't’s your health that matters

. .“ (4
Health Care Services Plan 2020-2030 Wi \Heatth e

ven
nt | Local Health District




lllawarra Shoalhaven Local Health District
PO Box 239

Port Kembla, NSW 2505

Phone: (02) 4221 6899

2019

This document may be reproduced in whole or in part to inform
people about health care services in the llawarra Shoalhaven Local
Health District, and for study and training purposes, subject to inclusion
of an acknowledgement of the source. It may not be reproduced
for commercial usage or sale. Reproduction for purposes other than
those indicated above requires written permission from the lllawarra
Shoalhaven Local Health District.

This document has been prepared by the lllawarra Shoalhaven Local
Health District Planning & Strategic Commissioning Unit.

Copies of this document can be downloaded from the lllawarra
Shoalhaven Local Health District welbsite at
http://www.islhd.health.nsw.gov.au/

Suggested citation: llawarra Shoalhaven Local Health District (2019),
It's Your Health That Matters - Health Care Services Plan 2020-2030.
<http://www.islhd.health.nsw.gov.au/>

2 Health Care Services Plan 2020-2030



Acknowledgement Of COUNTIY ...oooo i e e 4
(@ LU Y1 o TSRS 5
OUr STTATEGIC DIFECTIONS...cei ettt e e e e e e e e et a e e e e e e eenraaeeeas 6
Why dO We NEEA TO CNONGEZ........oiiiiieeeeeeee ettt e e e e et e e e e e e e aaaaeaeeeeeennnns 7
Health of the COMMUNITY .......uiiiie e e 9

Our community profile

The health of our communities

Population groups at higher risk of poor health
Burden of disease and modifiable risk factors

OUr fUTUrEe NEAITN SYSTEM ..o 16
(@10 g (e TolU o] (=T [ U PR PP PUPRRRIN 18
What our community and stakeholders told US...........oooeiiiiiiiiiiiiiiieeee e, 19
Where our efforts Will e fOCUSSEA.......cooouiiiiiieieeeee e 20
Focus Area A: Promote, protect and maintain the health of the community......... 21
Focus Area B: Strengthen care in the community........c..oeeeiieeiiiiiiiiieeecce e, 25
Focus Area C: Address the cultural and health needs of Aboriginal people.......... 28
Focus Area D: Commit 10 high VAIUE CAr€......ccocuviiiiiiiiiieeeeeeeee e 31
Focus Area E: Strengthen partnerships and engagement.........cccccvveeeeiieeeecieee e, 35
10lige N 11UV (= (e X V] o) oTe] g [ o101 gV N ] o VEUuuu TR 38
RETEIEINCES. ...ttt e et e e e st e e e e e saaaeeeeabaeeeenbaeeeesaaeeeanraaeens 42
A ENAICES. ..ottt e e e et e e e e et e e e e e eeaaeeeeeeeeeatareeeeeeeeaaaaeeeeeeaaraaeeeeannnes 45

Health Care Services Plan 2020-2030 3



4

Artist: Aunty Cecily Wellington-Carpenter

Health Care Services Plan 2020-2030

Acknowledgement of
Country

The District operates on the lands of the Dharawal and
Yuin nations, which encompass five language groups:
Wadi Wadi, Dharawal, Wandandian, Walbanga and
Yuin. These groups have lived in the llawarra and
Shoalhaven region for millennia, and their cultures,
laws, ceremonies and connection to the land and
waterways are strong and enduring.

The District also acknowledges, regrets and is sorry for
the pain and loss placed on the lives of Aboriginal
people who have been dislocated from their culture,
displaced from their homelands and watched their
children being taken away.



Our vision

The Health Care Services Plan describes a vision for an integrated
health system in the lllawarra Shoalhaven region which supports
people to stay healthy in their homes and communities.

A health system that supports people to stay wellin the community
needs to be organised differently. It must strengthen services
which support health close to people’s homes and focus less on
hospital care to achieve value forinvestment of scarce resources.
It must have a greater focus on prevention of illness and it must
capitalise on the combined efforts of the many partners who
conftribute to the community’s wellbeing.

International evidence shows that supporting people to stay
well in their own communities will result in less need for hospital
admissions. Less high-cost hospital demand will result in a
more efficient health system and better health outcomes and
experiences for the community.

We will use a population-based approach in our service planning
— addressing the causes of ill-health and the disease burden
areas with the biggest impact on our communities — so that we
can deliver services with the greatest potential to improve their
health.

To achieve this we need to work with others in the lllawarra
and Shoalhaven regions to develop a shared, coordinated
approach to improving the social determinants of health and
to deliver health services that respond to the needs of our local
communities.

The Health Care Services Planis a 10-yearroadmap for the delivery
of the District’s vision: Excellent Services, quality partnerships,
healthy communities. Its areas of focus are:

Focus Area A: Promote, protect and maintain the health of the community

Our efforts will focus on achieving these outcomes:
e Reduced rates of developmental vulnerability in children

¢ Reduced unhealthy and risky lifestyle behaviours
¢ Reduced overall burden of disease, independent of socio-economic status

Focus Area B: Strengthen care in the community

Our efforts will focus on achieving these outcomes:
¢ Increased proportion of activity occurring in ambulatory care and community settings
¢ Reduced unplanned hospital readmissions and ED representations

Focus Area C: Address the cultural and health needs of Aboriginal people

Our efforts will focus on achieving these outcomes:
* Improved health outcomes for Aboriginal people living in the lllawarra Shoalhaven
¢ Increased proportion of Aboriginal people working within the health sector

Focus Area D: Commit to high value care

Our efforts will focus on achieving these outcomes:

* Reduced unwarranted clinical variation

¢ Increased measurement of patient reported and clinical outcomes
* Improved patient reported and clinical outcomes

Focus Area E: Strengthen partnerships and engagement

Our efforts will focus on achieving these outcomes:
¢ Increased formal partnerships across the region
¢ Increased number of consumers involved in the planning and design of services

Health Care Services Plan 2020-2030 5



Vision

Purpose

Strategic
priorities

What does
success
look like?

Critical
enablers

CORE
Values

Our Strategic Directions

Excellent services, quality partnerships, healthy communities

To provide best practice health care and programs that promote the

1. Excellence in
models of care,
health programs
and health services

ISLHD has a reputation

for delivery of high

quality health care and
appropriate services

2. An engaged and
high performing
workforce for
the future

ISLHD is considered an

employer of choice
within the region

1. Partnerships and engagement
Build and maintain strong partnerships and relationships with our stakeholders, both health and more broadly

3. Information Technology and eHealth

3. Innovation, agility

and learning for
continuous
improvement

ISLHD is respected and
recognised for research

and innovation to

improve health care

health and wellbeing of people in the lllawarra Shoalhaven

4. Efficient, effective,
sustainable
financial
operations

ISLHD is a financially

sustainable and fiscally
responsible organisation

Expand the use of eHealth and information technologies to deliver health services more effectively and more efficiently

Health Care Services Plan 2020-2030



Why do we need change?

In Australia and internationally, health systems are under pressure.
In the llawarra Shoalhaven, we are faced with increasing numbers
of people who will experience poor health, growing emergency
department presentations and hospital admissions, longer waiting
times for services and a growing and ageing population.

If we keep doing things in the same way, by 2031 the District will have:
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120 30,000 65,000 27,000
more emergency more hospital more obese more adults living
presentations a admissions each adults with diabetes or
day year - requiring high blood sugar

290 more beds

Currently, we operate within the boundaries of the llawarra Shoalhaven
Local Health District (our District) with hospitals at the centre of what
we do. General practice and the aged care sector are structurally
separate, with minimalintegration between organisations who all serve
the same communities. Patients find the system difficult to navigate
and services are fragmented, which often results in poorer outcomes
and experiences of care.

We know that we need large scale transformation - one that sees a
shift in public perception about how health care should be accessed
and delivered.

Internationally, health systems are making big shifts in
service delivery to address structural challenges and
provide more patient-centred care. Priorities are shifting
towards high value care andincreased care in community
settings.

The Canterbury Health System in New Zealand is an
example of a recent fransformation in the way a health
system operates, resulting in improved patient outcomes.
For example, a range of conditions that were once
treated predominantly in hospital are now provided in
general practice. Outcomes in the Canterbury region
include:

* In one year, almost 30,000 people who would
previously have been admitted to hospital received
tfreatment in their own homes

* Patient waiting times for care have shortened

e Older people stay at home longer and need less
residential aged care

* The Maori people on average live longer than in other
parts of New Zealand

Health Care Services Plan 2020-2030
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Why do we need change?

We know that there are many factors outside the health care system that influence an individual's health and well-being, including

There is an unacceptable difference in health
between population groups, particularly Aboriginal
and non-Aboriginal people

Exposure to particular stressors before birth and to adverse
experiences in early childhood increases the probability that an
individual will have poor health and wellbeing later in life.

Exposures to modifiable risk factors are unevenly
spread across the population

Half of the population have at least one of the 8 common chronic
conditions. These conditions offen occur together. Collectively
they conftribute to more than 60% of the disease burden.

The population is growing and ageing

People are becoming increasingly informed as consumers. They
are seeking greater empowerment and engagement in decision

making and service planning.

There is unsustainable growth in demand for and
cost of health services

Health Care Services Plan 2020-2030

Some population groups experience worse health and well-being.
Although the health and welfare of Aboriginal people is improving,
they continue fo experience disadvantage and health inequity.

Evidence points to the first 2000 days of a child’s
life as critical to their health in the future

Risk factors such as tobacco use, risky alcohol consumption, illicit

drug use, poor diet and lack of physical activity are known to have
a detfrimental effect on health.

Increasing numbers of people are experiencing

chronic diseases, such as diabetes and mental
illness.

Many residents will require more health care and support as they
age.

Consumers’ expectations are changing

The growth in demand for and cost of providing acute care
services and hospital beds means that overall health expenditure is
growing at double the rate of GDP in Australia. This is unsustainable.



Health of the community
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Our community profile

Our geographic region

The lllawarra Shoalhaven extends from Helensburgh in the northern
lllawarra to North Durras in the southern Shoalhaven and covers
the Local Government Areas of Wollongong, Shellharbour, Kiama
and Shoalhaven. The region’s landscape concentrates residential
areas info a narrow strip of suburban communities and coastal
towns.

The population is growing and this growth will continue due to
natural increases as well as the sustained migration of young
families and retirees. The make-up of the population will change
over the next 20 years, with the majority of growth occurring in the
older age groups.

Figure 1: lllawarra Shoalhaven population growth by age group

In 2015 the population was 400,000
In 2031 the estimated population will be 455,000

0 20,000 40,000 60,000 80,000 100,000 120,000 140,000 160,000

m2015 m2031
Source: NSW Health HealthAPP
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The people who live here

The lllawarra Shoalhaven region is the fraditional home of the
Dharawal and Yuin nations. The Aboriginal communities retain
strong cultural connections to the region’s coastline, hinterland and
escarpment.

People who were born overseas are well represented in the lllawarra
Shoalhaven, many of whom report low English proficiency. There is
also a growing number of refugees in the region.

Some of the smaller communities along the southern coastline are
quite isolated with limited public transport. Many of the people who
live there are ageing.

Certain communities in the lllawarra and Shoalhaven are some
of the most disadvantaged in the State, with a number of factors
contributing to their disadvantage.



The health of our communities

Factors that affect health and weII-belng Adverse experiences in childhood can include: physical, sexual

Many factors combine together to affect the health of individuals or emotional abuse; physical or emotional neglect; exposure
and communities. A healthy lifestyle helps to protect us from the
onset of disease and improves our quality of life, but a person’s
health is also determined by their circumstances and environment.
In addition to genetics, factors including where people live,
their physical and social environments, employment, income Figure 2: Factors that
and education level, and interpersonal relationships all have affect health _c“ous-mg/h " e,
considerable impacts on a person’s health. These are known as °
‘determinants of health’.

to domestic violence; household substance abuse; household
mental iliness; parental separation or divorce; a household
member who is in jail.

In addition, we now know exposure to particular stressors before
birth, and exposure to adverse experiences in early childhood,
increase the probability that an individual will have poor health
and well-being later in life.

The higher the number and significance of stressors and adverse
experiences in the earlier years, the greater the likelihood of

unhealthy behaviours and poor health as an adult. < =
@ =
> Q
Marginalised people and communities experience discrimination and & 2
exclusion (social, political, economic) and are at a higher risk of poor health. ‘i °
Adverse experiences, frauma, domestic and family violence, % % ]
. . . o]
neglect and abuse are not common discussions during adult health o g £
0 0 q 9 T = £ <
consultations. There is clear evidence, however, that these issues %%@% 5 &
are often the causes of significant disease and ill health later in life, “%&6% §§
and in many cases are hidden by social convention and taboo. %, & Qa\”
e
(%)
Individuals are unable to directly controlmany of these determinants KNOWLEDGE,
of health and commonly experience a combination of these ATTITUDES

factors. Often these circumstances and their effects occur across AND BEHAVIOUR
generations.

oy . . L) '0‘)6
Vulnerable people and communities are at higher risk of poor health as a Sy o
result of barriers they experience to social economic and environmental
resources.

€ sch ey O
O \s“\l
ol early «low heqlth fiteracy * '
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Populaﬁon groups in the llawarra Shoalhaven at higher risk of poor health B

) ~

3.4% 19% 14%
13,600 75,000 53,000
people people people
dentif i
entity (giréiti)glfr:r:iﬂror Torres Are aged 65 years or older Have mental health or
(compared fo 16% in NSW) behavioural conditions

(compared to 2.9% in NSW)

.
9% 10% @ E 7%
37,000 of young 26,000
people children people

Were born in a predominantly e developmentally vulnerable in Have a profound
non-English speaking country two or more domains or severe disability
(compared to 21% in NSW) : :

18.4% were born overseas 11% (44000 people) identify as LGBTQI+
Live alone and are 1 in 6 women aged 15+ have 26 30 (103,000 people) are
9% susceptible 1o ~ experienced physical or sexual ~living in the most disadvantaged
36,000 . . . . violence by a current or former . communities in the llawarra
people social isolation 5 : : |
 partner Shoalhaven region (compared to 20%

in NSW)
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Figure 3: lllawarra Shoalhaven Areas of Disadvantage

I
I
e Aboriginal: 6.5%
® 65+: 19.5%
e CALD: 4.0%
e Aboriginal:
o 65+:
e CALD:
e Aboriginal:
o 65+:
o CALD:

Least disadvantaaed in NSW

NSW Averaae

Most disadvantaged in NSW

5.9%
28.6%
4.8%

e Aboriginal:
o 65+:
o CALD:

[ —
3.7%
19.7%

e Aboriginal:
o 65+:

e CALD: 7.4% A

3.5%
15.7%
9.9%

4

2.8%
29.2%
4.5%

e Aboriginal:
e 65+:
e CALD:

L
e Aboriginal:
o 65+:
e CALD:
— @
e Aboriginal:
o 65+:
e CALD:
e Aboriginal:  5.0%
o 65+: 20.5%
e CALD: 11.5%
e Aboriginal:  10.8%
o 65+: 16.6%
e CALD: 4.7%
e Aboriginal: 5.9%
e 45+: 27.7%
e CALD: 5.7%
52.9%
14.8%
N/A

3.7%
17.7%
11.2%

4.2%
20.8%
7.4%
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About 50% of Australians have at least one of 8 selected common

One third of the burden of disease in our communities is chronic conditions: arthritis, asthma, back pain and problems,
due fo modifiable risk factors. cancer, cardiovascular disease, chronic obstructive pulmonary
.............................................................................................................................................................. disease, diabetes, and mental health conditions. Collectively, these

conditions conftributed to:
Tobacco contributes almost 10% of the total

y disease burden

L\ 12% of ISLHD adults are current smokers
_________________ 61% 37% 87%
High body mass contributes over 5% of the total P
disease burden ‘n

Disease Burden Hospitalisations Deaths 2016
Over 60% of ISLHD adults are overweight or obese “ 2011 2015/16
v i  Alcohol use confributes 5% of the total The distribution of the
! disease burden burden of disease across
e age groups of the
-------------------------------------------------------------------------------------------------------------------------------------------------------------- population

Physical inactivity contributes 5% of the total
disease burden. For ISLHD residents, 30% are

not doing enough physical activity | |
""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""" ":.j}?.L'D.,-':-_A_b-ﬂ'tsﬂ.'a-ﬁ_hﬂ.ﬁbﬂ.'.»ﬁ_b-ﬂx
n N NG rﬁ}‘"rﬁf{ o T S T A P P P
High blood pressure confributes 5% of the Age group
total disease burden P

If each person of average height lost 3 kilograms, this could

» Of ISLHD resi fs h high bl . . . .
30% of 15 residents have high blood pressure reduce disease burden in the population due to overweight

10% have diabetes or high blood glucose levels and obesity by 14%.
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Burden of disease

The leading diseases that contribute the most to the population’s Cancer is the leading cause of disease burden in the community,
total burden of disease and the District’s hospital admissions are with almost 44% of cancer burden afttributed to modifiable factors.
shown below. Heart and vascular diseases make up 15% of the total burden with
almost 70% attributed to modifiable risk factors.

Table 1: The top 8 diseases causing the most o7 of burden that Diabetes, chronic kidney disease and dementia are also key health

burden for our population and health system ¢ is modifiable problems and growing burdens for the llawarra and Shoalhaven

................................................................................................................................ Communiﬂes. Befween 2009 Ond 20" 4[ There was a 'IO% increcse in
‘| Cancer 44% the number of deathsrelated to type 2 diabetes. Rates of diabetes

are 3 - 6 times higher among Aboriginal people compared to non-
Aboriginal Australians.

7 Heart and vascular diseases 69%
Mental health conditions & .
3 bst b 21% Over 95% of the diabetes burden could
S T e, potentially be prevented if the risk factors
. were better managed.
4 Muscle & bone conditions 6%
5 Injuries 30% 1 in 5 llawarra Shoalhaven residents have signs of chronic kidney
S S T S —————— disease, whichis one of the highest ratesin the country. The number
. . : of cases of end stage-kidney disease are also continuing to grow.
6 Respiratory diseases - 40%
............................................................................................................ Demenﬁq is a growing Cho”enge as The populoﬂon Oges ond “fe
. . . 5 expectancy increases. In 2018 it was estimated that 8.7% of the
7 DlgeStlve diseases 23% population aged 85 and over had dementia with 61% of sufferers
............................................................................................................ o being female, Demential prevalence is esfimated o be 2-5 fimes
8 Neuvurological conditions 6% higher among Aboriginal people than non-Aboriginal people.
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Our future health system

We know we need a shift in perspective. We need an increased focus on keeping people well in the community. We need better integration
and coordination across primary, secondary and tertiary health services. We need to better respond to the circumstances that shape the
health of our consumers — things like their social and physical environment, experienced discrimination, vulnerability, risks and behaviours — as

well as skills and strengths.

Figure 4 below represents our vision for the future health system, with healthy communities at the cenftre.

People will be supported to stay well in
their own homes and communities

The District will engage with people to
help them live safely within their own
communities. This will be achieved by
building on existing services within the
community and primary health setting,
developing new models of health care
delivery, strengthening partnerships with
other organisations and improving our
community health infrastructure.

Timely and appropriate hospital care
will be provided when people need it

Inpatient hospital care is usually a small
component of care over a person’'s
lifetime. In the health system of the future,
hospitals will play a role in caring for
patients requiring a high level of clinical
care, but some services will be re-oriented
to outpatient, home and community
based settings. This will be supported by
better use of technology.

The hospitals within the lllawarra and
Shoalhaven will work in a networked
model, with Wollongong Hospital serving as
the tertiary referral hospital for the District,
providing the most specialised care.

Figure 4: ISLHD’s Future Health System (adapted from Canterbury District Health Board)

People only go to hospital
when they need freatment
or care that can't be
provided in their
community

Planning &
Environment

Justice

Local Healthy Communities NGOs

Councils
Family Support
Education
Health

FA ' ﬁ\“ Promotion
Primary

People are supported to take Health Network
responsibility for their own health

Community
Groups & Activities

Volunteers

People are supported to stay well in
their own homes and communities

Sub-Acute

Navigation & Referral Point

Appropriate hospital care is provided Care is centred around
when people need it ang

communities and

people, and is focussed

Excellent Services 1 Quality Partnerships on wellbeing, self-care
and prevention
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What our community and stakeholders told us

In developing this Health Care Services Plan, the llawarra Shoalhaven Local Health District led the “Your Health Future™ consultation
process to ensure that the Plan was informed by our community, our partner organisations and other key health stakeholders. A number
of themes emerged, which underpin the focus areas identified in the following section:

What you told us

The District needs to change what and how it communicates
“Communication is the key to everything”

Accessing and navigating health care is difficult
“Lack of access to services makes people more vulnerable”

Investment is needed in prevention and early intervention

“If we support families to access good food and improve cooking skills,
increase physical activity levels and be exposed to a healthy environment —
their health burden will reduce”

Organisations must partner together
“Utilise each other's strengths”

A population-based approach is needed
“It makes sense — taking a population approach”

Our response

Information about how to make healthier choices and what health
services are available and how to access them needs to be made
available

People need help to navigate the health system and be able fo access
services they need when they need them

An investment in prevention and early intervention will support the
community to be healthy and reduce the onset of iliness

Service providers will partner and work together to support the health and
wellbeing of the community. Our partners are looking o ISLHD to take
more of a leading role in facilitating collaboration

The model will have the community in the centre, wrapped around by
close support networks and primary care

Health Care Services Plan 2020-2030 19



Where our efforts will be focussed

The District’s vision is for a healthy community that is supported by a
well-connected and well-designed system which maintains health
and wellbeing. This will require a shift in perspective — from a focus
on treating the sick to a system designed to keep people well.

There are 5 areas in which we will focus our efforts in order to
achieve our vision for the future:

Focus Area A: Promote, protect and maintain the health of the
community

Focus Area B: Strengthen care in the community

Focus Area C: Address the cultural and health needs of Aboriginal
people

Focus Area D: Commit to high value care

Focus Area E: Strengthen partnerships and engagement

Each focus area has a number of strategies, actions and outcome
measures which will form the basis for the implementation of the
Plan. A separate Implementation Framework has been developed
which describes the key delivery mechanisms for the Plan, including
how the Plan’s priorities and regional planning approach will be
operationalised within existing District structures and processes.

20 Health Care Services Plan 2020-2030



Focus Area A: Promote, protect and maintain the health of the community

The “NSW State Health Plan - Towards 2021" stipulates that
“Preventive and population health programs are critical to keeping
people healthier, fitter and out of hospital.” NSW Health is currently
responsible for “Developing and implementing health promotion
and disease prevention strategies to help people stay healthy and
better manage their health and well-being.”

Health promotion and preventive medicine are a fundamental part
of comprehensive health care. Health promotion and preventive
medicine precede and complement disease management by
supporting individuals to increase control over their health through
self-management, while also forming collaborative partnerships
across sectors to address the social, environmental and economic
impacts that influence health outside of the individual's control.

Disease progression is a process which often starts with subtle
changes in a person’s health. Prevention and early intervention is
key, with the aim to prevent disease or injury before it occurs, halt
progression to early disease or reduce impact of disease that has
already occurred. Appendix 1 aligns the health care system with
the health-disease continuum and identifies the focus points for the
District under the service delivery framework.

The evidence shows that effective prevention is capable of:

* reducing the personal, family and community burden of disease,
injury and disability

* allowing better use of health system resources and generating
substantial economic benefits

* producing a healthier workforce, in turn boosting economic
performance and productivity.

“ Creating a more
connected health system
across the primary and acute
settings will not only improve
patient outcomes but will help in
reducing unnecessary
hospitalisations and Emergency
Department presentations,
creating a more financially
sustainable health system

for the future. , ,

- NSW State Health Plan
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Focus Area A: Promote, protect and maintain the health of the community

The strategies in this focus area are built upon the following evidence-based concepts:

Tailored approach to vulnerable populations

In order to adequately support vulnerable
populations, it is critical to tailor any preventive
approaches or clinical interventions to a person or
population’s specific circumstances. We need to
ensure we:

1. Invest in supporting vulnerable families and
young children, as evidence shows that the
first 2000 days of life are the most critical in
shaping future health and life success

2. Consider the whole person and respond fo
their unique personal experiences (including
socioeconomic situation, social and physical
environment, personal vulnerabilities and
strengths, risks and behaviours) and recognise
the complexity of need

3. Practise frauma-informed approaches to care
when working with people who are survivors of
frauma

4. Build stronger partnerships to create conditions
that support good health

Comprehensive primary health care

A comprehensive approach to primary health
care delves into the “why"” of a person’s illness,
as opposed to just identifying and managing
“what” the illness is. An approach to healthcare
that promotes health, prevents illness and
raises awareness of diseases goes beyond the
management of disease - it relieves illness by
modifying factors contributing fo the illness in
the first place and improves people’s lifestyles to
protect and maintain their health into the future.

22 Health Care Services Plan 2020-2030

Impact of climate change

Climate change is having negative impacts
on human health. Temperatures are gradually
increasing, rain patterns are changing, and
adverse weather events are becoming more
frequent. The impact on human health may
be:

e |Immediate or direct, such as a heatwave
causing dehydration

e Indirect, or delayed, such as changes fo
ecological and biophysical systems which
can limit food production, increased
bacterial growth, increased insects that
spread disease (eg. mosquitos) and
reduced water flows and quality

Local Health Districts are faced with managing
the increased risks from climate change,
which include increased morbidities from
diseases and health conditions, emergency
incidents and extreme weather events, and
increased stress on infrastructure, workforce
and operational costs.

Prevention of iliness

Prevention is defined as “approaches and
activities aimed at reducing the likelihood that
a disease or disorder will affect an individual,
interrupting or slowing the progress of the disorder
or reducing disability.” (WHO, 2009)

Primary prevention reduces the likelihood of
the development of a disease or disorder (eg.
support for families in the early years of children’s
lives, immunisation programs and antfi-smoking
campaigns). Secondary prevention interrupts,
prevents or minimises the progress of a disease
or disorder at an early stage (eg. cancer
screening programs and regular hearing tfests
for people exposed to industrial noise). Tertiary
prevention focuses on halting the progression of
damage already done (eg. self-management
programs for people with chronic illnesses and
rehabilitation programs for people recovering
from an accident or illness).

Self-management of health

Self-management can provide benefits for
services as well as improved health outcomes
and quality of life for people living with chronic
condifions. Evidence shows that supporting
people to self-manage can result in significant
gains in health status, improved symptom
management and reduced health service
ufilisatfion.

Self-management requires fundamentally
different conversations between individuals
and health care professionals. The focus is
on managing the illness experience, building
individual strengths, promofing health and
supporting the person to pursue pre-illness health
and life-related goals.



Focus Area A: Promote, protect and maintain the health of the community

Strategic Outcome Measures
* Reduced rates of developmental vulnerability in children

e Reduced unhealthy and risky lifestyle behaviours

* Reduced overall burden of disease, independent of socio-economic status

Strategies Actions

]

Implement the
First 2000 Days
Framework

e Ensure staff across all service streams access evidence-based information and education about the first 2000 days

* Develop clear pathways to deliver the right care for families who are vulnerable and at a higher risk of negative health
outcomes, including individuals and families at risk of or already experiencing domestic and family violence

e Work with partners to ensure that families who need extra support get it when they need it

e Promote access to evidence-based parenting programs and interventions, from pregnancy onwards

Invest in primary,
secondary and
terfiary prevention
across the
continuum of care

Primary prevention:

Secondary prevention:

Tertiary prevention:

In partnership with others, co-commission primary prevention activities

Continue to reduce tobacco use in our community

Promote healthy eating, healthy weight and active living

Promofte the responsible consumption of alcohol

Promote the responsible use of prescription drugs and harm minimisation of illicit drugs

Promote uptake of immunisation across the lifespan

Promote good oral health practices

Work with local government and other partners to promote built environments that support good health
Promofte the use of the ‘Blue Book’ with parents of newborn babies

Invest in comprehensive universal care and screening for families through the stages of pregnancy, antenatal

and early childhood

Implement a systematic approach to early detection and intervention for the top avoidable hospitalisations, including
domestic and family violence

Continue to promote access to screening programs for the local community
Health promotion activity focussed on supporting secondary prevention e.g. smoking reduction in mental health
facilities

Invest and partner in the proactive management of chronic conditions, including the promotion of self-
management approaches

Co-commissioning of care coordination and specialist community based in-reach services

Invest in rehabilitation for people recovering from iliness or accident

Confinue investment in Leading Better Value Care program

Deliver services and programs using frauma-informed approaches to care that support the recovery of victims of
domestic and family violence
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Focus Area A: Promote, protect and maintain the health of the community

Strategies Actions

3

Systematically
target the major
modifiable risk
factors across the
care continuum

Educate clinical staff in brief intervention techniques and self-management strategies and tools

Implement a systematic approach to health assessment and referral system to programs that support healthy living,
incorporating existing programs and services (both internal and external)

Implement a systematic approach to the recording, measurement and analysis of modifiable risk factors in our patients
and clients, including risk factors and signs of domestic and family violence

4

Support people
who are
vulnerable or have
complex needs

Target investment in prevention strategies focusing on vulnerable and at risk groups e.g. targeted oral health services for
children in sustained home visiting program, intensive antenatal programs for high risk women

Educate clinical staff in frauma-informed approaches to care in order to work more effectively with people who are
survivors of frauma or experiencing domestic and family violence, in recognition that a diverse range of emotional and
physical problems, conditions and disorders are tfrauma-related

Work with partners to support community activities in local communities that connect people to address social isolatfion
Plan and deliver services in a targeted way, addressing the vulnerable communities and groups

Advocate forimproved access to transport options for patients and carers

Increase direct
communication
and engagement
with the
community to
help people make
better health
choices

Work in partnership fo communicate health education messages and engage with the community to promote health and
wellbeing

Continue the investment in health literacy including the development of a framework that supports consumer enabling
methodologies (eg. Teach-back)

Respond to the
impacts and risks
of climate change

Continue to develop coordinated responses to extreme weather events, including direct communication strategies with
the public

Continue involvement in interagency planning around public health responses to climate change (eg. the Shoalhaven
lllawarra Enabling Regional Adaption (SIERA) project)

Continue to utilise the NSW State Climate Change Policy Framework to guide decisions about the District’s procurement,
energy use and fravel

Set ongoing targets and measures in line with NSW government policy and national standards

24
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Focus Area B: Strengthen care in the community

By strengthening care in the community, people will be supported
to stay well and manage any health conditions in their own homes
or community. Care tfeams (clinicians and service providers) will
work together to wrap services around the patient with the aim of
reducing the need to visit the emergency department or hospital.
If hospital care is required, the aim is to reduce the length of time
people stay in hospital and support them to receive as much of
their care as possible at home.

If we support families
‘ ‘ fo access good
food and improve
cooking skills,
increase physical
activity levels and
be exposed to a
healthy environment
— their health burden
will reduce. , ,
- Consultation Workshop

Participant
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Focus Area B: Strengthen care in the community

The strategies in this focus area are built upon the following evidence-based concepts:

Providing purpose-built community
health infrastructure

Purpose-built infrastructure is an essential
building block for effectively supporting
people to stay well in their own homes
and communities. This includes facilities,
equipment and co-location where possible,
providing shared space. Community Health
Centfres need to be able to facilitate
multidisciplinary teams to frain and practice
together, enabling models of care for
specific population groups.

Post-discharge follow up

Systemattic follow up after hospital discharge
is a key fertiary prevention strategy that
has been shown to reduce readmissions.
The most prevalent health problems such
as diabetes, asthma, heart disease and
mental health conditions require extended
and regular healthcare contact.

Follow ups can also ensure greater safety
and recovery following discharge from
admissions caused by assaults resulting from
domestic and family violence.

Programs that target vulnerable and high
risk populations and include multidisciplinary
teams achieve the greatest reductions in
potentially avoidable hospitalisation and ED
presentation rates.
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Hospital avoidance

Hospital avoidance services are aimed
at reducing unplanned presentations,
admissions or readmissions fo hospital -
they are usually provided at home or in
community health centres.

Hospital avoidance interventions are more
effective if they are directed towards
specific conditions. Ischemic heart disease
(IHD), cardiac arrhythmias, heart failure,
psychoactive substance use, mental health,
asthma, chronic obstructive pulmonary
disease (COPD) and oral health disease
are identified in the literature as the most
effective conditions to target.

The evidence shows that tfargeting
people with the highest risk of unplanned
presentations, admissions or readmissions is
the best approach.

Care at home supported by technology
and information systems

Evidence shows that the use of digital
health solutions which facilitate access
fo up to date clinical information when
working in the community has resulted in:
reduced length of stay; reduced demand
on emergency services; improved access
to health care; improved quality of services;
improved clinical outcomes; decreased
costs;  reduced inconvenience  and
improved management of chronic and
complex condifions.

Hospital substitution

Hospital substitution strategies deliver care
and services in the home that would otherwise
be provided only in hospital and can include
avoidance (ie, full substitution for hospitalisation)
and early discharge followed by care at home
(ie, shortened hospitalisation).

It has been shown that for clinically stable patients
with chronic obstructive pulmonary disease,
chronic heart failure, deep vein thrombosis,
asthma, and community-acquired pneumonia,
hospital alternative models are safe, feasible
and effective and there is evidence that these
programs achieve better outcomes and patient/
carer experience than equivalent hospital
services.

“One stop shop” two-way referral and
connection point

Guiding patients to actively process health
information and navigate the health care system
is essential in improving health care delivery,
outcomes and eliminating disparities. Systems that
support patients to navigate health services and
utilise systematic protocols for contacting patients
are critical for maximising care coordination and
integration.



Focus Area B: Strengthen care in the community

Strategic Outcome Measures
* Increased proportion of activity occuring in ambulatory care and community settings
e Reduced unplanned hospital readmissions and ED representations

Strategies Actions

]

Improve community health
infrastructure to support
care being provided in the
community

Invest in new or redeveloped community based infrastructure — starting with investment in Dapto, Ulladulla,
Northern lllawarra, Wollongong, Warrawong, Shellharbour/Warilla, Nowra community health centres

Include ambulatory care infrastructure in new hospital developments

Utilise existing community hubs (eg. schools, community centres, neighbourhood cenftres) to provide targeted
services to at-risk and vulnerable communities

Prioritise and implement
alternatives to hospital-
based care through
expansion of current models

a. Hospital avoidance

b. Hospital substitution

c. Post admission patient
follow-up

Review and re-design current hospital avoidance programs, identifying high value care opportunities and
expand same

Expand hospital substitution programs (e.g. HITH) and align referral pathways with community based services
Implement programs that support at-risk / high-needs groups that frequently attend Emergency Departments or
are at risk of re-admission

Expand allied health-led role and function in outpatient clinics to better manage and support specialist
outpatients services and elective surgery waiting lists

Co-commission services that support care coordination and hospital substitution in both physical and mental
health care, including general practice (GP) based care

Increase capacity of the community based acute care mental health teams

Systematic implementation of predictive tools that identify consumers at risk of admission or re-presentation,
including flags for people experiencing domestic and family violence

Promote the use of
technology and information
systems to support care
being provided at home or
in the community

Develop a District-wide Digital Health Plan

Invest in systems and IT processes which are compatible with general practice (eg. Argus, secure messaging,
electronic discharges)

Expand the use of telehealth and other technologies to increase access and facilitate the provision of hospital
avoidance and substitution services

Continue the development and roll-out of HealthPathways

Facilitate a "one stop

shop” two-way referral and
connection point across the
lllawarra Shoalhaven

Facilitate a “one stop shop” two-way referral and connection point which will:

* Process two way (in and out) referrals

e Provide information about other services that support people to stay healthy

e Systematically identify at-risk patients for follow up / support services

e Support access to services for vulnerable or at-risk communities

e Coordinate access to acute, post-acute, care and other programs that support health and well being
Systematically link people into existing programs provided by the District or other partner organisations
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Focus Area C: Address the cultural and health needs of Aboriginal people

Aboriginal people have shown, and continue to show, extraordinary
resilience and strength, drawing upon their own health and social systems to
meet ongoing challenges. Aboriginal people in Australia have experienced
trauma due to colonisation, which involved violence, loss of culture and
land, and the forced removal of children. In many Aboriginal communities,
this frauma has been passed through several generations, resulting in
devastating effects.

The District's approach when working with Aboriginal people to improve
health and wellbeing will recognise the resilience and resourcefulness of
Aboriginal communities. This strength-based approach builds on the things
that support health such as custodianship of land, language and culture.

The District is committed to working with Aboriginal communities to improve
the physical, cultural, spiritual and familial wellbeing of Aboriginal people to
improve health and life outcomes. We recognise that:

* Aboriginal Community Controlled Health Services have an important role
in providing effective primary health care to Aboriginal people

* Equal access to health services is dependent on Aboriginal people being
actively involved in the design and delivery of those services

* Specific measures are needed to improve Aboriginal people’s access to
health services

*  Anemphasis on wellness and empowerment is more likely to be successful
than approaches that emphasise Aboriginal misfortune

Indigenous solutions

are more likely to spell out
success; Indigenous leaders are
more likely to inspire their own
people; unleashing Indigenous

potential will enable whole

populations to flourish; and

actively shaping the future

will offer opportunities for
Indigenous peoples to prosper

while retaining culture and

homelands.

- Professor Mason Durie

28 Health Care Services Plan 2020-2030

“ Health to Aboriginal people is a matter of

determining all aspects of their life, including
conftrol over their physical environment, of their

dignity, of community self-esteem, and of justice.

It is not merely a matter of the provision of doctors,

hospitals, medicine or the absence of disease and
incapacity. Health is not just the physical well-

being of an individual but the social, emotional
and cultural well-being of the whole community.
This is a whole-of-life view and includes the
cyclical concept of life-death-life.
- National Aboriginal Health Strategy 1989 9



Focus Area C: Address the cultural and health needs of Aboriginal people

Building a vibrant and professional
Aboriginal workforce

Aboriginal staff bring an expertise, through
their identity, skills and experience, that ISLHD
needs to be able to deliver effective care to
the community.

Our goal of increasing the representation of
Aboriginal employees across the District is
about ensuring we have a workforce that best
represents our local community. Continued
commitment to supporting employment for
Aboriginal people across the health sector
will help ISLHD improve the cultural safety of
its services and increase the accessibility of
care for Aboriginal community members in this
region.

Continue to build a culturally safe service

There is strong evidence that Aboriginal
people often do not have equal access o
health services, despite having higher rates
of hospitalisation and a higher burden of
disease. The differences may be an indication
of the cultural competency and accessibility
of services for Aboriginal people. Interpersonal
racism can be experienced by Aboriginal
people through the conduct, atfitudes,
words or practices of health service staff.
Institutional racism is the systemic failure of the
organisation to meet the needs of Aboriginal
people. This racism has a negative effect on
service access and utilisation.

The District will continue to build the structures,
policies and processes required for culturally
safe  work environments, and culturally
respectful and secure health service provision.

The strategies in this focus area are built upon the following evidence-based concepts:

Strengths-based approach
“ An emphasis on wellness
is more likely to generate
Indigenous enthusiasm than
approaches that emphasise
Indigenous misfortune. The
adversity approach runs the
risk of generating a stereotype
that becomes embedded as an
inevitable destination. ,,

- Professor Mason Durie

Support the inclusion of local Aboriginal
voices at all levels of healthcare through
partnerships and engagement

Partnerships are integral as they allow for
collaboration in service delivery, including
integrated care and responses to health
priorities  identified  through  extensive
consultation and research. The focus of
partnerships will be to enable stronger
connections amongst our local service
providers — identifying how we can work
tfogether collectively to ultimately achieve
improved health outcomes for Aboriginal
families and communities.

Recognising the importance of data
sovereignty

Data sovereignty of Indigenous people is a
global movement concerned with the right
of Aboriginal peoples to govern the creation,
collection, ownership and application of their
datfa. (Australian Indigenous Governance
Institute, 2018)

Exercising Aboriginal data governance
allows Aboriginal peoples to accurately
reflect their stories. It provides the necessary
fools to identify what works, what does not
and why. It empowers Aboriginal people
to make the best decisions to support
self-determination in the ways that meets
their needs and aspirations. Aboriginal
people have been given little opportunity
to confribute to decision making on what
data should be collected and why. As
a result, data collected has had a deficit
focus on difference, disparity, disadvantage,
dysfunction and deprivation. (AIGI, 2018)

Health Care Services Plan 2020-2030
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Focus Area C: Address the cultural and health needs of Aboriginal people

Strategic Outcome Measures

Improved health outcomes for Aboriginal people living in the lllawarra Shoalhaven
Increased proportion of Aboriginal people working within the health sector

Strategies

Actions

Establish mechanisms
for inclusion of local
Aboriginal voices at
all levels of healthcare
design and delivery
through partnerships
and engagement

Support the Partnership Agreements in place that promote the rights of Aboriginal consumers and ensure that health
services are culturally inclusive, available and appropriate

Build frust between partners creating an opportunity to talk and work together to create pathways for clients between
different service providers

Incorporate Aboriginal leadership and participation in decision making and governance across the health services
Continue to participate in activities that support local decision making in the interests of the local Aboriginal communities

Recognise the
importance of data
sovereignty for
Aboriginal people

Support Aboriginal people to govern the creation, collection and ownership of their data and to accurately reflect their
stories

Approach the way we describe the health of Aboriginal people with a ‘Strengths-based focus’, moving away from
problem-based descriptions

Invest in research, translation grants and evaluation to inform better models of culturally inclusive care

Identify opportunities for research to focus on the priority health areas, including better cardiac care

Build a vibrant and
professional Aboriginal
workforce

Implement a targeted employment strategy identifying and prioritising positions to employ Aboriginal Cadets, trainees
and graduates as well as general recruitment

Utilise innovative and flexible recruitment, selection and appointment processes to attract Aboriginal candidates
Promote retention of the Aboriginal workforce through the development and implementation of career pathways, job
mentoring, cultural support and capacity building

Develop partnerships with the Aboriginal community controlled health sector and other stakeholders to assist in Aboriginal
workforce planning and information sharing

AW DN

Continue to build a
culturally safe health
service

Provide services that are free from racism and discrimination

Provide staff fraining and education that articulates the impact of colonisation and intergenerational trauma on local
health needs

Create welcoming environments using art work, flags displayed, signs of acknowledgement, incorporation of language
and events such as smoking ceremonies and NAIDOC week events
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Focus Area D: Commit to high value care

High value care focusses on the healthcare outcomes achieved
that matter to patients, relative to the cost of achieving those
outcomes. High value care is a significant systemic shift away
from the current emphasis on the volume of services provided, to
focussing on patient outcomes.

outcomes (the outcomes that matter to patients)

Valve =
the costs of care

International evidence suggests that up to 20% of health care
spending is wasteful and could be better used to deliver services
that provide greater patient outcomes. In addition to the rising
costs of health care, there is significant variation in clinical practice,
costs and outcomes within and across organisations, regions and
nations.

The rising costs of healthcare and this wasteful spending across
health systems has inspired an international focus on high value
care.

A system which delivers high value care requires a strong focus on
evidence based care, high levels of integration across internal and
external health service providers, and strong commitment from
clinical staff and the organisation as a whole.

“Spending money
on curbing the
growing burden of
chronic disease is
high value.

- Consultation Workshop , ’
Participant
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Focus Area D: Commit to high value care

The strategies in this focus area are built upon the following evidence-based concepts:

32

Measuring outcomes

Measuring patient reported outcomes,
as well relevant clinical and quality
indicators, enables the District to report
on what is important to our consumers.
Reportingontheseoutcomeswillenable
the District to make improvements that
are important to the consumer. This is
a key requirement for delivering fruly
patient-centred care.

Measuring costs

Value is determined by measuring the
costs to treat specific medical ormental
health conditions, compared to the
outcomes achieved. Without being
able to clearly link the cost required
to deliver services to the outcomes
achieved from  those  services,
organisations cannot determine what
constitutes high value care.

In regards to high value care, one
cost measurement methodology s
‘Time Driven Activity Based Cosfing’
(TDABC), which requires the mapping
of the typical path that a patient will
take in their care cycle, then assigning
costs based on the resources used in
those steps.

Health Care Services Plan 2020-2030

Benchmarking

Through  measuring  standardised
costs and outcomes of patient care,
health organisations are able to
benchmark their performance against
other organisations. This allows them
to respond to any variation, and to
exchange lessons from high and
low value interventions between
organisations.

Population segments

Care is organised and delivered
around specific population groups and
their conditions, rather than by clinician
specialty.  Multi-disciplinary  teams
help to deliver more coordinated
and streamlined care, reducing
clinical variation and driving system
improvement.

Health informatics

Underpinning high value care is the
need for well-developed IT systems that
can allow for the collection and analysis
of high quality healthcare data. This
data will drive the organisation’s ability
to measure and communicate patient
outcomes and healthcare costs.

Developing customised
interventions

Once value is able to be measured
(through outcomes and costs), steps in
the delivery of care can be identified
as being as high value or low value (or
adding no value at all).



Focus Area D: Commit to high value care

Strategic Outcome Measures

* Reduced unwarranted clinical variation
e Increased measurement of patient reported and clinical outcomes
* Improved patient reported and clinical outcomes

Strategies

evidence based clinical

-I Standardise care against
guidelines

Actions

Implement a system-wide program to support consistent use of clinical guidelines to reduce clinical variation
e Promote and implement the Clinical Governance Framework 2017-2020

e Support clinical teams in consensus-based adoption of clinical guidelines

e Promote the use of evidence based clinical decision support tools where appropriate

e Work with the NSW Reducing Unwarranted Clinical Variation (UCV) Taskforce

Continue to leverage the successes of key projects that are driving high value care (eg. Leading Better Value
Care Whole of Health, Reducing Clinical Variation, Fit for Frailty Project)

reported outcomes as part of

2 Measure clinical and patient
routine care

Promote the systematic measurement of patient outcomes across all services

Utilise frameworks for standard outcome measurement (eg. ICHOM standard sets or other standard peer
reviewed frameworks) starting with demonstration projects

Develop capacity to systematically measure patient reported outcomes in inpatient and community settings

the cost of care for cohorts of

3 Develop capacity to measure
patients / consumers

Investigate the suitability of outcome-based payment models (eg accountable care organisations, co-
commissioning) in the District context

Using AIHW's Burden of Disease report as well as local level data to identify the priority disease groups that
offer greatest opportunity for value-based interventions.

Improve clinical and administrative staff financial literacy, including understanding of ABM/ ABF practices
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Strategies Actions

Focus Area D: Commit to high value care

Implement a coordinated

approach to addressing
4 low value and high value e Develop a District-wide approach to addressing low value interventions and prioritise high value interventions

interventions currently being
provided across the District

¢ Develop analytics capability which will:
e Build capacity for self-serve online reporting
Promote integration and sharing of data between key agencies and partnerships
Enhance clinician involvement to drive health analytics
Increase access fo, and use of, real-fime data
Move towards the use and application of predictive and proactive health analytics

Increase the capacity of ISLHD fo sponsor and conduct research

Strengthen research partnerships

Enhance research infrastructure to support research across the LHD and in the community
Improve financial sustainability of research

Support clinicians in establishing research projects and competing for external funding
Develop a state-of-the-art clinical trials unit

Continue to invest in the use of
data and health analytics

and research capacity and

6 Invest in the tfeaching, fraining
capability
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Focus Area E: Strengthen partnerships and engagement

One of the central tenets of this Health Care Services Plan is an
acknowledgement that the health of the community is a complex
picture, shaped by a multitude of social and economic factors.
There are a large number of organisations in the llawarra and
Shoalhaven regions doing valuable work which conftributes to the
improvement of the community’s health. The Local Health District
will work to better harness and coordinate efforts toward common
health and wellbeing goals for our communities.

We need to build on our current partnerships, towards more
formalised collaborative approaches. We propose to establish a
Health Coalition, which will be a formalised regional partnership
with organisations including the Primary Health Network, non-
government, local councils, other government agencies and the
university. The Health Coalition will work towards the achievement
of regional health goals and contribute to the coordination of
efforts by the many agencies towards those goals.

In addition, partnering with consumers is a cornerstone of
health care delivery and is a key contributor to achieving the
organisation’s strategic goals.

“ Aim for sustainability
in programs and
encourage networking
during the programs so
participants continue
with it once the program
finishes.
- Consultation Workshop Participant , ,
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Focus Area E: Strengthen partnerships and engagement

The strategies in this focus area are built upon the following evidence-based concepts:

Regional response to population health
needs

A Health Codlition, defined as a high-level
strategic regional partnership, would build upon
the high-level partnerships currently in place and
provide a strong regional and organisational
level response to population health needs. Such
a partnership would involve key players including
the District, Primary Health Nefwork, other
government agencies, local councils, NGOs and
the University sector.

The Health Coalition will facilitate:

¢ Communication and trust between
organisations

e Formalised commitment in response to our
local health needs

* Regional health goals and joint planning
towards achieving goals

e Strong joint advocacy about regional health
issues

e Partnered service delivery and co-
commissioning of services into the future

Partnering with consumers in all aspects of
health care delivery and planning

Meaningful partnerships with consumers ensure
that consumers are involved as partners in
planning, design, delivery, measurement and
evaluation of health systems and services.
Patients should also be partners in their own care
to the extent that they choose.
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Focus Area E: Strengthen partnerships and engagement

Strategic Outcome Measures
* Increased formal partnerships across the region
* Increased number of consumers involved in the planning and design of services

Strategies Actions

e Build support for and establish a Health Coadlition in the lllawarra Shoalhaven region which:
e Formalises a regional partnership approach to improving the health of the community

Develops priorities for joint action

Invests in existing partnerships and networks (rather than creating new networks)

Focusses efforts towards vulnerable and “at risk” populations and burdens of disease

Builds in evaluation and research

Incorporates capacity building

e Develop a Partnership Framework which clearly:
e QOutlines the strategic importance of partnerships to ISLHD achieving its vision

Build on existing strategic
partnerships and alliances to
develop a Health Coalition in the

lllawarra Shoalhaven Region

e Sefs out our approach to partnerships — including the governance structure and performance metrics
Improve ISLHD's organisational e Addresses structural and cultural barriers to successful partnerships
capacity to partner with general e Embeds a culture that supports formal and information partnerships between organisations and
practice and other organisations between staff on the ground. Staff and services should be encouraged to work with others when caring
in the region for patients

e Confinue investment in the Primary Health Network / ISLHD strategy including expanding co-commissioning,
shared planning, consumer literacy and engagement and ICT investment.

* Poolresources / co-commission with other organisations to deliver targeted services aimed at high risk
groups, geographically isolated communities or disease-specific programs

* Review the current grants program (MOH grants) and work with partners to better align funding and
outcomes to support at-risk and high-need groups

e Review current programs for specific cohorts e.g. aged care, and re-design them to deliver coordinated
referral processes and improved governance and outcomes

commissioning to provide

3 Utilise commissioning and co-
targeted services

Embed partnering with consumers into clinical governance and quality improvement systems
Continue to promote the importance of partnering with patients and carers in their own clinical care
In partnership with others, improve the health literacy of the community

Partner with consumers in organisational design and governance of ISLHD

Partner with consumers in planning future clinical services

communities in all aspects of

4 Partner with consumers and
health care delivery and planning
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Our future capital footprint

Our capital infrastructure must respond to the health needs of
local communities. Reconfiguring our capital assets to be fit-
for-purpose is a prerequisite to the provision of evidence-based
patient-centred care.

Investing in community health and ambulatory care infrastructure
will enable us to deliver one of the key platforms of the plan -
to keep people healthy in their communities. Community health
centres need to be located according to need, and should also
maximise accessibility through good access to public transport
and other services people may Vvisit (eg. shopping centres).
Dapto and Ulladulla Community Health Centres are currently
undergoing redevelopment which will facilitate the delivery of
contemporary community based care.

Our vision is for community health centres to support partnered
service delivery with the integration and collocation of other
health care providers and government agencies to deliver
coordinated approaches to supporting our communities.

Artist’s impression of the future Ulladulla HealthOne Centre
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The future Community Health capital footprint is depicted in Figure
5, and is based on the specific needs of the local population and
areas of disadvantage.

Figure 5: Future Footprint for Community Health Centres
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Our future capital footprint

Hospitals play animportant role in supporting patients with complex
and high level clinical needs as well as trauma and routine surgical
care. The District’s hospital services must be configured to respond
to the community’s growing needs and support the new models
of care, emerging technologies and scientific breakthroughs of
the future. This includes consideration of the optimal placement
of services across the District and networked arrangements with
other services and hospitals in NSW to facilitate effective and
efficient care for patients.

Significant investment is planned across the District’s hospitals,
to enable them to play their roles in supporting the health of the
community.

e Bulli Aged Care Centre will open in early 2020, providing an
innovative collaborative aged care service modelin partnership
with the lllawarra Retirement Trust.

» Shellharbour Hospital is currently being redeveloped to enable
it fo meet the needs of Shellharbour and Kiama residents and
provide innovative models of care within the District’s networked
service model.

* A major redevelopment is planned for Shoalhaven District
Memorial Hospital, which will deliver increased service capacity
to meet the future needs of the local Shoalhaven population.

Artist's impression of the future Bulli Aged Care Centre
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Shoalhaven Hospital's role will continue as a major non-
metropolitan hospital for the region, providing a comprehensive
range of acute services.

* Both Shellharbour and Shoalhaven Hospital redevelopments will
deliver state of the art facilities, designed to support increased
ambulatory care and facilitate better patient and carer
experiences.

* Wollongong Hospital is the District’s principal tertiary referral
hospital, providing a comprehensive range of secondary
and tertiary services on a District basis as well as servicing the
local lllawarra community. Planning is underway to support
Wollongong Hospital's development and position it with the
optimal configuration of services to deliver the District’s vision
for the future and meet the growing needs of the community.

Figure 6: Footprint for Hospitals
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Table 2: Services available across all hospital sites

Service Wollongong Shellharbour Shoalhaven Milton Ulladulla Coledale Bulli Port Kembla David Berry
Emergency Department v v v v

Paediatric Emergency v v v

Trauma v

Intensive Care v v v

Emergency Surgery v v

Planned Surgery v v v v

Cancer Services v v v

Ante & Postnatal care v v v v

Birthing Services v v

Neonatal Services v v

Paediatric Inpatient v v

Specialist Cardiology v v

Specialist Respiratory v v

Specialist Neurology v v

General Medicine v v v v

Mental Health v v v

Rehabilitation v v v v v v v
Palliative Care v v v v
Acute Aged Care v v v v v
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Appendix 1: Health-Disease Continuum

Stage of disease
continuum

Objective

Types of
prevention

Coordinated
Care

Nature of
Intervention

Responsible
Services

Well

Primary Prevention

Prevent disease or injury
before it occurs by
preventing exposures to
hazards or altering
behaviours

Health promotion
through population
wide:

e Legislation

e Education

e Immunisation

e Promotion of healthy
behaviours &
environments

e Universal & targeted
approaches

e Public Health
e Primary Health

At Risk / Early
Identification

Secondary Prevention

Slow, halt or reverse
the progression of early
disease or reduce
impact of disease that
has already occurred

Prevention & early
detection through:

e Regular exams
e Screening
e Programs

Largely self-managing

Screening

Case finding
Periodic health
examinations
Early interventions
Controlled risk
factors (lifestyle &
medication)

Primary Health

Appendices

: - Chronic
Established Acute Conditions e
. Conditions &
Disease & Consequences
Consequences
Promote, protect and maintain the health of the community
Tertiary Prevention
Support self —

management, promote
highest possible level of
functioning, minimise
acute exacerbations and
hospitalisations /
readmissions

Support self-management, prevent health
deterioration, limit disability after harm has occurred
and prevent avoidable hospitalisations

Infervention by managing long-term effects of complex health problems in order
fo improve ability to function, quality of life and life expectancy through:

e Chronic disease management programs
e Medications, freatments etc.
e Support & vocational groups

Self-management with some care coordination

e Treatment & acute

care
e Treatment & e Continuing Care e Complications
acute care ¢ Maintenance management
e Complications e Rehabilitation Continuing Care
management e Self-management Maintenance

Rehabilitation
Self-management

Focus on high value care

Community Specialist Hospital

Strengthen partnerships and engagement

Predictable End

of Life

Support informed

planning & decision

making, safe high
quality care

High level of clinical coordinated care

Pain and symptom
management
Preparation for the
end of life

Support family
Spiritual care
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Appendices

Appendix 2 - Planning Context
State Plan
State Health Plan

The New South Wales Ministry of Health requires each Local
Relevant State & National Plans

Health District to develop a Plan that will drive the delivery of
its health care services. Ours is the Health Care Services Plan,

which details the future roles of health services and the broad A sg::::m
directions within our organisation over the next 10 years. A 9 with
number of national, state and local strategic plans have ISLHD Sirategic Direcfions 2017 - 2020 Minisiry of
influenced the development of this plan, including: Health
Council of Australian Government’s National Health Reform (including

Performance
Framework)

NSW State Health Plan: Towards 2021
NSW Health Resource Efficiency Strategy 2016 — 2023
Annual Service Agreement with the Ministry of Health
ISLHD Strategic Directions 2017- 2020

This Plan, along with ISLHD Strategic Directions 2017 - 2020 will
guide the development of Clinical Division service plans and
other enabling plans.

Health Care Services Plan 2020 - 2030

Regional Plans

» Specific conditions

« Population segments

+ Social determinants affecting health

We acknowledge that our renewed focus on supporting the
overall health of individuals and populations in a meaningful
way can only occur in partnership with other organisations.

These partnerships must be built on frust and common goals. Clinical Service Plans Annual

Enabling Plans

46 Health Care Services Plan 2020-2030

» Aboriginal Health + Ambulatory &

Workforce
Research
Asset Strategic
Plan

Digital Health

Primary Health
Aged Care,
Rehabilitation &
Palliative Care
Cancer

Critical Care
Surgery

Drug & Alcohol
Kids & Families
Medicine
Maternity &
Women's Health
Mental Health
Oral Health

Operational Plan

» Directorate
Plans

* Department
Plans
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Appendix 2 - Planning Context

The National Disability Insurance Scheme (also called the NDIS) is
a scheme designed to provide disability support. The NDIS is for
people who have their functional ability impacted by a disability
including physical, intellectual, sensory, neurological or psychosocial
disabilities. The scheme will fund a wide range of services for
people under the age of 65 years. The NDIS replaces traditional
disability systems with a new insurance scheme that takes a lifetime
approach to support and investing in people with disability early
to improve their outcomes later in life (fo do this the NDIS will also
include an Early Childhood Early Intervention approach).

The NDIS intersects with the health system on a number of levels. To
ensure the NDIS does not lead to fragmented care for participants,
the District needs to work closely to monitor and resolve any issues
that arise. This requires active, joint collaboration to develop
appropriate responses.

The District has recently undertaken some significant planning
in regards to Aboriginal Health. A number of strategies have
been developed and provide strategic advice to support the
development of a culture across the District which embraces an
'‘Aboriginal Health is everybody's business'. These strategies include:

* Statement of Commitment: acknowledges, regrets and
apologises for past injustice and commits to practical actions to
Close the Gap on life expectancy.

e Aboriginal Health Partnership Agreement: formal partnership
with Aboriginal Community Confrolled Health Services and
Aboriginal NGO partners to facilitate ongoing collaboration,
engagement and monitoring of the District's outcomes

e Closingthe Gap AboriginalHealth Plan: to identify key outcomes,
roles and responsibilities, and an accountability and monitoring
framework

* Respecting the Difference: Improving appreciation,
understanding and knowledge of Aboriginal culture, customs,
heritage and protocols in Aboriginal families and communities.

e Aboriginal Employment Strategy: fo improve Recruitment
Retention and Recognition of Aboriginal employees across the
Local Health District.

Our operational plans will franslate our long term goals into day
to day operations, which are also informed by the annual Service
Agreements with the NSW Ministry of Health. At an operational
level, we have committed to prioritise:

Access and flow

Service redesign

Integrated care

Aboriginal Health (Closing the gap)
Workforce safety and engagement
Research

Value for money

o~ s co o=
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Appendix 3 - Aboriginal Health Impact Statement

This Aboriginal Health Impact Statement aims to ensure the health
needs and interests of Aboriginal people have been incorporated
into the development of the Health Care Services Plan 2020-2030.
Aboriginal people are the first peoples of Australia and have strong
cultures and communities. We are committed to Closing the Gap in
health outcomes between Aboriginal and non-Aboriginal people.

Who are the Aboriginal people that will likely be affected by the
initiative?

The lllawarra Shoalhaven Local Health District (ISLHD) services fall
info the land of the Dharawal and Yuin Nations (the area of the
Nations however, far exceed ISLHD boundaries) and the people
of the tfraditional language groups within these Nations including
Wadi Wadi, Dharawal, Wandandian, Walbanga and Yuin. The
District has a greater proportion of Aboriginal people living in our
communities (NSW 2.9% compared to ISLHD 3.5%) (ABS Census
2016). Furthermore, compared to NSW, the Shellharbour and Kiama
LGA's combined has a greater proportion of Aboriginal people
living in our communities with 3.2% of the catchment populations
identifying as Aboriginal (ABS Census 2016).

What is the burden of ill health and/or health priorities for this group
of Aboriginal people? What issues may potentially affect access to
services for this group of Aboriginal people?

The District acknowledges the health gap that exists between
Aboriginal and non-Aboriginal people. The Aboriginal population
experience 2.3 times the rate of disease burden when compared
with the non-Aboriginal population (AIHW 2011). Chronic diseases
and injuries contribute a significant proportion of the total disease
burden, with mental and substance use causing the most total
burden of disease (AIHW 2011).

The gap in disease burden between Aboriginal and non-
Aboriginal people is primarily attributable to chronic diseases that

48 Health Care Services Plan 2020-2030

are responsible for 70% of the disease burden gap (AIHW 2011).
The analysis is supported by information provided in publications
produced by government and non-government, Aboriginal and
non-Aboriginal organisations.

The high proportion of Aboriginal residents in the District reinforces
the need to embed tailored responses to the specific health
needs of Aboriginal communities. In this planning process,
ISLHD endeavoured to ensure that this has, and will occur in the
development and delivery of all our services. The Health Care
Services Plan focuses on addressing the health needs of the
community with the primary intention of addressing the cultural
and health needs of the Aboriginal.

How does the initiative link to existing Aboriginal health policies,
programs or strategies?

This Plan gives consideration to and incorporates the strategic
directions stated in the NSW Aboriginal Health Plan 2013 -2023 as
well as the initiatives and research provided by the AIHW 2011
Burden of Disease report, Closing the Gap strategy and ISLHD
Aboriginal Health Action Plan 2017-2020. ISLHD is a signatory to
the llawarra Wingecarribee Local Decision Making Accord (May
2018), which includes specific strategies to ensure our services are
culturally welcoming.

How will this initiative impact on Aboriginal people and will the
impact be different for Aboriginal people compared to non-
Aboriginal people? How can the initiative be designed to reach
Aboriginal people? What might be the unintended impacts
(including potential negative impacts) for Aboriginal people and
what are the actions that will be taken to mitigate or prevent them?

The Health Care Services Plan includes five key focus areas which
aim to support the District to deliver its vision of excellent services,
quality partnerships, and healthy communities. Focus Area C is
dedicated to addressing the cultural and health needs of Aboriginal
people.
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Appendix 3 - Aboriginal Health Impact Statement

The District is committed to working with Aboriginal communities
to improve the physical, cultural, spiritual and familial wellbeing of
Aboriginal people to improve health and life outcomes, recognising
that:

e Aboriginal Community Confrolled Health Services have an
important role in providing effective primary health care to
Aboriginal people

e Equal access to health services is dependent on Aboriginal
people being actively involved in the design and delivery of
those services

» Specific measures are needed to improve Aboriginal people’s
access to health services

e An emphasis on wellness and empowerment is more likely to
be successful than approaches that emphasise Aboriginal
misfortune

How will the impact of the initiative on Aboriginal people be actively
monitored and evaluated?

Focus Area C has four strategies towards addressing the cultural
and health needs of Aboriginal people. These include:

* Establish mechanisms for inclusion of local Aboriginal voices at
all levels of healthcare design and delivery through partnerships
and engagement

* Recognise the importance of data sovereignty for Aboriginal
people

* Build a vibrant and professional Aboriginal workforce

e Continue to build a culturally safe health service.

The Plan includes example actions towards achieving these
strategies and has a set of Strategic Outcome Measures which can
be monitored and evaluated over time. Many of the strategies and
outcome measures already align to KPIs the District reports against
in its annual Operational Plans.

Based on the anticipated impact of the initiative on Aboriginal
people, what level and nature of engagement with Aboriginal
stakeholders is appropriate? Are there potential barriers that
might impact the ability of Aboriginal people to be meaningfully
engaged?

The consultation process for developing this Plan involved seeking
input from lllawarra Shoalhaven community members and partner
organisations to contribute to determining what the future will look
like. All Aboriginal Medical Service staff were invited to contribute
to consultations, and separate consultations were held with the
Aboriginal staff “Talking Circle”. Local land councils were also
invited to participate in consultations.

ISLHD also presented the Plan to the Aboriginal Health Partnership
Committee for feedback.

To ensure coordination and avoidance of duplication, what
existing governance mechanisms such as committees, networks
or partnerships exist that could be used to support engagement
with Aboriginal people? What information will be provided back
to Aboriginal stakeholders and how will continued engagement
through the implementation and evaluation of the initiative be
facilitated?

Engagement with stakeholders and the wider Aboriginal
communities within ISLHD will be via existing information channels,
to be led by the ISLHD Director Aboriginal Health Strategy. ISLHD
has used current published data and commentary wherever
possible. In addition, we have leveraged the existing Aboriginal
Health Partnership which includes the lllawarra Aboriginal Medical
Service, South Coast Medical Service Aboriginal Corporation and
Waminda South Coast Women'’s Health and Welfare Aboriginal
Corporation as means of further consultation. ISLHD is a member of
the governance structures in place to monitor implementation of
the llowarra/Wingecarribee LDM Accord.

Pauline Brown - Director of Aboriginal Health Strategy
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