purpose. In the
event that a member engaged in a Lead or Host Agency role withdraws from
the UHPCP, the assets and funding associated with that agreement will be
returned to the Contact Organisation until such time as an alternative Lead or
Host Agency is identified.

13. Insurance and Liability

13.1.

13.2.

On signing of the Consortia Agreement with the Department of Health by the
Contact Organisation, and having satisfied clause 13.3 of this Agreement, all
signatories to the Upper Hume PCP Partnering Agreement will be insured
under the PCP Insurance Program negotiated with VMIA and funded by the
Department.

This insurance arrangement only applies to liability arising from or in respect of
activities and projects specified in the Consortia Agreement and/or in the
arising from or in respect of PCP specific plans and activities.
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13.3. The Contact Organisation is required to notify the Department’s insurance unit
of all members of UHPCP who have signed this Agreement so that they
become a ‘named insured’.

13.4. This insurance provides cover for:

¢ Industrial Special Risks;

e Public and Product Liability Insurance;

e Directors and Officers Liability Insurance;
e Professional Indemnity Insurance; and

e Personal Accident Insurance.

13.5. Protection against legal liability will cease if parties act beyond the scope of
the activities and projects specified and agreed in the Consortia Agreement
and/or UHPCP plans and agreements.

13.6. The members will be responsible for any liabilities arising from their own
organisation or their own service delivery while a member of the Partnership.

13.7. Additional risk to the insurance contract has been assessed as minimal given
that the activities of the PCP are primarily of a strategic planning and
coordination nature. The activities include information management, various
service initiatives and the development of Strategic Plans.

14. Risk Management

14.1. The UHPCP and organisations entering into this Agreement will give due
consideration to the risk management issues associated with PCP
membership, as outlined in the Risk Management Checklist (Schedule 7).

14.2. All organisations will be provided with a copy of the Risk Management
Checklist prior to entering into this Agreement.

14.3. All organisations seeking to receive or manage funds on behalf of the UHPCP
will be required to provide evidence that they are financially viable and solvent
and not subject to any unusual risk or exposure that might jeopardise the
finances of the PCP. This might be in the form of a financial report or
statement from an external auditor.
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15. Confidentiality

15.1. Subject to both the provisions of relevant privacy legislation and appropriate
client consent requirements, data shared between members that relates to
clients and/or services provided must be treated as the proprietary information
of individual providers and must not be published for purposes other than
participation in approved projects.

15.2. Partnership members must keep confidential any information to which they
have access for the purpose of PCPs. This confidentiality continues to apply
to members after either their withdrawal from the Partnership, the dissolution
of the Partnership, or the winding up of the PCP.

15.3. Any decision to release confidential information will be made by the Executive
and noted in writing.

16. Intellectual Property

16.1. Any publication or research prepared or developed by a member or members
of the UHPCP specifically relating to projects or activities funded by or on
behalf of the PCP is jointly owned by members of the UHPCP.

16.2. Under the requirements of the Copyright Act 1968, any material produced
under the direction or control of the State will vest in the State of Victoria
rather than in the UHPCP. Therefore any intellectual property produced using
Government funding, relating to Services and Funding as defined in the
Consortia Agreement will vest in the State of Victoria.

16.3. Any intellectual property produced using funding from, and by agreement with,
any Government other than the State of Victoria, will vest in that Government.

17. Dispute Resolution Mechanism

The partnership recognises and values the diversity of its members and seeks to
anticipate and resolve differences in this spirit. The partnership will operate as a
forum in which members are encouraged to openly express and discuss their issues
or concerns so as to seek general consensus and agreement as part of the overall
decision making process. Some matters may be addressed by majority vote as per
the requirements set out in Section 9 of this Agreement (Governance). However if,
after application of these measures, a decision or agreement cannot be achieved,
then parties to the dispute will implement the following dispute resolution processes.

17.1. The party or parties that are in disagreement or in dispute will document the

issue(s) in dispute, their position on the issue(s) and their proposed solution to
the dispute for reference to the Executive.
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17.2.

17.3.

17.4.

17.5.

17.6.

17.7.

The Executive will appoint a member to seek to negotiate, in good faith, an
agreed resolution to the dispute.

Where either party considers the matter significant, discussions shall be
initiated promptly within 7 working days of the written notification that a dispute
exists.

The parties will continue to perform their allotted roles within the Partnership in
good faith while the dispute is being resolved.

If a negotiated resolution is not achieved, the Executive will hear a report from
the parties in dispute and the appointed member. The parties will be given the
right of reply to any new matters raised by the appointed member in his or her
report.

The Executive will then vote to determine the Executive’s view on the matter in
dispute. A majority vote will determine the position of the Executive to resolve
the dispute.

If there is a continuing dispute the issue may be referred by the Chairperson of
the UHPCP to an arbitrator, who will be an agreed independent party. The
decision of the independent arbitrator shall be binding on all parties to the
dispute. Any costs associated with independent arbitration will be borne
equally by the UHPCP and the party seeking resolution.

18. Engagement of employees, consultants, and contractors

18.1.

18.2.

18.3.

As an unincorporated alliance of member organisations the UHPCP is not
legally able to meet the commitments of an employer, or enter into a contract
with a consultant or contractor. Employment of PCP funded positions,
consultants or contractors, employed specifically to achieve the agreed aims
and outcomes of the UHPCP, must be undertaken on behalf of the PCP by a
member organisation.

Core PCP funded positions, including the Executive Officer and Coordinators,
will be employed by a member organisation acting as a host employer in
accordance with the Host Agency Agreement (refer Schedule 6).

Specific projects may be funded by or through the UHPCP from time to time,
requiring fixed term employment or other contractual arrangement with an
individual, consultant or contractor for the purposes of delivering a clearly
defined project. Such projects will be managed through either a host agency
or lead agency, as deemed appropriate by the UHPCP membership. The
Host/Lead Agency will act on behalf of the PCP in accordance with the
relevant agreement (refer Schedule 6).
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18.4.

18.5.

Selection of member organisations to act on behalf of the UHPCP will be
through the process set out in Schedule 8.

The relationships and communication between the host or lead agency and
the UHPCP, its members and staff, will be according to the guidelines set out
in Schedule 10.

19. Termination

19.1. Termination for Breach

The involuntary removal of a member from the UHPCP will be treated with the utmost
caution. A written notice of default under this Agreement will be provided with
adequate notice for redress. If the Executive determine to terminate the membership
of a party, 7 days notice in writing will be provided to the relevant party.

19.2. Termination upon Completion

19.2.1. In the event that the UHPCP disbands, all assets, purchased using DoH

funds and entered into the consolidated asset register in accordance with
the Consortia Agreement, shall be transferred to the Department.

19.2.2. Intellectual property owned by DoH, shall be returned to the Department,

in lieu of being granted a licence agreement as stipulated in the Consortia
Agreement.

19.2.3. All assets and intellectual property owned by UHPCP shall be evenly

distributed amongst the members.

20. Conflict of Interest

20.1.

20.2.

The members and their staff are expected to comply with proper standards of
probity as per their agency’s governance.

It is incumbent on any member of the Executive or General Committee to
inform the relevant Committee of any conflict of interest with respect to
particular decisions and, if regarded as necessary by the Committee, the
individual member will not participate in the discussion and decision-making
on that particular issue.
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21. Notices

Any parties to this Agreement may bring matters to the attention of other members
of UHPCP for discussion at meetings of the General Committee. All notices will
be issued in writing to the chairperson of UHPCP, to be received by the
chairperson no less than 7 days prior to a meeting of the General Committee.

22. Variation and Review of the Partnering Agreement

22.1. Proposals to vary this Agreement must be in writing and referred to the
Executive. Decisions on proposals to vary the Agreement will be decided by a
simple majority of the Executive. Variations to this Agreement may need to be
approved by individual agencies, including those who are represented by a
nominated member on the General Committee. Agreed variations will be
attached to this Agreement.

22.2. This UHPCP Agreement will be reviewed at minimum on an annual basis to
ensure that all parties are meeting its terms and conditions.

23. Evaluation of the Partnership and its Activities

An agreed evaluation process will be undertaken annually with all members and
include other key stakeholders.
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Member Organisations

The following organisations are Full Members (Level 1) of the UHPCP:

Albury Wodonga Health — Wodonga Campus

Albury Wodonga Regional General Practice Network
Beechworth Health Service

City of Wodonga

Community Options Brokerage

Gateway Community Health

Indigo North Health

Indigo Shire Council

North East Local Learning and Employment Network
Rural Housing Network Ltd

Tallangatta Health Service

Towong Shire Council

Uniting Care Goulburn North East

Upper Murray Family Care

Vision Australia

Women'’s Health Goulburn North East

The following organisations are Affiliate Members (Level 2) of the UHPCP:

Age Concern Albury Wodonga

Aged Psychiatry Service - North East Health Wangaratta
Alpine Health Service

Alpine Shire Council

Central Hume Support Services

Community Accessibility Incorporated — Community Managed Transport
Continuing Education Centre

Cooinda Family Support Inc

Department of Veteran Affairs

Disability Access and Information Service

Integrated Primary Mental Health Service

Lifeline — Mountains to the Murray

Mind (Richmond Fellowship)

Mungabareena Aboriginal Corporation

North East Division of General Practice

Ovens and King Community Health Service



Upper Murray CASA

Upper Murray Health and Community Services
Volunteer Resource Bureau

Walwa Bush Nursing Centre

The following organisations are PCP Subscribers (Level 3) of the UHPCP:

Currently no PCP Subscribers.

Current at 31% August 2010
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Abbreviations

AWHWC Albury Wodonga Health - Wodonga Campus

CEO Chief Executive Officer

CHPIA Community Health Plan Implementation Agreement
DoH Department of Health

EO Executive Officer

HARP Hospital Admission Risk Program

ICDM Integrated Chronic Disease Management

IHP Integrated Health Promotion

MPHP Municipal Public Health Plan

PCP Primary Care Partnership

UHPCP Upper Hume Primary Care Partnership
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Executive Summary

This is the fifth strategic plan for the Upper Hume Primary Care Partnership
(UHPCP). The planning process was conducted between July 2008 and
November 2009. This plan is driven by the Department of Health’s (DoH) new
reporting guidelines and program logic.

UHPCP’s goals and priorities are outlined below under its four deliverables of
Partnership, Integrated Health Promotion, Service Coordination and Integrated
Chronic Disease Management.

Partnership Goals

e Build the capacity of services and the community to respond to community
needs.

¢ Initiate and strengthen partnerships to address the social determinants of
health.

e Improve capacity for gathering, analysing, using and sharing evidence to
inform our services and assist us to advocate and address policy and
funding issues.

Integrated Health Promotion Priorities
e Promote mental health and wellbeing.
¢ Promote physical activity and active communities.

Service Coordination Priorities

e Achieve continuous quality improvement in service coordination.

e Enable the adoption of shared approaches to inter agency care planning.
e Embed service coordination systems across member organisations.

Integrated Chronic Disease Management Priorities

e Work with clients, service providers (especially General Practices),
management and the community to achieve a shift in thinking about chronic
disease from reliance on acute service models to implementation of the
expanded chronic care model.

e Establish clear, integrated, flexible, well resourced, evidence based client
(self management) pathways.

e Establish clear assessment and care planning with one aim being to reduce
assessment duplication.

e Establish outcome measures that demonstrate quality chronic disease
management and client outcomes.
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Introduction

This is the fifth strategic plan for the Upper Hume Primary Care Partnership
(UHPCP). The previous Healthy Communities Plans were driven by the
Department of Human Services’ Community Health Plan Implementation
Agreement (CHPIA). The CHPIA reflected the needs of the early stage of PCP
development state wide and with previous plans stretching to 71 pages there
was agreement by all parties concerned that the planning process would
benefit from being revised and streamlined.

This plan is driven by the Department’s new reporting guidelines and program
logic. The scope of the planning process included a review of the partnership’s
governance arrangements. As a result, a number of immediate structural
changes to the PCP were implemented during the planning process.

The strategic plan was developed at a time of substantial health reform at a
Federal and State level. A number of influential reports were released during
the strategic planning phase including: Towards a National Primary Health Care
Strategy (Department of Health and Ageing 2009), Primary Health Care in
Victoria (Department of Human Services 2009) and A Healthier Future for All
Australians (National Health and Hospital Reform Commission 2009). The plan
was finalised prior to decisions being made by the Commonwealth about the
reorganisation of Primary Care.

This document does not include operational details. Objectives, strategies and
indicators can be found in individual plans for each of the Partnership’s
deliverables. The individual plans are available from the PCP Executive Officer
(EO) on request.
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The Plan

Partnership

The Partnership has outlined a vision, mission and goals for 2009-2012.

Vision
Our communities working collaboratively to enhance the health, wellbeing and
quality of life of their members.

Mission

To enhance wellbeing and quality of life, reduce the prevalence, incidence and
burden of illness/disability, meet the needs of hard to reach and vulnerable
groups, and reduce health inequalities between population groups.

Goals
1. Build the capacity of services and the community to respond to community
needs through:

Training;

Mapping/audit of principles or principles of engagement (assets?);
Community forums/information sessions;

Organising structures, policy, procedures and practices to provide access
to community information;

Networking/information sharing.

2. Initiate and strengthen partnerships to address the social determinants of
health by identifying and implementing strategies to engage and support
key partners in:

Increasing understanding of the social determinants of health;
Investigating models that address the social determinants of health;
Planning;

Implementation;

Evaluation;

Sharing ideas.

3. Improve members’ capacity for gathering, analysing, using and sharing data
to inform their services and allow them to advocate and address policy and
funding issues by:

Identifying key partners;

Identifying data/evidence required;

Developing a data gathering strategy;

Developing an information management strategy;
Developing an information sharing strategy.
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Articulation with Municipal Public Health Plans
The intent of the PCP strategic plan is, wherever possible, to support the

planning processes of PCP members. Articulation with other planning processes
is therefore a priority.

In particular, the UHPCP plan should be read in conjunction with the Municipal
Public Health Plans (MPHPs) of Towong, Indigo and City of Wodonga. UHPCP
has a number of shared priorities with its Local Government Area (LGA)
partners. These are:
e employment;
community connectedness;
recreation and physical activity;
mental health;
people at risk;
diverse communities;
indigenous communities.

Integrated Health Promotion

Integrated Health Promotion has two priorities for 2009-2012. The Common
theme for both IHP Priorities is Social inclusion. The priorities are:

1. Promoting mental health and wellbeing

e All agencies involved will have a common goal: Improved social
connectedness among those likely to have the poorest health in the
Upper Hume catchment.

e All agencies will also have a common objective: By June 2012 service
providers and community will increase their ability to identify and
respond appropriately to those who are most vulnerable to social
isolation

2. Promoting physical activity and active communities
e Agencies involved in this priority will determine their own objectives
based on their specific catchment-based projects. See agency plans
for specific projects and related objectives.
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Service Coordination

The service coordination strategic planning priorities for 2009-2012 aim to
consolidate previous service coordination activity in UHPCP and to increase the
number of organisations/program areas in UHPCP implementing Service
Coordination. There are 3 priorities, these are:

1. Achieve continuous quality improvement in service coordination.

Formalise linkages for agencies working with hard to reach and
vulnerable populations;

Embed Service Coordination within agency Continuous Quality
Improvement Systems;

Review Service Coordination Implementation across the service
system in UHPCP;

Improve Information Management Information Technology in support
of effective service coordination.

2. Enable the adoption of shared approaches to inter agency care
planning

Embed effective Multidisciplinary Care Coordination practice and
systems;

Improve communication systems with General Practice and Private
Health Providers;

Enhance service coordination linkages with clinicians working with
clients with preventable chronic conditions;

Develop a workforce skilled in coordinating care for clients with
complex needs.

3. Embed service coordination systems across member organisations.

Development and design of integrated service access (intake) models
Embed effective e-communication to support integrated practice;
Embed service coordination within agency management and
operational systems.

Upper Hume Primary Care Partnership 24/11/09
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Service Coordination Governance and Change Management approach
Change management will continue to be driven by the PCP Service
Coordination Steering Committee. The Committee represents a mix of
managers and staff from key stakeholder organisations across the PCP. It will
continue to meet bi monthly and is currently chaired by the CEO of the Albury
Wodonga Regional GP Network. The role of the Committee is to:

e Plan and deliver on Service Coordination priorities (as appropriate given
local needs and resources);

e Disseminate materials and resources around service coordination to
UHCP members;

e Support the delivery of partnership activities around service coordination
such as workshops, forums, training and direct program and service
advice where indicated;

e Provide opportunity for partners to communicate and network around
service coordination implementation within their organisation and across
sectors.

Integrated Chronic Disease Management

ICDM has 4 priorities for the period 2009-2012:

e Work with clients, service providers (especially GPs), management and
the community to achieve a shift in thinking about chronic disease from
reliance on acute service models to implementation of the expanded
chronic care model.

e Establish clear, integrated, flexible, well resourced, evidence based client
(self management) pathways.

e Establish clear assessment and care planning with one aim being to
reduce assessment duplication.

e Establish Outcome Measures that demonstrate quality chronic disease
management and client outcomes.

ICDM Governance and Change Management Structure

ICDM Work in the Upper Hume has been overseen by the Hospital Admission
Risk Program (HARP) ICDM Alliance. Alliance membership comprises Senior
Managers of Health Services, HARP, DoH, GP Divisions, the PCP EO and ICDM
Project Officer. Mungabareena Aboriginal Corporation and Local Government
are also represented.

The HARP ICDM Alliance continues to meet bi-monthly:
e Led by Albury Wodonga Health - Wodonga Campus (AWHWC);
Overseeing the ICDM plan;
Supporting Working Group activities;
Promoting increased knowledge about ICDM;
Providing governance of HARP-ICDM.
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The previous ICDM Working Party structure established in 2008, to action PCP
deliverables will be dispensed with in favour of working parties in each LGA -
Indigo, Wodonga, the Kiewa Valley of Alpine and Towong.

HARP — ICDM Alliance

Local area
working
groups

Wodonga Towong Kiewa Indigo
Valley ICDP&M

The roles of the LGA groups will be to:
e Plan and deliver on ICDM priorities (as appropriate for local needs and
resources);
e Use of tools to track and report back to the Alliance;
e Each local area will decide on membership - suggest key membership;
¢ Nominate local champion/s that will attend the Alliance.

In order for ICDM to progress at an LGA level, agencies who have a key role in
delivering services to clients, who have chronic conditions, will need to review
and ensure their own internal processes align with best practice ICDM and
statewide expectations, as outlined in relevant Department of Health policy
and guidelines, and the PCP ICDM Program Logic. It is recommended that this
be done via agency ICDM working groups. Effective chronic disease
management needs to be supported by sound service coordination. It is
important that staff who play a key role in service coordination are involved in
chronic disease service development.

Health Service ICDM Local ICDM Working Party
Working Party to work on formed involving all relevant local
internal processes/planning key stakeholders (eg Divisions of
- service needs GP, Health Service Providers,
identification Local Government, local GP
- service mapping/ service practice representatives
development - service mapping (LGA level)
- service coordination - resource development/sharing Feedback to
- assessment and care «---p - referral pathways (LGA level) |q--3) HA,RP'ICDM
planning processes - communication systems Alliance
- referral pathways - social marketing
- communication systems
- social marketing
- feedback to local ICDM
Working Party and
Alliance
Upper Hume Primary Care Partnership 24/11/09 11
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Capacity Building and Resources

To assist the LGA groups in remaining on track with the PCP priority areas, the
ICDM project Officer will attend the LGA meetings. The Project Officer will also
be available as a resource to each group to link them with external resources
and projects as required.

The Project Officer will also be responsible for organizing three PCP wide
events each year, to bring together members of each working party to
network, share resources and stories, look for opportunities to work together
and to enhance each others capacity to undertake ICDM. Where appropriate
these will involve other relevant deliverable areas, in particular service
coordination.
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Methodology

The plan is the result of extensive planning and consultation with members.
The Service Coordination, IHP and ICDM deliverables undertook their own
separate planning processes and completed individual plans by September
20009.

The Partnership plan was finalised after completion of the deliverable plans to
ensure linkages and as an overarching guide to the work of the PCP.

Partnership

Preparation for the Partnership’s strategic plan commenced in July 2008 with a
workshop facilitated by Workwell Consulting focussing on membership,
structure, strengths, weaknesses & opportunities for change.

A further forum was facilitated by The Regional Development Company in May
2009 to finalise the new partnership Vision, Mission and Goals.

As the plan developed from July to November, storyboards were used to keep
members informed and seek feedback during the drafting process. The
storyboards were used at PCP meetings of the General Committee, Executive
and Integrated Planning and Coordination Group. They were also taken to
Municipal Public Health Plan (MPHP) forums in Towong and Wodonga.

As a part of preparing the plan, a range of literature about partnerships and
collaboration was also explored.

Integrated Health Promotion

The Integrated Health Promotion (IHP) strategic plan was developed by the
Upper Hume Primary Care Partnership Integrated Health Promotion (UHPCP
IHP) Committee. The IHP committee was formed to provide a forum for
organisations throughout the Upper Hume catchment to plan and support early
intervention and integrated health promotion initiatives across all UHPCP
platforms.

Member organisations funded by Department of Health for health promotion in
Upper Hume are:
e Beechworth Health Service;
Indigo North Health;
Gateway Community Health;
Women'’s Health Goulburn North East;
Albury Wodonga Health - Wodonga Campus;
Tallangatta Health Service;
e Alpine Health.
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Many other organisations are active members of the UHPCP IHP committee and
play an important role in health promotion. A number of these organisations
have been involved in the development of this strategic plan and their
commitment to the UHPCP IHP committee is significant.

A comprehensive data collection and analysis phase was undertaken between
November 2008 and March 2009. Data was collected from a range of national
and state sources. In addition, local data was used, where available, to further
highlight local issues.

Committee members utilised a strategic planning day in April 2009 and an IHP
committee meeting to further discuss and refine the issues pertinent to the
Upper Hume catchment and, using the data analysis, determine IHP priority
areas.

Service Coordination

Three priorities for service coordination were identified at a joint Strategic
Planning day in March 2009 in Wangaratta. The independently facilitated
planning session was a joint initiative of the Central and Upper Hume PCPs.

This initial work was refined in the July and August meetings of the UHPCP
Service Coordination Committee. This development focussed on ensuring a
close fit with DoH’s Program Logic for Service Coordination.

In addition to the planning work with larger groups, the Service Coordination
program Manager convened a number of smaller meetings with key
stakeholders (e.g. City of Wodonga staff) as well as following up with agencies
on an individual basis. There was an emphasis on inclusion and ensuring that
those who had been unable to attend other planning forums had a voice in the
process.

Integrated Chronic Disease Management

The Integrated Chronic Disease Management (ICDM) Plan has grown out of the
achievements and lessons learnt from the 2006-2009 Plan. It is informed by
key documents from the Department of Health (DoH) and other Victorian
agencies which are leading chronic disease service re-design.

Expected outcomes for PCPs to achieve in ICDM are set out in the Primary Care
Partnership Program Logic. This document details outcomes, objectives,
processes, DoH expectations and inputs and has formed the basis for the
development of ICDM priorities. One of the deliverables for 2009-2012 is the
completion of the ICDM Questions for Service Coordination Survey (see
Appendix Three). This document was also used in the PCP planning process.
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An ICDM Planning day was held on 20" April 2009. Participants from 13 key
agencies within UHPCP attended. The day was independently facilitated with
both a DoH Industry Advisor and the PCP Service Coordination Program
Manager in attendance.

The aim of the planning day was for the participants to develop clear priorities
to work on for the next three years and to examine the governance and
change management structure in which to progress the ICDM priorities across
the PCP.
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Partnership Theory

Below is a very brief look at the rationale for partnerships and the problems of
partnering.

Advantages of Collaboration

Partnerships and collaborations are often seen as the best way of solving the
sorts of interconnected, multi-sectoral problems which abound in Health and
Human Services: e.g. health inequalities, illicit drug use, homelessness,
indigenous health, mental health.

Each of these presents challenges to policy makers because they require the
coordination of many services and collaboration between service providers.

Part of the appeal of partnerships is their potentially greater capacity, than
traditional management structures, to facilitate coordination between many
different service providers and the flexibility to respond to continuous change.
(from Jenny M Lewis in Healthy Policy and Politics: Networks, Ideas and Power,
IP Communications, Melbourne, 2005).

Disadvantages of collaboration

Some partner organisations have confided that they feel jaded with the PCP
and believe it has become somewhat tired and in need of rejuvenation.
Concerns expressed include:
e that the PCP adds another level of organisation which may duplicate
networks of cooperation which already exist;
e that there are many meetings, but not much is achieved and that the
PCP needs to produce tangible outcomes - something partners can “hang
their hat on”.

Chris Huxham & Siv Vangen (Managing to Collaborate: The Theory and
Practice of Collaborative Advantage, Routledge, Oxford, 2005) point out that
these feelings are common to partnerships and can be described as
“partnership fatigue”. They label the failure of partnerships to achieve real
progress as “collaborative inertia.”

Three critical points that Huxham & Vangen make about collaboration are:
e Collaboration is a seriously resource-consuming activity and can lead to
great frustration;
e Don’t work collaboratively unless the stakes are really worth pursuing;
e Partnerships need constant “nurturing” and in this context the term
“nurturing” is best understood in terms of an active gardener who
waters, weeds, prunes etc.
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Structural Issues

The scope of the planning process included the review of the structure and
governance arrangements of the PCP.

Formation of an Executive

The majority of PCPs around the state have an executive body which manages
the business of the PCP between General Committee meetings. Given that
UHPCP committee meets bi-monthly, it was felt that an executive could assist
in speeding up decision making. There was also a sense that more decision
makers (CEOs and managers) needed to be involved in the PCP.

At the General Committee meeting of Upper Hume PCP on 4 August 2009,
there was agreement to form and trial an executive body. It was agreed that
the trial period would run until December 2009 at the end of which period the
arrangement would be reviewed.

The terms of reference for the group were:

Role
e To make any necessary decisions between General Committee meetings.
e To report back and make recommendations to the General Committee.

Membership

e The Executive will be drawn from full member organisations of the PCP.

e The Executive will comprise up to 4 representatives from member
organisations and the chair.

e Members will be drawn from both small and large partner organisations,
with the aim of achieving a balanced representation of partners.

Meetings/Processes
e The Executive will convene monthly, either in person or via teleconference.

Governance

Executive has recommended that the PCP should not become a legal entity
(either as an Incorporated body or a Company Limited by Guarantee). It was
felt that legal entity status would duplicate the administrative structure
currently provided through the PCP funds holder while adding significant
compliance costs to the budget.

As to the replacement of the current MoU, it was suggested that any changes
be deferred until there has been a central decision about whether a state-wide
template agreement will be developed.
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Platform Structure

Consultation with members has revealed concern about the complex structure
of the PCP with a matrix of platforms across deliverables. A number of partners
have expressed the view that the platform structure should be dispensed with
to streamline the PCP’s operations. The active platforms - Youth and Older
Persons are built on groups which exist in their own right (School Focussed
Youth Service/Upper Hume Interagency Team & Home and Community Care
Best Practice Group) and will continue their work whatever changes are made.
Service Coordination, IHP and ICDM staff cooperate and collaborate with a
wide range of networks and the PCP does not want to send a message that its
focus is limited to four platforms.

Profile of the PCP

Moves have been made to ensure a higher profile for the PCP. This includes
such things as PCP staff wearing PCP nhame tags when engaged in partnership
work and use of the logo for all partnership activities.
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Background

It is well known that the burden of chronic disease is increasing at a rapid rate, and
putting huge pressure on our health care system. In Victoria, approximately 70% of
the total burden of disease is attributable to six groups: cardiovascular disease,
cancers, injuries, mental health conditions, diabetes and asthma (DHS 2008). Our
primary health care system must be able to respond in an appropriate and cost
effective way to this challenge. This includes prevention, early detection and
proactive management of chronic disease. Funding has been provided to Primary
Care Partnerships (PCPs) and primary health care services, to support them to
develop planned, managed and proactive care for people with chronic disease.
PCPs will play a key role in bringing together health service providers and other key
stakeholders to work towards a coordinated, integrated health care service for people
with chronic disease. The service will be underpinned by the Expanded Chronic
Care Model (see Appendix One) and utilise the service coordination elements as
described in the Victorian Service Coordination Manual to ensure that clients receive
the right service, in the right place, at the right time.
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The Planning Process

The ICDM Plan 2009-2012 has grown out of the achievements and lessons learnt
from the 2006-2009 Plan. It is informed by key documents from the Department of
Human Services (DHS) and other Victorian agencies who are leading chronic
disease service re-design.

Expected outcomes for PCPs to achieve in ICDM are set out in the Primary Care
Partnerships Revised Program Logic July 2009 (see
http://www.health.vic.gov.au/pcps/downloads/programlogic.pdf).  This  document
details outcomes, objectives, processes, DHS expectations and DHS inputs and has
formed the basis for the development of our ICDM priorities. One of the deliverables
for 2009-2012 is the completion of the ICDM Questions in the Service Coordination
Survey. So ensure agencies continue to progress the areas targeted in the survey,
the ICDM components of the survey has also been embedded into the plan.

The survey is available at

http://www.health.vic.gov.au/pcps/downloads/icdm survey questions.pdf.

An ICDM Planning day was held on the 20 April 2009. Twenty one (21) participants
from 13 key agencies within Upper Hume PCP (UHPCP) attended. The day was
independently facilitated to ensure that an independent, non-biased facilitation
process occurred. A DHS Industry Advisor attended to ensure consistency with
Departmental expectations, while the PCP Service Coordination Project Officer
ensured that planning incorporated a strong service coordination component (see
acknowledgements at the beginning of this plan).

The aim of the planning day was for the participants to:
1. develop clear priorities to work on for the next three years; and

2. to examine the governance and change management structure in which to
progress the ICDM priorities across the PCP.
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Planning Day Outcomes
1. UHPCP ICDM Priorities
From the planning day the following vision and priorities were developed:

1. Achieve a shift in thinking in chronic disease from acute service models to the
expanded chronic care model in:
e C(Clients
Staff
Community
GPs
Management

2. Establish clear, integrated, flexible, well resourced, evidence based client (self
management) pathways

3. Establish clear assessment and care planning with one aim being to reduce
assessment duplication

4. Establish Outcome Measures that demonstrate quality chronic disease
management and client outcomes

2. UHPCP Governance and Change Management Structure

To date ICDM Work in the Upper Hume PCP has been overseen by the HARP ICDM
Alliance. The Alliance was set up, and remains a requirement under HARP funding.
The Alliance membership comprises Senior Managers of Health Services, HARP,
DHS, GP Divisions, the PCP EO and ICDM Project Officer. Mungabareena
Aboriginal Corporation and Local Government are also represented.

An UHPCP ICDM Working Party was established in 2008, to action PCP deliverables
from the 2006-2009 ICDM Plan. The working party comprised clinicians and
program managers from key stakeholder organisations across the PCP and was
chaired by the UHPCP ICDM Project Officer. The working party functioned well for
networking and resource sharing, but was unable to move beyond this role due to the
geographical, resource and service differences across the PCP.

A decision was also made to trial working parties in each Local Government Area
(LGA). The new working parties will be formed in Indigo, Wodonga, the Kiewa Valley
of Alpine and Towong. The HARP ICDM Alliance will continue to meet bi-monthly
and retain its functions of:

Lead agency Albury Wodonga Health- Wodonga Campus;

Overseeing the ICDM plan;

Supporting Working Group activities;

Education - 1 knowledge re ICDM,;

Governance of HARP-ICDM.
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HARP — ICDM Alliance

Local area
working

Wodonga

Towong

Kiewa
Valley

The roles of the LGA groups will be to:
e Plan and deliver on ICDM priorities (as appropriate for local needs and

resources);

e Use of tools to track and report back to the Alliance;

groups

Indigo
ICDP&M

e Each local area will decides on membership - suggest key membership;

¢ Nominate local champion/s that will attend the Alliance.

In order for ICDM to progress at an LGA level, agencies who have a key role in
delivering services to clients, who have chronic conditions, will need to review and
ensure their own internal processes align with best practice ICDM and statewide
expectations, as outlined in relevant Department of Health policy and guidelines, and
the PCP ICDM Program Logic. It is recommended that this be done via agency ICDM

working groups.

Effective chronic disease management needs to be supported by

sound service coordination. It is important that staff who play a key role in service
coordination are involved in chronic disease service development.

Health Service ICDM

Working Party to work on

internal processes/planning

- service needs
identification

- service mapping/ service
development

- service coordination

- assessment and care
planning processes

- referral pathways

- communication systems

- social marketing

- feedback to local ICDM
Working Party and
Alliance

- - -p

Local ICDM Working Party

formed involving all relevant local
key stakeholders (eg Divisions of
GP, Health Service Providers,
Local Government, local GP

practice representatives

- service mapping (LGA level)

- resource development/sharing
- referral pathways (LGA level)
- communication systems

- social marketing

Feedback to
HARP-ICDM

R )
Alliance
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Capacity Building and Resources.

To assist the LGA groups in remaining on track with the PCP priority areas, the ICDM
project Officer will attend the LGA meetings. The Project Officer will also be
available as a resource to each group to link them with external resources and
projects as required.

The Project Officer will also be responsible for organizing three PCP wide events
each year, to bring together members of each working party to network, share
resources and stories, look for opportunities to work together and to enhance each
others capacity to undertake ICDM. Where appropriate these will involve other
relevant deliverable areas, in particular service coordination.

A number of tools are available to support agencies in re-orientating their services
towards best practice chronic disease management. The Upper Hume PCP would
like to acknowledge and thank the authors of these documents for their generosity in
sharing them for our use.

= The Whitehorse Division of General Practice’s “Navigating Self Management”,
cited on 20 August 2009 at
http://som.flinders.edu.au/FUSA/CCTU/pdf/Navigating self management%20
March%202008.pdf - gives a practical approach to implementing self
management into chronic disease services.

» “Organisational Skills Analysis Tool - Chronic Disease Care” by Gill + Wilcox is
an excellent audit tool to assist agencies in chronic disease service planning.

» The “Self Management Assessment Tool for Community Organisations” also
developed by Gill + Wilcox is another organization self assessment tool, which
focuses more specifically on embedding self management principles across
the health service.

The above tools, along with the ICDM project logic and ICDM questions from the
Service Coordination Survey have been used to develop each of the indicators
outlined in the tables below.
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Evaluation and Dissemination Planning

ICDM Priority Goal 1

Achieve a shift in thinking in chronic disease from acute service models to chronic disease self management service model

Population target group/s

Health Service Management

Objective Strategy Indicators va‘I,1 en? Resources
1.1 The agency supports The agency:
best practice chronic = has a vision for chronic disease management/self management services which is | Agency policies/plans Dec Staff and
disease management/self supported by agency policies and plans; 2009 management
management services = allocates appropriate resources and time to the development and provision of chronic | Minutes of meetings/planning time
disease management/self management services; sessions, budget reports, staff
diaries, professional $ for resources
development records & professional
» has identified and sourced available data about health needs/status of | Collated data/reports development
individuals/communities and at risk populations;
= collated a profile of the existing services to identify needs and set priorities; Community profiles/reports
= has used interdisciplinary collaboration to develop work plans with clear objectives, | Minutes of meetings/agency
agreed timeframes and specified team member roles. (Note this may include disease | work plans
specific work plans);
= supports team members involved in chronic disease/self management services to | Minutes of meetings, staff
participate in chronic disease related committees, working parties and professional | diaries
activities;
= Provides opportunities for team members to access relevant professional development | Professional development
activities/resources and expand their individual skills. records
1.2 The agency providesa | = Team members are sensitive to cultural beliefs and the social and economic | Cultural awareness training Dec Staff and
welcoming, culturally circumstances of individuals; Making Two Worlds Work | 2010 management
appropriate and non Audit hours

judgemental environment
tailored to meet the needs
of the individual (see
Wagner Model with Equity
Lens).

» Information/education is provided in a variety of formats and structured to suit different
learning styles, literacy levels;

= Information is provided in appropriate languages and interpreters are used as per
organizational policies;

= Individuals are provided with consumer friendly versions of best practice guidelines.
= (Client and family/others are listened to, respected and treated as partners in care.

= Tools are available to clients to record and monitor their condition and self management

Audit of client resources

Organisational policy
Evidence of resources in
appropriate languages, use of
interpreters

Audit of client resources
Evidenced in assessment
documentation

Client monitoring

$ for resources
& professional
development
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activities.
Clients have full and easy access to their paper/ electronic record.

tools/resources
Organisational policy and
procedure

1.3 The agency has well
developed communication
systems for sharing client
information across the
organisation

Client organisation has system/s for sharing client information across the organisation

Clients have systems in place for self monitoring and self managing their chronic health
condition

Single client file
Integrated e-database
Client hand held records
Individually tailored client
monitoring systems.

Dec
2010

Staff/
Management
hours

$ for resources

ICDM Priority Goal 1

Achieve a shift in thinking in chronic disease from acute service models to chronic disease self management service model

Population target group/s

Health Service Staff

Objective Strategy Indicators \/Bv‘lqen? Resources

1.4 Cultivate desirable Chronic disease services have a project coordinator/manager with academic and/or | Position description/s Dec Staff/

expertise in the experiential preparation in program management. 2009 Management

coordinator/manager role. hours
Position

1.5 Ensure staff have a Team member job roles are defined and performance expectations clearly articulated (for | Work plans/position June descriptions

clear focus on the self example in work plans/position descriptions) and in line with vision and mission statement | descriptions 2010

management model. (see 1.1)

1.6 Ensure core chronic Team members are competent in:

disease care is provided by | = Describing the factors involved in the development of chronic disease, the disease | Staff position descriptions Staff hours

a multidisciplinary team process and treatment options (within the boundaries of evidence base) to clients Staff professional development | Dec $ for resources

with members who have . Educating clients on the interrelationship between nutrition, exercise, stress, smoking, | record 2010 professional

appropriate qualifications,
recent experience and
knowledge in chronic
disease conditions.

medications, and encouraging healthy living in clients with a chronic disease.

Discussing the client’s role in managing their condition along with health risk and benefits
of change.

Assessing and providing information appropriate to the client readiness to change
Providing information to clients on how to prevent (through risk reduction behaviour),
recognize and treat short and long term complications

Educating clients to set their own goals to promote health, and problem solving for daily
living

Empowering clients to develop strategies for dealing with the emotional and social
impact of a chronic disease

Providing information to clients in a format they can identify with.

Utilsing group facilitation strategies to enhance skill development, self management skills
and peer support.

Evidence of staff qualifications/
registration

Self management Audits

Client resources

Chronic disease management
program outlines.

Health coaching mentoring
group (support for applying
training to practice)

development &
professional
support
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=  Providing information about other disease specific services such as Diabetes Australia,
Asthma Victoria, Arthritis Victoria, and National Stroke Foundation and local support
services (eg Support Groups, walking groups, community service groups, Men’s Shed)

ICDM Priority Goal 1

Achieve a shift in thinking in chronic disease from acute service models to chronic disease self management service model

Population target group/s

General Practice

Objective Strategy Indicators when? Resources
1.7 GPs/GP staff & other . Collate data on available chronic disease management services, and out into a user | Resources to inform GPs of June Staff hours
community based friendly format (may need to consult with target audience on what the best format is) services, evidence of GP 2011 Division of
services/organizations are engagement General
aware of chronic disease =  Audit general practice referrals ( and other key referral agencies if appropriate) to | Referral Audits Practice Staff
management services determine which GPs/agencies do not refer clients and where appropriate strategies to Hours
across the LGA and refer market services and promote communication can be implemented Administration
clients to services on a =  Audit feedback from health services back to referring agencies to determine Audits of feedback from health Support
regular basis - Level of feedback services to general practice
- Content of feedback
- Frequency/timeliness of feedback
= Implement quality improvement measures as required (e.g. policies, procedures, | Policies, procedures,
communication/feedback templates) communication/feedback
templates
ICDM Priority Goal 1 Achieve a shift in thinking in chronic disease from acute service models to chronic disease self management service model
Population target group/s | Community/Clients
Objective Strategy Indicators §v¥1en? Resources
1.8 Self management is Information provided to clients is consistent with and provides support for self management Client resources/program June Staff hours
promoted to clients outlines 2011 Self
management
1.9 Programs and | = Programs are offered in community settings. Program information training
interventions offered by the | = Mechanism and systems are in place to ensure community participation and input into | Minutes of meetings/planning Consumer
service actively support chronic disease program needs identification, planning, monitoring, evaluation and | sessions/focus groups reps/consumer
consumer/ peer resource development. Community consultation groups
involvement = The needs of specific cultural and other minority groups, particularly those defined as “at | reports, evaluation reports
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risk” are identified and participation by these groups in service development is actively
promoted.
= Consumers are involved in program delivery/support programs.

Program plans,
program information.
Chronic disease volunteer/s

support

ICDM Priority Goal 1: Impact evaluation
e Chronic disease health service provision is modelled on (and can be mapped to) the expanded chronic care model

ICDM Priority Goal 2

Establish clear, integrated, flexible, well resourced, evidence based client (self management) pathways

Population target group/s

Objective Strategy Indicators va‘Igen? Budget
2.1 Self management Intake staff and staff working with clients who have chronic conditions have a good | Care pathways (internal and | Dec Staff hours
pathways are established knowledge of chronic disease management services, both internally and available outside | external 2011 Information on
at an Agency level their organization. internal/extern
al services
Chronic disease management services and their referral criteria are documented in a clear, | Documented information on Staff hours
easy to follow format services (clinical &
intake)
The agency has clear protocols for Initial Contact/ Initial Needs Identification and can: Documented intake (IC/INI) Service
« determine eligibility for the service procedures coordination
 identify individuals at high risk Documented prioritisation expertise
« ensure those at high risk are referred and care prioritized appropriately within the service (demand management) tools
« refer individuals not eligible for the service to appropriate resources Intake/Single Point Entry data
» ensure referrals from other agencies are acknowledged (receipt of referral) and informed | Audit of client medical records
of outcome of referral.
Clinical care protocols, pathways and decision support tools are documented in line with | Systems/procedures for client Staff hours
evidence based guidelines and demonstrate; review, recall, re-entry and Patient
» systems for routine monitoring of progress and review of goals crisis support information
« systems for proactive re-call of consumers not currently receiving care Benchmarking of systems with systems
» simple systems for consumer re-entry and crisis support evidence based guidelines. Best Practice
Guidelines
Services to support health behavior change are available (within /or across agencies) in a | Self management services Staff time
range of formats (individual and group) to meet individual needs, circumstances and | available in group and 1:1 Self
capabilities of individual clients. formats. management
training
2.2 Self management The agency seeks to work cooperatively with other organisations to Participation in Harp ICDM Dec Staff hours
pathways are established »  Problem solve in gaps/duplications in chronic disease management programs Alliance 2011 Admin
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at an Inter agency level

develop interagency agreements on structured referral pathways to services available
outside the organization, including programs which support the maintenance of lifestyle
changes

broaden availability of self management programs.

Develop systems to ensure effective communication (e.g. Connectingcare) of client
information/record within the organisation and between external providers

ensure key partners are involved in the development of new services and/ or products.
undertake social marketing of chronic disease services/ self management programs

Participation in LGA working
groups

Documented client referral
pathways for clients with
chronic disease (condition
specific and generic), which
include internal and external
services as appropriate.
Documented demand
management tools and
processes

Evidence of marketing of
services, media relationships

resources
Connecting
care

Marketing
skills

ICDM Priority Goal 2: Impact evaluation

« The agency will have documented referral criteria for chronic disease services

« The agency will have documented client referral pathways for clients with chronic disease (condition specific and generic if appropriate) which include internal and
external services as appropriate.

* The agency will have demand management tools and processes.

ICDM Priority Goal 3

Establish clear assessment and care planning with one aim being to reduce assessment duplication

Population target group/s

Objective Strategy Indicator va‘t,1en? Resources

3.1 Clear assessment The agency has examined assessment items for particular chronic condition/s, and has | Minutes of meetings, Dec Staff time

processes are established | clearly documented processes which minimise assessment duplication. assessment processes, 2011 Evidence

which reduce assessment assessment-related Based

duplication within the Assessment is based on the participation of the individuals with chronic disease, their support | documents. Practice

agency. systems(s) and interdisciplinary team members. Guidelines

Examples  of

Assessment items are documented in a standardised form, based on best practice standards, | Assessment documents assessment
and identify items

Needs beyond the presenting issue

Key medical, functional, lifestyle (including lifestyle risk factors), social and psychological
information to reflect a comprehensive picture of consumer/family/carer strengths,
resources and problems.

Client self management needs and activities including: beliefs, behaviours, knowledge,
skills, confidence, strengths and barriers
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« Client stated issues/problems

3.2 Clear Care Planning
processes are established
which reduce assessment
duplication within the
agency.

The agency has clear and documented processes for care planning of all individuals with a
chronic disease attending the agency.

Service specific or intra-agency care plans:

= are documented in a standardized format for all clients with a chronic condition

= are developed collaboratively with individuals(s) with chronic disease, their support
systems(s) and interdisciplinary team members

= documents who is participating in the plan and their assigned responsibilities

= use collaborative goal setting based on the client's confidence in their ability to make
change.

» allow for management options to be discussed with the client and the agreed
issues/problems/risk profile, client concerns smart goals, strategies and actions to be
documented

= identify appropriate resources/programs that will support self management

= document specific follow up plans, including referral to other providers, information
supplied and review dates

= documented consumer acknowledgement

A copy of care plan and follow up plan is:

= provided to the client.

» effectively communicated to others involved in the clients care
= documented in the client’s medical record

Care planning procedures
Client medicals records

Client care plans

Medical record/care
audits

plan

Dec
2011

Staff hours
SCCT tool
Information on
locally
available
resources/sup
ports

ICDM Priority Goal 3: Impact evaluation

= The agency has documented, streamlined processes which indicate key assessment and care planning points.
" Clients presenting for care with particular chronic diseases which require a multidisciplinary approach have streamlined assessment process to minimise assessment

duplication.

= Assessment and care planning items can be easily identified in the client medical record.

ICDM Priority Goal 4

Establish Outcome Measures that demonstrate quality chronic disease management and client outcomes

Population target group/s

. . By
Objective Strategy Indicators when? Resources
4.1 The agency (with Process evaluation
partner agencies where Outcome measures may include data which demonstrates that: Documented outcome June Staff hours
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appropriate) will decide
upon client data to
measure outcomes of
chronic disease
interventions.

4.2 The agency will set up
systems that ensure
continuous quality
improvement.

early detection of risk factors for chronic disease complications occurs

Individuals with chronic disease attending the service report or demonstrate increased
ability to accomplish goals for healthy living with chronic disease that are important or
meaningful to them and consistent with their desired quality of life.

Individuals with chronic disease report or demonstrate increased confidence in managing
their chronic disease, including using resources to prevent complications.

There is improved physiological control of their chronic disease as demonstrated by
relevant biochemical markers and appropriate behaviour change.

emergency and other hospital admissions related to preventable complications are
minimized

length of hospital stays related to chronic disease complications is minimised.

Systems are put in place to routinely collect and analyse outcome measure data for clients
with chronic conditions

Quality management systems are established to ensure continuous quality improvement.

measures data is determined
by the agency. Methods for
data collection are embedded
into client assessment,
monitoring and review
processes

Systems for routinely retrieving
and analyzing data are
established

Data is regularly reviewed for
quality improvement/reporting
purposes.

2011

Jun
2012

Clinical
indicator
information
Best practice
Guidelines

Input from
Quality Staff.

ICDM Priority Goal 3: Impact evaluation

= The agency will have clearly defined outcome measures
= The agency will have systems in place for routine collection, monitoring and evaluating chosen outcome measures.

Preparation of evaluation
report

Key contacts within UHPCP agencies are responsible for collection and provision of relevant data to the ICDM Project Officer.

The ICDM Project Officer for the Upper Hume PCP is responsible for collating evaluation findings and developing evaluation report

Dissemination

Annual evaluation reports will be disseminated to all relevant stakeholders and the Victorian Health Department Hume Region Office

Upper Hume PCP ICDM Operational Plan 2009 -2012
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Appendix One

Expanded Wagner Model of Chronic Care
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Infroduction

This strategic plan has been developed by the Upper Hume Primary
Care Partnership Integrated Health Promotion (UH PCP IHP)
Committee. This plan outlines the strategic direction for integrated
health promotion action within the catchment for 2009-2012.

The IHP committee exists to provide a forum for organisations
throughout the Upper Hume catchment to plan and support early
intervention and integrated health promotion initiatives across all UH
PCP platforms. This committee is responsible for the development of the
2009-2012 strategic plan.

Member organisations funded by Department of Human Services for
health promotion in Upper Hume are:
e Beechworth Health Service
Indigo North Health
Gateway Community Health
Women's Health Goulburn North East
Albury Wodonga Health - Wodonga Campus
Tallangatta Health Service
Alpine Health

Many other organisations are active members of the UH PCP IHP
committee and play an important role in health promotion. A number
of these organisations have been involved in the development of this
strategic plan and their commitment to the UH PCP IHP committee is
significant.

Integrated Health Promotion

Integrated Health Promotion (IHP) is defined in the Department of
Human Services Integrated Health Promotion Resource Kit as “agencies
in a catchment working in a collaborative manner using a mix of
health promotion interventions and capacity building strategies to
address priority health and wellbeing issues” (2003:3).

The following are considered essential elements in achieving effective
integrated health promotion program delivery:

e Partnerships, with the aim being to move towards collaboration
as the highest level of integration where appropriate.

e Quality integrated health promotion practice and delivery needs
to focus on implementing an appropriate mix of health
promotion interventions.

e Clearidentification of key stakeholders or partners across a
broad range of sectors (DHS, 2003).



Problem definition and priority setting

A comprehensive data collection and analysis phase was undertaken
between November 2008 and March 2009. Data was collected from a
range of national and state sources. In addition, local data was used,

where available, to further highlight local issues.

Data analysis using the Social Determinants of Health

The Upper Hume PCP IHP committee were interested in understanding
the health of the catchment through a social determinants focus. As a
result, the collected data was analysed using a social determinants of
health lens. This meant exploring the social, economic, political and
cultural factors that had a role in shaping the health issues experienced
by the catchment population. Exploration was undertaken in the
knowledge that such factors can potentially be altered or influenced
to create better health outcomes (WHO, 2005, in Keleher and
MacDougall, 2009:42).

The ten determinants outlined in the WHO document and used in the

analysis process were:
e Social gradient

Stress

Early life

Social exclusion

Work

Unemployment

Social support

Addiction

Food

Transport

Data analysis consisted of relevant data being grouped under the
particular determinant to which it pertained. The data was then
analysed in relation to that determinant, and a score given to the
overall status of that determinant in relation to the Upper Hume
catchment. The determinants with the worst scores were social
gradient, early life, social exclusion, addiction, and food.

Committee members explored these determinants further to see if they
shared common causes, using the premise that many health issues
share common underlying causes, and this can produce common
negative health effects. From this investigation, four common causes
and effects were identified:

e Unemployment

e Addiction

e Mental health

e Violence



It must be noted that the purpose of this exercise was not to identify
what particular issues needed to be represented in the IHP plan.
Rather, it was to determine what determinants appeared to be
significant to the health and wellbeing of the Upper Hume catchment.
From this, appropriate priorities could be selected to guide health
promotion activity that would ultimately have an impact across these
determinants.

Committee members utilised a strategic planning day and an IHP
committee meeting to further discuss and refine the issues pertinent to
the Upper Hume catchment and, using the data analysis, determine
IHP priority areas. From this process, two priorities were selected for the
2009-2012 IHP strategic plan:

e Promoting physical activity and active communities

e Promoting mental health and wellbeing

Solution Generation

The Upper Hume PCP IHP has undertaken an innovative process in
order to determine the direction and content of the 2009-2012 IHP
plan. The plan reflects the committee’s understanding that, in order to
achieve health promotion outcomes, the IHP plan needs to reflect the
particular needs and context of each agency’s population whilst
finding some common ground upon which all agencies can work
toward collaboratively.

The following is a diagram of the committee’s plan:



Upper Hume PCP Integrated Health Promotion Plan 2009-2012

Upper Hume PCP IHP Priorities 2009-2012:
1. Promoting mental health and wellbeing
2. Promoting physical activity and active communities

Common theme for IHP Priorities:
Social inclusion

b

Promoting mental health and wellbeing

Common goal: Improved social
connectedness amongst those likely to
have the poorest health in the Upper
Hume catchment.

Promoting physical activity and active
communities

All agencies have committed to a

common objective:

By June 2012 service providers and
community will increase their ability to
identify and respond appropriately to

those who are most vulnerable to social
isolation

Objectives
Agencies involved in this priority will
determine their own objectives based on
their specific catchment-based projects.
See agency plans for specific projects
and related obiectives

Target population
All agencies have committed to
targeting ‘those who are likely to have
the poorest health' in their catchment as
the common target population

Target population
All agencies have committed to
targeting ‘those who are likely to have
the poorest health’ in their catchment as
the common target population

Strategies
Agencies will determine their strategies
based on their specific catchment-based
projects. See agency plans for specific
strategies.

In addifion, collaboration will be a
strategy in itself. Monitoring will occur as
to how effectively and appropriately the
IHP group are able to identify the need
for, and undertake collaborative activity

in order to achieve a common goal or
solve a common issue.

Strategies
All agencies have committed to
participating in the following strategies:
1. Advocating for supportive
infrastructure for incidental physical
activity. Assisting council to include this in
their municipal public health plan and
supporting its implementation

2. Assisting CARN to promote the Physicall
Activity Database

3. Linking physical activity very clearly
with our mental health and well being
social inclusion strategy for those at risk of
poorest health (inclusiveness strategy).
This will also include volunteers

Monitoring and evaluation
All agencies have committed to using the
same indicators and evaluation
processes in monitoring and evaluating
their project

Monitoring and evaluation
All agencies have committed to using the
same indicators and evaluation
processes in monitoring and evaluating
these strategies

Agencies involved
Indigo North Health Beechworth Health Service Gateway Community Health
Albury Wodonga Health - Wodonga Campus Women's Health Goulburn North East
City of Wodonga Shire of Indigo Tallangatta Health Service

Workforce development
Capacity building for agencies in (1) best practice methods for addressing mental health
and wellbeing (especially social inclusion); (2) most effective ways to engage those who
are likely to have the poorest health; (3) evaluating MH&WB; (4) advocacy




Components of UH PCP IHP Plan 2009-2012

Priorities

The selected priorities were seen as appropriate, relevant, and timely
because they addressed two of the DHS statewide health promotion
priorities, reflected the needs of the Upper Hume catchment, and
responded to the issues reflected in the data. Committee members
then agreed that the priority to be shared by all IHP members, and
which all members would work on, would be ‘promoting mental health
and wellbeing'.

Common theme for IHP priorities

The UH PCP IHP committee determined that the two selected priorities
needed to relate to each other through a common theme. As a result,
the committee have selected Social Inclusion as a theme which is
common to the two selected priorities.

Priority: Promoting Mental Health and Wellbeing

The UH PCP IHP committee are approaching this objective by agreeing
to have in common the following common elements of the priority:
goal, objective, target population, and monitoring and evaluation
processes. The following section provides further detail on how the
committee will undertake the priority.

Godl

The IHP committee have agreed to the following as a common goal:
Improved social connectedness amongst those likely to have the
poorest health in the Upper Hume catchment.

Objectives
The IHP committee have decided to share a common objective. This

enables to the PCP IHP committee to measure the outcomes of the
objective across the catchment. Agencies have the option of having
further objectives that are specific to their own catchment priorities.

Target population

Agencies will broadly target the same population group, this being
‘those who are likely to have the poorest health’ in their catchment.
The IHP committee will, in coming months, work together in sharing
information about and determining who these population groups are in
the Upper Hume catchment. The specific descriptor of population
groups who are likely to have the poorest health may differ between
agencies according to local needs identification




Investing in programs and strategies that target a range of ‘vulnerable’
population groups (e.g. young people, displaced community groups,
indigenous populations), especially where resources for mental health
promotion are scarce, may enable a range of population groups who
are likely to have the poorest health to be reached whilst avoiding
widening further health inequalities (Jane-Llopis, 2007). Universally
targeted strategies may be used but only if they do not further privilege
the advantaged.

Strategies
Agencies will determine their strategies based on their specific

catchment-based projects. See agency plans for specific strategies.

Strateqies: Collaboration

In addition to the strategies that will be utilised to achieve the priority
objectives, collaboration will be approached as a strategy in itself. That
is, collaboration will be undertaken as an explicit approach that all
members are cognisant about working on. The action research process
of ‘plan — act — observe —reflect — (and then plan etc)’ (Dick, 2000) will
be utilised to both guide and evaluate collaborative activity.

IHP committee members have decided upon this approach to
collaboration in recognition that it can be a complex process. It is
anticipated that the action research approach will enable committee
members to (1) develop a better understanding of how to effectively
collaborate, and (2) evaluate how well they undertook the
collaborative process and whether it achieved its purpose.

Using an action research process to guide in the utilisation and
evaluation of collaboration will be reported upon as a distinct item for
the 2009-2012 UH PCP IHP strategic plan.

Monitoring and evaluation

All agencies have committed to using the same indicators and
evaluation processes to monitor and evaluate the objectives that are
addressing the ‘promoting mental health and wellbeing’ priority.

Estimated reach

Whilst an estimated target population cannot be specified, the
population to be targeted through this priority is likely to be significant
as statistics show that the Upper Hume catchment has a number of risk
factors which indicate poor social determinants of health:

e The highest rate of homelessness in Victoria is in Northern Victoria,
and within Northern Victoria, in the Ovens-Murray district, in
which the Upper Hume PCP catchment is situated (Australian
Institute of Health and Welfare, 2009).




The Upper Hume PCP individual median weekly income is $377,
significantly less than the median income for the rest of Victoria
being $466 (ABS, 2006).

All of the local government areas situated in the Upper Hume
PCP catchment have school leavers disengaged from work or
non-school study at rates that are higher than the Victorian
average (Community Indicators Victoria).

Estimated impact

Increased social inclusion of those population groups who are most
likely to have the poorest health in programs and activities that
improve mental health and wellbeing.

Estimated timelines

|dentification of target populations to commence in August 2009
and be completed by November 2009

Identification of strategy/ies to be completed by December
2009. Implementation of strategy/ies to commence during 2010
|dentification of shared monitoring indicators to be completed
by September 2009. Use of shared indicators anficipated to
occur every six months until June 2012

Identification of shared evaluation processes to be completed
by September 2009

Evaluation working group established by September 2009
Evaluation to occur at end of years 1(2010), 2 (2011) and 3 (2012)
Action research process for collaboration to commence in
September 2009 with completion by June 2012

Agencies involved

Indigo North Health

Beechworth Health Service

Gateway Community Health

Albury Wodonga Health - Wodonga Campus
Women's Health Goulburn North East

City of Wodonga

Shire of Indigo

Tallangatta Health Service



Priority area: Promoting physical activity and active communities

The UH PCP IHP committee acknowledge that this priority is applicable
to members who have physical activity on their agency’s health
promotion agenda. The following section provides further detail on
how relevant agencies will undertake the priority.

Objectives
Agencies involved in this priority will determine their own objectives

based on their specific catchment-based projects. Details of these
objectives can be found in each agency’s health promotion plans.

Target population

Agencies will broadly target the same population group, this being
‘those who are likely to have the poorest health’ in their catchment.
The IHP committee will, in coming months, work together in sharing
information about and determining who these population groups are in
the Upper Hume catchment.

Strateqies
All agencies have committed to participating in the following

strategies:

e Advocating to local government for supportive infrastructure for
incidental physical activity. Assisting local government to include
this in their municipal public health plan, and supporting its
implementation.

e Assisting CARN (Centre Active Recreation Network) with the
promotion of their Physical Activity database.

For those agencies who have the priority ‘promoting physical activity
and active communities’ in their agency plans, these agencies will:
e Link the ‘physical activity and active communities’ priority very

clearly with the ‘promoting mental health and wellbeing’ priority.
The link between combining physical activity and mental health
strategies has been recognised as a potential way to achieve
positive health, social and economic outcomes and gain large
savings where resources for health promotion are scarce (Jane-
Llopis, 2007).

Monitoring and evaluation

All agencies have committed to using the same indicators and
evaluation processes in monitoring and evaluating the above
strategies.

Estimated reach
e Local government: City of Wodonga, Shire of Indigo, Shire of
Towong
e Local sporting and recreation networks




e Population groups that are identified as most likely to have the
poorest health

Estimated impact

e Municipal public health plans for Wodonga, Indigo and Towong
include strategies for supportive infrastructure for incidental
physical activity.

¢ Increased numbers of people utilising the CARN Physical Activity
database.

e Stronger linkages between physical activity strategies and the
mental health and wellbeing priority and associated objectives
and strategies.

Estimated timelines

e |etters to local governments to be completed and sent by
August 2009

e Promotion of Physical Activity database — ongoing

e |dentification of shared monitoring indicators to be completed
by September 2009. Use of shared indicators to occur every six
months until June 2012

e |dentification of shared evaluation processes to be completed
by September 2009

e Evaluation working group established by September 2009

e Evaluation to occur at end of years 1(2010), 2 (2011) and 3 (2012)

Agencies involved

Indigo North Health

Beechworth Health Service

Tallangatta Health Service

Gateway Community Health

Albury Wodonga Health - Wodonga Campus
City of Wodonga

Shire of Indigo

Workforce development

The need for workforce development was identified around 5 key
issues:

1. Best practice methods for addressing mental health and
wellbeing (especially social inclusion) along the whole action
continuum identified in the Jakarta and Ottawa declarations

2. Most effective ways to engage those who are likely to have the
poorest health particularly in relation to innovative approaches
to developing improved health literacy

3. Evaluating mental health and wellbeing (including individual
and population strategies)

4. Advocacy
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5. Best practice methods for engaging with communities to further
inform priority issues and actions and to identify and implement
effective local needs assessment

Best practice methods for addressing mental health and wellbeing
The UH PCP IHP committee has determined that more knowledge and
skills are needed in relation to best practice in planning and
implementing projects that address mental health and wellbeing.

Objective

By 2012, UH PCP IHP committee members will possess appropriate and
specific knowledge and skills for planning and implementing projects
that address mental health and wellbeing.

Strategy
e Pursue appropriate training opportunities around mental health
and wellbeing program planning and implementation

Most effective ways to engage those who are likely to have the
poorest health

Engaging those who are likely to have the poorest health is an area
that requires knowledge, skills and experience in working with this
target group. Workforce development is required around effective
engagement methods to establish and maintain respectful and
appropriate connections and relationships with this population group.

Objective

By 2012, UH PCP IHP committee organisations are able to identify,
approach, and work with those who are likely to have the poorest
health in effective, respectful and appropriate ways.

Strategies
e Facilitate partnerships with local agencies who are experienced
in working with those likely to have the poorest health to develop
knowledge and skills in working with this target group
e Pursue appropriate training opportunities around working with
those likely to have the poorest health

Evaluating mental health and wellbeing

The UH PCP IHP committee has determined that more knowledge and
skills are needed in relation to best practice in evaluation of mental
health and wellbeing projects.

Objective

By 2012, UH PCP IHP committee organisations are able to utilise
recognised ‘best practice’ indicators and evaluation methods in the
monitoring and evaluation of mental health and wellbeing projects.

11



Strategies
e Pursue appropriate training opportunities around monitoring and
evaluating mental health and wellbeing projects
¢ Invite other agencies who have successfully planned,
implemented, and evaluated mental health and wellbeing
projects to discuss their experiences with the UH PCP IHP group

Advocacy
In recognition that effective advocacy requires particular skills and

knowledge, the UH PCP IHP committee has determined that advocacy
is a workforce development priority.

Objective

By 2012, UH PCP IHP committee organisations are skilled in applying the
principles of advocacy to achieve effective health promotion
outcomes for those most likely to have the poorest health.

Strategies

e |dentify, encourage and support IHP committee members with
an interest in advocacy to pursue qualifications in advocacy
(e.g. through the Public Interest Advocacy Centre)

e |Invite skilled health promotion advocates to speak at IHP
meetings. Invite broader PCP membership to improve chances
of encouraging speaker/s to tfravel to the UH catchment

e Pursue appropriate training opportunities around advocacy

Best practice methods for engaging with communities to further inform
priority issues and actions and to identify and implement effective local
needs assessment

The UH PCP IHP committee has determined that there is a need for
more knowledge and skills in community engagement that assists
agencies to more effectively plan and implement health promotion
with their communities.

Objective

By 2012, UH PCP IHP committee organisations are skilled in undertaking
community engagement in order to plan and implement effective
health promotion strategies and programs.

Strategies
e |dentify appropriate training opportunities around community
engagement
e Invite other agencies who have effectively undertaken
community engagement to discuss their experiences with the UH
PCP IHP group

12



Evaluation and dissemination planning

Reporting our achievements will occur on an annual basis to the
Department of Human services.

Dissemination of our achievements: project reports and other
associated information will be made available on the UH PCP website.
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Executive Summary

In 2009- 2012 the continued program of activity around service coordination in UHPCP will aim to
address the following areas of importance.

e Enhancing health service capacity
e Access and equity for consumers
e Continuity of care

e Quality systems

Background

The policy foundation for Service Coordination in Victoria is the Better Access to Services (BATS)
operational framework.

Service Coordination is a statewide vision to align practices, processes, protocols and systems
through functional integration. Achieving functional integration enables agencies to remain
independent of each other as entities and still work in a cohesive and coordinated way so that
consumers experience a seamless and integrated response.

Service Coordination places consumers at the centre of service delivery, to ensure that they have
access to the services they need, opportunities for early intervention, health promotion and improved
health and care outcomes.2

The Planning Process

Three priorities for service coordination were identified at a joint Strategic Planning day in March 2009
in Wangaratta. The planning session which was facilitated by an external consultant was a joint
initiative of the Central and the Upper Hume PCP's. The three identified priorities were:

Service Coordination Priorities for 2009 -2012

1. Achieve Continuous Quality Improvement in Service Coordination

Formalise linkages for agencies working with hard to reach and vulnerable populations
Embed Service Coordination within agency Continuous Quality Improvement Systems
Review Service Coordination Implementation across the service system in UHPCP
Improve Information Management Information Technology in support of effective service
coordination

2. Enable the adoption of shared approaches to inter agency care planning

+ Embed effective Multidisciplinary Care Coordination practice and systems

* Improve communication systems with General Practice and Private Health Providers.

¢ Enhance service coordination linkages with clinicians working with clients with preventable
chronic conditions.

* Develop a workforce skilled in coordinating care for clients with complex needs.

3. Embed service coordination systems across member organisations
+ Development and design of integrated service access (intake) models.
 Embed effective e-communication to support integrated practice.
+ Embed service coordination within agency management and operational systems.
The service coordination strategic planning priorities for 2009-2012 aim to consolidate previous

service coordination activity in UHPCP and to increase the number of organisations / program areas in
UHPCP implementing Service Coordination.

Upper Hume PCP SC Plan 2009 -2012 2



Role of the UHPCP Service Coordination Steering Committee

In UHPCP change management will continue to be driven at a partnership level by the Upper Hume
PCP Service Coordination Steering Committee. The Service Coordination Steering Committee
represents a mix of managers and staff from key stakeholder organisations across the PCP. This
committee will continue to meet bi monthly and is chaired by the CEO of the Albury Wodonga
Regional GP Network

The role of the UHPCP Service Coordination Steering Committee is to:

e Plan and deliver on Service Coordination Priorities (as appropriate given local needs and
resources)

e Disseminate materials and resources around service coordination to UHCP members

e  Support the delivery of partnership activities around service coordination such as workshops,
forums, training and direct program and service advice where indicated

e Provide opportunity for partners to communicate and network around service coordination
implementation within their organisation and across sectors.

Upper Hume PCP SC Plan 2009 -2012



Evaluation and Dissemination Planning

SC Priority Goal 1

Continuous Quality Improvement in Service Coordination

target groups

Albury Wodonga Health Service, Gateway Community Health, City of Wodonga, Indigo Shire, Towong Shire, Tallangatta Health Service, Upper Murray
Health and Community Services, Alpine Health, Indigo North Health, Beechworth Health Service, Aged Concern, Department of Veterans Affairs, Upper
Murray Family Care, Central Hume Support Services, Aged Psychiatry, Rural Housing Network Limited, Disability Advocacy Service, Integrated Primary
Mental Health Service, Mungabereena Aboriginal Cooperative, Uniting Care Goulburn North East, Ovens and King Community Health Service ACAS,
Upper Murray CASA, Trinity (PDRSS). Department of Health and Department of Human Services (Hume Region).

Objective Strategy Indicators By when? Resources
Partnership
UHPCP agencies embed e Increase the number of organisations and programs e UHPCP Victorian SC ICDM survey | June 09 -12 SCSC staff time,
service coordination within participating in the Victorian Service Coordination data, Annual forum on Service Project Officer,
a continuous quality Integrated Chronic Disease Management Survey Coordination Continuous Quality
improvement system annually in UHPCP. Improvement
e UHPCP Service Coordination Planning Committee e Client files audits / reviews. Dec 09-12 Staff and .
continues to support service coordination change Agency policies/plans. management time

management at both a PCP level and at an agency level

Agency:

e Ensure Service Coordination is implemented at part of e SC ICDM Survey results for each Nov 09-12 Staff time &
continual quality improvement activity within agency. Minutes of Management time
organisations. Ensure that programs participating in the meetings/planning sessions, budget
Service Coordination Survey utilise a continuous quality reports, minutes of
improvement methodology i.e. Plan Do Study Act meetings/agency work plans,

(PDSA) framework.

Upper Hume PCP SC Plan 2009 -2012 4




Priority Goal 2

Shared approaches to inter agency care planning

Population target group/s

Albury Wodonga Health Service, Gateway Community Health Service, City of Wodonga, Indigo Shire, Towong Shire, Tallangatta Health Service, Upper
Murray Health and Community Services, Alpine Health, Indigo North Health, Beechworth Health Service, Aged Concern, Department of Veterans Affairs,
Upper Murray Family Care, Central Hume Support Services, Aged Psychiatry, Rural Housing Network Limited, Disability Advocacy Service, Integrated
Primary Mental Health Service, Mungabereena Aboriginal Cooperative, Uniting Care Goulburn North East, Ovens and King Community Health Service

ACAS, Upper Murray CASA, Trinity (PDRSS).

Objective Strategy Indicators By when? Resources
Partnership
Implement the Victorian e Facilitate UHPCP members to embed common practice e PCP wide Service Coordination Dec 2011 Staff and
Service Coordination standards as stated in the Victorian Service Protocols / MOU Documented, management hours
Practice Manual with a Coordination Practice Manual within and between
broader range of agencies, agencies, including acute and residential services,
services and programs general practice and other primary health providers.
Agency
e Intra agency SC, ICDM or e-referral | Dec 2010 Staff/ Management

e |Implement common practice standards as stated in the
Victorian Service Coordination Practice across all
programs within organisation.

working groups. Policies,
procedures, workplans and position
descriptions outlining service
coordination roles and
responsibilities

hours

Upper Hume PCP SC Plan 2009 -2012




SC Priority 2

Shared approaches to inter agency care planning

Population target group/s

Albury Wodonga Health Service, Gateway Community Health Service, City of Wodonga, Indigo Shire, Towong Shire, Tallangatta Health Service, Upper
Murray Health and Community Services, Alpine Health, Indigo North Health, Beechworth Health Service, Aged Concern, Department of Veterans Affairs,
Upper Murray Family Care, Central Hume Support Services, Aged Psychiatry, Rural Housing Network Limited, Disability Advocacy Service, Integrated
Primary Mental Health Service, Mungabereena Aboriginal Cooperative, Uniting Care Goulburn North East, Ovens and King Community Health Service

ACAS, Upper Murray CASA, Trinity (PDRSS).

Objective Strategy Indicators By when? Resources

Partnership
All agencies have access to e UHPCP continues to resource and support SCTT E-Referral data, PCP level SCTT / VSRF Dec 09- 12 PCP staff /
and appropriately utilise the VSRF implementation in client and patient management | training sessions delivered. Management hours
SCTT / VSRF. systems

e Provide SCTT train the trainer courses for UHPCP Training registration forms Dec 09-12 PCP staff hours
member organisations
Agencies
Organisational SCTT policy documents Dec 2011 Staff / management

e Develop & implement SCTT policy and procedures
e Deliver SCTT training as part of induction procedures

Number of participants?

hours

Upper Hume PCP SC Plan 2009 -2012




SC Priority 2 Shared approaches to inter agency care planning

Population target group/s | Albury Wodonga Health Service, Gateway Community Health Service, City of Wodonga, Indigo Shire, Towong Shire, Tallangatta Health Service, Upper

Murray Health and Community Services, Alpine Health, Indigo North Health, Beechworth Health Service, Aged Concern, Department of Veterans Affairs,
Upper Murray Family Care, Central Hume Support Services, Aged Psychiatry, Rural Housing Network Limited, Disability Advocacy Service, Integrated
Primary Mental Health Service, Mungabereena Aboriginal Cooperative, Uniting Care Goulburn North East, Ovens and King Community Health Service
ACAS, Upper Murray CASA, Trinity (PDRSS). Albury Wodonga Regional GP Network (AWRGPN), GP's, Private and Public Allied Health Services

Objective Strategy Indicators By when? Resources
Partnership
Achieve effective shared e Work with the Albury Wodonga Regional GP Network Project Reports June 2011 Staff hours,
communication and care (AWRGPN) to identify programs and initiatives aimed at
planning with General improving referral, referral feedback, care planning and
Practice e-communication systems with GP's and other PCP
member organisations
GP's / Agency's
*  Agencies develop policies and procedures to formalise | Referral Audits . Dec 2011 Staff hours
referral feedback processes to GP's consistent with Evidence of feedback to GP's via e-
VSCPM and other local agreements & with input from communication.
general practice.
e Agencies deliver staff development to increase the Training attendance registers. GP involved Dec 2011 Staff hours
levels and quality of shared care and care planning with | care plan audit. Audits of feedback from
general practice and other providers. health services to general practice
. GP Network review of VSRF uptake, June 2012 Staff hours

General Practices implement the Victorian State-wide
Referral Form (VSRF) to assist appropriate referral of
consumers to other services.

Upper Hume PCP SC Plan 2009 -2012




SC Priority Goal 2

Shared approaches to inter agency care planning

Population target group/s

Albury Wodonga Health Service, Gateway Community Health Service, City of Wodonga, Indigo Shire, Towong Shire, Tallangatta Health Service, Upper
Murray Health and Community Services, Alpine Health, Indigo North Health, Beechworth Health Service, Aged Concern, Department of Veterans Affairs,
Upper Murray Family Care, Central Hume Support Services, Aged Psychiatry, Rural Housing Network Limited, Disability Advocacy Service, Integrated
Primary Mental Health Service, Mungabereena Aboriginal Cooperative, Uniting Care Goulburn North East, Ovens and King Community Health Service
ACAS, Upper Murray CASA, Trinity (PDRSS). Albury Wodonga Regional GP Network (AWRGPN), GP's, Private and Public Allied Health Services

Objective

Strategy Indicators By when? Budget

UHPCP Member
organisations undertake
care planning consistent
with Victorian Service
Coordination Practice
Manual (with priority being
given for consumers with
chronic & complex
conditions or needs)

Partnership

e Host annual forums / workshops and training in Statewide Service Coordination ICDM Dec 2011 Service
Multidisciplinary Care Planning in line with the VSCPM | Survey data on Care Planning performance coordination
incorporating use of the SCTT Care Coordination Plan committee

Agency

e UHPCP member agencies have care planning policies Care Planning policies and procedures and Dec 09-12 Staff hours
and procedures consistent with the VSCPM Care associated documents. Service
Planning component. coordination

expertise

e UHPCP member agencies participate in a continuous Agency level data from Statewide Service Dec 09-12
quality review of care planning in line with the Service Coordination ICDM Survey

Coordination Continuous Improvement Framework and
accompanying survey
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SC Priority Goal 3 Build a sustainable System of Support for Service Coordination

Population target group/s | Albury Wodonga Health Service, Gateway Community Health Service, City of Wodonga, Indigo Shire, Towong Shire, Tallangatta Health Service, Upper

Murray Health and Community Services, Alpine Health, Indigo North Health, Beechworth Health Service, Aged Concern, Department of Veterans Affairs,
Upper Murray Family Care, Central Hume Support Services, Aged Psychiatry, Rural Housing Network Limited, Disability Advocacy Service, Integrated
Primary Mental Health Service, Mungabereena Aboriginal Cooperative, Uniting Care Goulburn North East, Ovens and King Community Health Service
ACAS, Upper Murray CASA, Trinity (PDRSS).

Objective Strategy Indicators By when? Resources
Partnership
Member organisations have e Develop agreed protocol for e-communication in Connectingcare E-Communication Policy Dec 2010 Staff/ Management
embedded business UHPCP. hours
process's for
Connectingcare e Provide engagement, change management and Connectingcare implementation documented | Dec 2009 Staff hours
e-communication leadership to new sectors implementing e in workplan
communication via Connectingcare.
e PCP staff deliver Connectingcare train the trainer o .
events for all organisations in UHPCP Training register June 2010 Staff hours
Agency
e Develop / implement service access models in line with .
e-communication business process's Intake Systems, Work plans/position Dec 2010 Change
descriptions for Intake, Assessment, Clinical management
and other staff support
e Deliver internal training on referral, referral feedback o - o
Agency policies, staff position descriptions Dec 2010

and care planning process using Connectingcare

Staff professional development records
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SC Priority 3

Service coordination systems across member organisations

Population target group/s

Albury Wodonga Health Service, Gateway Community Health Service, City of Wodonga, Indigo Shire, Towong Shire, Tallangatta Health Service, Upper
Murray Health and Community Services, Alpine Health, Indigo North Health, Beechworth Health Service, Aged Concern, Department of Veterans Affairs,
Upper Murray Family Care, Central Hume Support Services, Aged Psychiatry, Rural Housing Network Limited, Disability Advocacy Service, Integrated
Primary Mental Health Service, Mungabereena Aboriginal Cooperative, Uniting Care Goulburn North East, Ovens and King Community Health Service
ACAS, Upper Murray CASA, Trinity (PDRSS). Albury Wodonga Regional GP Network (AWRGPN), GP's, Private and Public Allied Health Services

Objective Strategy Indicators By when? Resources
Partnership
Improve uptake and usage e HSD training and support offered through UHPCP PCP Snapshot audit of member data entry June 2011 Project Officer time
of Human Services Directory Service Coordination Steering Committee process on HSD and Connectingcare web / Staff hours
and Connectingcare web based service directories
based service directories Agency
e Agencies have an identifiable information management | Agency data administration policy and staff June 2011 Agency / admin

policy with staff appropriately trained in updating the
HSD or Connectingcare web based service directories

training records.

time

Preparation of
evaluation report

Project Officer Service Coordination for the Upper Hume PCP is responsible for collating evaluation findings and developing evaluation report

Dissemination

Annual evaluation reports will be disseminated to all relevant stakeholders and the Department of Health and the Department of Human Services Hume region

Office

Upper Hume PCP SC Plan 2009 -2012
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Upper Hume Primary Care Partnership
PO Box 1151 Wodonga Vic 3689

155 High Street Wodonga A

Phone: 02 6022 8894

Fax: 02 6024 5792 \\, P PRIINARY CARC
Email: uhpcp@gatewaycommunityhealth.org.au aRTneRSHIP

Membership Application

Details of Organisation

Name Of OrganiSatioN: .........eiiiiiiieiieiiei e e e e e e e e e e e e e e e e e e s snnnneeeeeeeeeeeanannes
Primary LOCAtION/AQAIESS: ....ceiiiiiiiiieee ettt e e e e e e e e e e e e e eanes
POStal AdAreSS: .o
Other campuses/sites (if applicable): ...

o 0= 1|
Details of Organisation Primary Contact

Member Organisations will be represented by the CEO or a Senior Manager on the
General Committee.

Name of Primary CONTACE: ......coooii i e e e e e e e e e eanes
0TS 1T0] o I 1=

Membership Level

Please select your preferred Membership Level (refer to page 2 for more information):
€ Level 1 — Full Member
€ Level 2 — Affiliate Member
€ Level 3 — PCP Subscriber

Please also complete the Member Agreement provided with this application form.

Partnering Agreement - Schedule 3 1



Summary of Rights and Responsibilities Associated with Membership

Committee General Minimum Eligibility | Benefits (eg. | Contribute to Event Information /
M/ship Committee Attendance for free/ strategic attendance | Notifications
Voting Rights Requirement Official subsidised planning
Roles events)
Full Membership \/ \/ \/ \/ \/ \/ \/ \/
Affliate v x X X v v v v
Membership
PCP Subscriber e X e X X \/ v v
(Charges
may apply)

For details of rights and responsibilities, please refer to Section 7 of the Partnering
Agreement.




Upper Hume Primary Care Partnership
PO Box 1151 Wodonga Vic 3689

155 High Street Wodonga B\

Phone: 02 6022 8894 PRIMARY CAaRr

Fax: 02 6024 5792 \\, P &
Email: uhpcp@gatewaycommunityhealth.org.au aRTneRSHIP

Member Agreement

This form must be signed by the CEQO (or equivalent) of the applying organisation.

As the authorised representative Of ...
(insert legal name of organisation), | have seen and understand the Upper Hume Primary
Care Partnership Partnering Agreement (‘the Agreement’) and acknowledge that by
signing this document the organisation shall also be deemed to have signed the Partnering
Agreement.

Name of Representative (Please Print): ...
POSITION THIE: .o e e e e e e e e e e e e e e e e e aanns

Signature: ...
Date: ..o

Name of WItNess (Please Print): ..o

Signature: ...
Date: ..o

Please submit both the Membership Application and Member Agreement via fax, post or
hand delivery, marked for the attention of the Executive Officer, Upper Hume PCP.
Fax: 02 6024 5792

Post: PO Box 1151 Wodonga Vic 3989

Hand delivery: UHPCP c¢/- Gateway Community Health, 155 High Street Wodonga

This Application for Membership has been accepted.
Signed on behalf of the Upper Hume PCP by (print name) ...
POSIION THIE: e

Signature: ... Date: .o

A copy of the signed Application will be provided to the Organisation upon acceptance.

Partnering Agreement - Schedule 3 3



Partnering Agreement — Schedule 4 Urprer Hume

PRIIMARY CARE
ParTnersHIP

Y

Consumer Participation Policy

The Upper Hume Primary Care Partnership recognises that consumers have an active role
in their own health care and that consumer participation in the planning and development
of services and programs may result in improvements in the quality of care, improved
health outcomes and increased consumer satisfaction with services.

Community representation on the Upper Hume Primary Care Partnership will be ensured
through the following:

e Consumer and carer representatives are eligible for Affiliate Membership with the
PCP (as per section 7.5.4 of the Agreement).

e Consumer and carer representatives may be involved in UHPCP strategic planning.

® Member organisations with community/consumer advisory committees or
representatives are encouraged to involve these groups and/or individuals in the
planning and implementation of PCP strategic directions and projects.
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Officeholders of the
Upper Hume PCP

The official functions of the Upper Hume Primary Care Partnership will be served as
follows:

Chairperson
The Upper Hume PCP Chairperson will be elected by the General Committee annually (or
as otherwise required).

Deputy Chairperson
The PCP Deputy Chairperson will be elected by the General Committee annually (or as
otherwise required).

Secretary
The administration of the PCP will be the responsibility of the Executive Officer. The
Executive Officer position is funded by the PCP.

Treasurer

The role of Treasurer is undertaken by the Fundsholder/Contact Organisation, and is
bound by the Contact Organisation Agreement and the Funding and Service Agreement
with the Department of Health.

Governance

Two bodies represent the governance of the Upper Hume PCP. These are the General
Committee and the Executive. The Executive are elected by the General Committee and
are the primary governance body. The requirements, responsibilities and limitations of
these governing bodies are set out in the Agreement.

Continued over...



In addition to the principal office holders, each deliverable/portfolio (Integrated Chronic
Disease Management, Integrated Health Promotion and Service Coordination) will have
the following:

Steering Committee
A Steering Committee will provide guidance and advice on the planning and
implementation for each deliverable area.

Chairperson
Each Steering Committee will have a Chairperson, elected by the members of that
Committee.

Coordinator

Each deliverable will have a Coordinator who will support the relevant Steering Committee,
as well as being employed to undertake the delivery of the relevant Strategic Plan. The
Coordinator positions are funded by the PCP.
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Representative Agreements:

Contact Organisation
Host Agency
Lead Agency




Contact Organisation

) UpPer Hume
Agreement \\/),L/ PRIIMARY CARE

ParTnersHIP

This agreement is between

(Insert Name of Agency)

and

Upper Hume Primary Care Partnership
(UHPCP)

being for

provision of financial and budget support

for the period

(Insert period of agreement - start and end dates or as appropriate)




A

Contact Organisation Agreement @ Paf{llz{l?ﬁlglgglﬁelp

Purpose

The purpose of the Contact Organisation Agreement is to provide a clear and documented
framework for (insert name of agency) to provide financial and budget support to the
Upper Hume Primary Care Partnership (UHPCP).

Services to be provided

(Insert name of agency) will meet all requirements as specified in the Funding and Service
Agreement with the Department of Health on behalf of the UHPCP.

The organisation will also provide financial and budget support including:

e Development of budgets based on advice from UHPCP and in accordance with
requirements of funding bodies;

e Payment of all UHPCP accounts on authorisation from PCP nominated signatories;

e Provision of bi-monthly summary financial reports and monthly detailed financial
reports including all income and expenditure;

e Provide advice to the PCP via the Executive Officer on any budget matters; and

e Provision of audited financial reports (as required) at the conclusion of each
financial year to the partnership.

Budget

UHPCP will pay (insert name of agency) the sum of $5000 per annum (or pro rata as
required) to provide the above services.
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Ay UpperR Hume

Contact Organisation Agreement A\ PRIMARY CARE
PaRTneRSHIP

Execution

Signed for and on behalf of the Upper Hume Primary Care Partnership

onthe....coooeeeeenn. day of ..o 20**

by

SIgNAtUre ..ooooiiiiiee e

NAME oo TiHle/OFfiCe e

by




Host Agency

) UpPer Hume
Agreement \\/),L/ PRIIMARY CARE

ParTnersHIP

This agreement is between

(Insert Name of Agency)

and

Upper Hume Primary Care Partnership
(UHPCP)

being for

(Insert title of position)

for the period

(Insert period of agreement - start and end dates or as appropriate)




A

Host Agency Agreement @ P&iﬁ?ﬁgﬁgﬁem

Purpose

The purpose of this Host Agency Agreement is to provide a clear and documented
framework for (insert name of agency) to employ the (insert title of position) on behalf of
the Upper Hume Primary Care Partnership (UHPCP).

Working Philosophies

All parties are committed to the principles of co-operation and partnership in undertaking
the responsibilities described in this Agreement.

All parties involved in this Agreement - including the host agency, any project or program
staff, UHPCP funded positions, and PCP member agency staff - recognise that in
discharging their duties they must act honestly, exercise reasonable care and diligence
and act in the best interest of the Upper Hume Primary Care Partnership.

Project Officer Key Deliverables

This frontline position will concentrate on facilitating the objectives and strategies outlined
in the Position Description and set out in a work plan.

Project deliverables have been formulated from the following framework:

o Agreed focus — Support UHPCP agencies to effectively implement (insert
deliverable).

Agreed scope — (full or part time) at (insert number of hours).

Agreed objectives and strategies as per the Strategic Plan.

Work plan informed by the Strategic Plan and relevant committee/s.

Agreed relationships.

Identified lines of accountability & responsibility — in accordance with UHPCP
policies.

Remuneration and Conditions of Employment

Employment agreed as per the attached Position Description.
Contract valid to (insert end date of employment contract).

General Conditions

This position is funded by the UHPCP.
This position is located at (insert name of host agency).
The employer of this position is (insert name of host agency), a member of the UHPCP,
who will:
e Provide an employment contract and meet all responsibilities of employment;
¢ Provide office accommodation and resources; and
e Ensure the workplace is conducive to achieving the agreed outcomes.
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A

Host Agency Agreement @ Palilﬁ?ﬁgﬁgﬁlp

(Insert name of agency) will provide the following specific items under the terms of this
Agreement:

e (insert agreed items — these should include at a minimum computer, office phone,
mobile phone, admin/meeting costs, travel and accommodation and general
expenses. These might also include staff development or other resources, as
agreed.)

(Insert name of agency) will invoice the UHPCP on a (insert frequency) basis according to
the agreed budget and negotiate any updates in the annual PCP budget cycle.

(Insert name of agency) will also (insert other requirements as agreed).

Budget
The agreed budget for this position is:

(Insert budget breakdown here)

Accountability

It is agreed that the (insert title of position) will provide bi-monthly reports to the UHPCP
General Committee and demonstrate progress against the agreed work plan.

The (insert title of position) will meet at least monthly with the other UHPCP funded
positions to support the strategic alignment of the work within the PCP and ensure
continuity in planning.

(Insert name of agency) will liaise with the UHPCP Executive Officer as required.

All other relationships and accountability will be managed in accordance with the UHPCP
Partnering Agreement (Schedule 10).
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Execution

Signed for and on behalf of the Upper Hume Primary Care Partnership

onthe....coooeeeeenn. day of ..o 20**

by

SIgNAtUre ..ooooiiiiiee e

NAME oo TiHle/OFfiCe e

by




Lead Agency

) UpPer Hume
Agreement \ )/L/ PRIIMARY CARE

ParTnersHIP

This agreement is between

(Insert Name of Agency)

and

Upper Hume Primary Care Partnership
(UHPCP)

being for

(Insert title or description of
project/initiative/position)

for the period

(Insert period of agreement - start and end dates or as appropriate)




A

Lead Agency Agreement @ Palilﬁ?ﬁgl%ﬁp

Purpose

The purpose of this Lead Agency Agreement is to provide a clear and documented
framework for (insert name of agency) to (insert description of project/initiative/position) on
behalf of the Upper Hume Primary Care Partnership (UHPCP).

Working Philosophies
All parties are committed to the principles of co-operation and partnership in undertaking

the responsibilities described in this Agreement.

All parties involved in this Agreement - including the lead agency, any project or program
staff, UHPCP funded positions, and PCP member agency staff - recognise that in
discharging their duties they must act honestly, exercise reasonable care and diligence
and act in the best interest of the Upper Hume Primary Care Partnership.

Outline of Commitment

(Insert name of agency) will lead the delivery of (insert details).

Funding

Funding is provided by (insert Department or other funding body) for the amount and term
identified below:

Funding amount
Payment schedule
Period of Agreement
Conditions of Payment

Key Deliverables
The agreed deliverables for this funding are (insert agreed deliverables).

Stakeholders and Personnel

Stakeholders involved | (Insert any key stakeholders essential for successful
completion of the deliverables)

Key Contact Name
Phone
Email
Address
Delegations (Insert details of delegated authority and any limits to
authority)
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Lead Agency Agreement g PRIMARY CARE
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Documentation and References
(Insert details of any key discussion papers, guidelines, strategies, etc)

Reporting and Accountability

(Insert agreed supervision arrangements, responsibilities, reporting, evaluation
requirements, etc)




Ay UpperR Hume

Lead Agency Agreement g PRIMARY CARE
ParTnersHIP

Execution

Signed for and on behalf of the Upper Hume Primary Care Partnership

onthe....coooeeeeenn. day of ..o 20**

by

SIgNAtUre ..ooooiiiiiee e

NAME oo TiHle/OFfiCe e

by
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Risk Management Checklist

The UHPCP recognises the following factors as essential to the operation of a
stable, healthy partnership:

Strong governance

Adherence to good management practice
Capacity to deliver

Probity

Financial security

Agency risk management

The UHPCP, through the shared governing roles of the General Committee and
Executive, commit to minimising the risks associated with the partnership by:

Ensuring strong governance through representation and
accountability.
O All partner organisations are being effectively represented by an
authorised representative.

Adhering to good management practice.
O The policies and practices of the partner organisations are suitable to
deliver the activities of the PCP.

O The PCP has a clearly documented, rigorous and relevant reporting
system in place for reports to the Department or from partner
organisations to ensure accountability.

O All partner organisations are aware of the reporting requirements
associated with membership of the PCP.

Ensuring the capacity of partner organisations to contribute to the
activities of the PCP.

O All partner organisations are aware of the expectations of them as a
member of the PCP, and are willing and able to contribute to PCP
activities.

Continued over...



Ensuring the integrity of the PCP.
O All partner organisations have a code of conduct and standards that
enables effective governance of the PCP and to meet funding and
accountability requirements.

Ensuring the financial security of the PCP.
O Any partner organisation receiving or managing funds on behalf of the
PCP are financially viable and solvent and not subject to any unusual risk
or exposure that might jeopardise the finances of the PCP.

O Any partner organisation upon which any other partner organisation is
placing significant reliance will be subject to appropriate financial
controls to ensure the capacity of the organisations to deliver the
activities of the PCP.

All partner organisations commit to identifying and minimising the risks
associated with the partnership by:

O Considering any potential risk which might arise from their participation
in the activities of the PCP.

O Ensuring they have systems and policies in place to identify, minimise
and/or manage any such risks.
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Recruitment and Selection
Processes and Protocols

Employment of PCP funded positions

e PCP funded positions include the Coordinators for each deliverable area
and the Executive Officer. This might also include other positions from
time to time, as other priorities or projects arise.

¢ Role identification, including Position Descriptions, will be developed by
the relevant Upper Hume PCP Committee, in consultation with the
employing organisation.

e Advertising and recruitment for PCP funded roles will be managed by the
employing agency.

e Advertisements for employment will be co-branded with the logos of the
employing agency and the PCP, and the positions will be clearly identified
as PCP roles.

e At least one representative on any recruitment selection panel will be
from a member agency other than the employing agency. Ideally, the
selection panel will consist of a general PCP representative (such as the
Chair or Executive Officer), a representative from the relevant
deliverable area (such as the relevant Steering Committee Chair or other
nominated member of that Committee), and representation from the
employing agency.

e The members of the selection panel will undertake short listing of
applicants, identify the content and structure of the interview, participate
on the interview panel and contribute to the selection of the successful
applicant.



One member of the selection panel will be hominated to contact the
successful applicant. This should be a representative of the employing
agency, consistent with that organisation’s policies.

The employing agency will notify unsuccessful applicants using its usual
processes.

The employing agency will liaise with the successful applicant to
negotiate the commencement date, and will advise the PCP Chair (and
Executive Officer if appropriate) of this.

The employing agency will manage all contractual arrangements and
induction to the environment, policies and procedures of the workplace.

The PCP Chair or delegated representative will ensure appropriate
induction occurs as to the PCP relationships and responsibilities relevant
to that position, and ensure appropriate introductions are made to other
PCP funded staff and members.

Where possible, the previous incumbent of the role will provide a detailed
handover to the new staff member.

Once employment has commenced, relationships and accountability for
that position shall be in accordance with the relevant Agency Agreement
and relevant schedules of the Partnering Agreement.

Selection of Representative Agencies

Representative agencies are those member organisations that act on
behalf of the PCP in an official capacity, such as fundsholder or employer.

The responsibilities and requirements of the representative roles are
identified in the Partnering Agreement.

The process of selection for such roles will in the first instance be via
Expressions of Interest, sought by the PCP Chair or delegated
representative.

Expressions of Interest will be sought where no representative contract
currently exists, where a previous contract has ended and will not be
renewed or where the previous contract has been terminated by either of
the parties involved for any reason.

The request for Expressions of Interest will identify the title and nature of
the role, the amount of funding available for the role, and any essential
criteria to be addressed.

All Full Members of the Upper Hume PCP are eligible to submit an
Expression of Interest to act on behalf of the PCP.



¢ Interested members will be required to outline their capacity to meet the
requirements of the role based on the criteria identified.

e In the event that only one Expression of Interest is received, that agency
shall be recommended for the role providing the agency meets the
probity and risk management requirements as identified in the
Partnering Agreement, and any other prerequisites for the role.

e If more than one Expression of Interest is received a panel will be
selected from the General Committee, consisting of 4-6 members
independent of the interested agencies, to determine an appropriate
process for selection and to undertake that process. This might include
seeking additional information from the applicants, making a strategic
recommendation or holding interviews, depending on the nature of the
role and the number of applicants. The panel will provide a
recommendation to the Executive.

e Appointment to representative roles is to be ratified by the Executive.

e If no Expressions of Interest are received, the Executive will consider the
matter and identify an alternative course of action. This might include
reviewing the role, requirements or process to identify issues,
undertaking a second round of Expressions of Interest, selective
targeting of member agencies with the known capacity or other options
as deemed appropriate.

¢ Once ratified by Executive, the relationship between the representative
agency and the PCP shall be formalised through the relevant agreement
(contact organisation, host agency or lead agency) and all activities
undertaken in accordance with that agreement.

¢ Once the relevant agreement is signed, relationships and accountability
for that role shall be in accordance with that agreement and the relevant
schedules of the Partnering Agreement.

New Member Applications

e All applications for membership will be submitted on the Membership
Application form (Schedule 3 of the Partnering Agreement).

e In the event that existing members are required to re-apply for
membership, such as with the commencement of a new agreement, their
applications will automatically be accepted unless an agency’s
membership was already under review/in contention as a result of a
breach or other issue.



Applications for membership from new organisations, or from
organisations whose membership is under review/in contention, will be
considered by the General Committee as set out in Section 7.7 of the
Partnering Agreement.

Acceptance of new members will be confirmed with the endorsement of
the Membership Application by the PCP Chair. The PCP Chair may
delegate endorsement to the Deputy Chair or Executive Officer as
appropriate.

A copy of the endorsed Membership Application will be provided to the
new member.

Once membership is approved, the member will participate in the PCP in
accordance with the terms of the Partnering Agreement.

In the event that an organisation is not accepted as a member of the
Upper Hume PCP at the Membership Level they selected, the General
Committee might recommend an alternative Membership Level. This will
be communicated to the applicant by the Chair or the Executive Officer.

Organisations submitting unsuccessful membership applications, deemed
by the General Committee to be unsuitable for membership at any level,
will be notified of this decision in writing and be advised of the reason for
rejection.
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Significant Dates
for Governance and Reporting

1. Partnerships Reporting

What: Partnerships Report (Excel template)

Who: Executive Officer, to be emailed to pcp@health.vic.gov.au

When: 30" September 2010

Comment: List of all partner organisations and levels of involvement in PCP activity.

What: Financial Statement

Who: Contact Organisation to provide financial statement and financial reports
for review by Executive.

When: Ongoing / as required

Comment: Regular reporting to Executive and financial statement provided at end
of financial year.

2. Integrated Health Promotion (IHP) Reporting

What: PCP IHP Catchment Plan

Who: IHP Coordinator with the IHP Steering Committee, to be provided to the
Regional Director Health and Aged Care.

When: 1 March 2011

What: Case Study (Word template)

Who: IHP Coordinator with the IHP Steering Committee, to be provided to the
Regional Director Health and Aged Care.

When: 30" September 2010

3. Service Coordination Reporting
What: Service Coordination Survey (web-based survey)
Who: Member agencies involved with Service Coordination

When:  Required by 29" October 2010
Comment: Survey online at www.health.vic.gov.au/pcps/about/prr.htm
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What: E-referral Report (Excel template)

Who: Service Coordination Coordinator, to be emailed to
pcp@health.vic.gov.au

When: 30" September 2010

Comment: May be assisted by e-referral vendor.

What: Service Coordination Case Study (Word template)

Who: Service Coordination Coordinator, to be emailed to
pcp@health.vic.gov.au

When: Optional — no due date

What: E-Health Case Study (Word template)

Who: Service Coordination Coordinator, to be emailed to
pcp@health.vic.gov.au

When: Optional — no due date

4, Integrated Chronic Disease Management (ICDM) Reporting

What: ICDM Survey (web-based survey)

Who: Member agencies involved in ICDM

When: 29" October 2010

Comment: Survey online at www.health.vic.gov.au/pcps/about/prr.htm

What: Case Study (Word template)

Who: ICDM Coordinator, to be provided to the Regional Director Health and
Aged Care.

When: 30" September 2010

5. PCP Evaluation and Review

What: Review and Update of the Strategic Plan/s

Who: PCP staff, members of the General Committee and deliverables’
Steering Committees, to be provided to the Regional Director Health and
Aged Care.

When: 1! March 2011

Comment: Strategic Plans to be reviewed and operational plans updated
accordingly. May be dependent on results of evaluation and feedback
from DoH on September reports.

What: Partnership Evaluation
Who: Executive Officer and PCP members.
When: Annually, each September

Comment: Using the VicHealth or Centre for the Advancement of Collaborative
Strategies in Health evaluation tools.

Page 2 of 3



Elections

Nominations for Executive positions will be called from within the General
Committee (Full Members only) at least one week prior to the scheduled August
General Committee meeting. Executive appointments will be decided at the August
meeting, by vote or other means as deemed appropriate by the General Committee.

Nominations for Chair positions of the deliverables’ Steering Committees will be as
set out in the terms of reference for the relevant committee.




Partnering Agreement - Schedule 10 A

\\/ PRIMARY CaRre
ParTnersHIP

Relationships and Accountability

1. Achievement of PCP deliverables: Support, management and
direction

The employment of core PCP funded positions can be divided into two main areas — basic
employment and support functions, and programmatic/deliverable functions. The
responsibilities, relationships and accountability for each of these require clarification.
There are also some aspects of employment that are variable and incidental, arising from
the social, personal and professional development opportunities available in the majority of
workplaces, that might require additional clarification.

Basic employment and support functions

These include employment contracts, salary and other conditions, OH&S issues, work
environment, communications and IT capacity, transport and mentoring/peer support.

In relation to this, PCP funded positions are accountable to the employing agency for
performance in accordance with the employment contract and policies of that employer.
This might include (but is not limited to) the completion of timesheets and other
administrative forms, the appropriate use of and access to offices, buildings, vehicles and
communications technology, and adherence to all policies relating to standards of
behaviour, dress and appearance. PCP funded positions will at all times show respect for
the employing agency, its core functions and colleagues in the workplace.

Employing agencies are in turn obligated to provide a safe and functional workplace, meet
all the usual conditions of employment, and any additional requirements as identified in the
Host Agency Agreement. The employing agency will ensure its relationship with the PCP
funded employee is honest and transparent, and will provide any information and support
necessary to enable the PCP funded employee to meet his or her obligations as identified
above.




Programmatic/deliverable functions

These include all role-specific activities and relationships necessary to meet the
requirements and deliverables specific to the PCP role.

In this functional area, PCP funded positions are responsible for progressing the actions
and developing and maintaining the relationships necessary to meet the deliverables of
their respective portfolios, as identified in the relevant Strategic Plan/s and DoH guidelines.

The actions and responsibilities of PCP funded positions derive from a complex system of
communications and relationships, with PCP roles employed to work with a range of
organisations and at several levels, including local, regional and state.

Employee support and professional development activities

The extent to which PCP funded employees should become involved in the employee
support, personal or professional development activities of the employing agency may not
always be clear. However, some basic rules can be applied to clarify most situations.
These rules are consistent with the division of functionality as identified above.

The PCP funded staff member should have access to any training or support provided by
his or her employer in relation to OH&S, wages, conditions or other industrial matters, or
equipment, vehicles or other systems used in the workplace. This might include such
things as personal safety training, software training, information sessions on
superannuation and so on.

On the other hand, professional development activities that are specifically relevant to the
PCP role, or where the staff member is specifically representing the PCP, such as
attendance at conferences, are not the responsibility of the employing agency, unless
these are specified in the Host Agency Agreement or otherwise agreed in writing.
However, if the employing agency wishes to extend professional development or other
opportunities to the PCP funded employee, this can be negotiated/decided between them.

Most workplaces have some representative or special interest committees with which
employees can become involved. These will vary between workplaces. Participation in
such groups might be beneficial for PCP funded staff members as they potentially
contribute towards a supportive work environment and cross program/team relationships.
However, such participation would need to be consistent with the demands and interests
of the PCP role. It would also be advisable to confirm with the employer that participation
is acceptable and appropriate.
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