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Executive summary and recommendations

Introduction and background

North East Health Promotion Centre (NEHPC) engaged the Centre for Development and Innovation in Health (CDIH), at La Trobe University, to undertake the project entitled Strategic Health Promotion Planning in Community Health. The project focussed on four Local Government Areas (LGAs) in Melbourne's north east: Whittlesea, Darebin, Banyule and Nilumbik.

The aim of this project was to strengthen strategic planning for health promotion within community health and develop a vision for how community health can productively contribute to joint health promotion planning with Local Government and Divisions of General Practice through Municipal Public Health Plans (MPHPs).

This report describes the project, but it is also a resource for community health service staff interested in health promotion and provides recommendations for the agencies and the NEHPC.

Objectives and methodologies

The project brief outlined four objectives for the project: 

1. Developing a shared vision for health promotion planning

2. Individual frameworks for health promotion planning

3. Linking community health and Local Government

4. Developing planning across the North East Community Health Alliance (NECHA).

During the life of the project, significant work was being undertaken around Primary Health and Community Services (PHACS) reforms and subsequently, establishment of Primary Care Partnerships (PCPs).  These activities took over much of the momentum around objectives 3 and 4 and so the project focussed primarily on objective 1 and 2.

Project activities and outcomes

The project began with a series of meetings with Services to identify current health promotion arrangements and how they felt the project could proceed in a way that was useful to them.  Subsequent activities included:

· Development of a statement on health promotion planning.

· Coordination of planning workshops in each Service facilitated by Mr Trevor Budge.

· Work with each Service to identify strategies that could be adopted to strengthen health promotion planning.

· Work with three of the agencies to actively support new or redeveloped health promotion plans.

· Establishment of a Health Promotion Coordinators group to progress common issues.

Recommendations

1. That community health services adopt stronger focus on community action and organisational development in their health promotion strategies.

2. That in adopting priorities for health promotion, community health services give strong consideration to the social determinants of health as a framework for action.

3. That community health CEOs review the level of health promotion resources currently available in Centres, as part of negotiating 2000/2001 budgets, to ensure that the required minimum of 20% is being met and consider strategies for increasing the level. 
4. That DHS urgently review data collection for health promotion with the aim of developing a more useful and informative system.

5. That community health services:

· adopt and maintain up to date health promotion policies at a Board level

· review internal processes, including at a Board level, to ensure that health promotion programs and projects are under regular scrutiny and brought to attention; and

· have identified senior management positions with responsibility for health promotion.

6. That NEHPC resource the CHS Health Promotion Coordinators as a group with a focus on developing health promotion infrastructure (eg, common/integrated planning and evaluation systems) and professional education (eg, speakers).

7. That NEHPC continue to provide a clearing house role for health promotion resources that will be useful to community health services.

8. That NEHPC be adopted as the health promotion management and co-ordination structure for both PCPs.

9. That NEHPC undertake the health promotion workforce needs assessment for the north east PCPs and be integrally involved with the provision of workforce development programs.

10. That NEHPC continue to support coordinated integrated health promotion strategies across the north east PCPs and be the vehicle for developing links with other agencies.

11. That NEHPC develop the Health Promotion Strategies for the north east PCPs and that the initial strategies be focussed on capacity building and a small number of health promotion priorities.

Introduction and background

In 1999, the North East Health Promotion Centre (NEHPC) engaged the Centre for Development and Innovation in Health (CDIH), at La Trobe University, to undertake the project entitled Strategic Health Promotion Planning in Community Health. The project focussed on four Local Government Areas (LGAs) in Melbourne's north east: Whittlesea, Darebin, Banyule and Nilumbik.

The aim of this project was to strengthen strategic planning for health promotion within community health and develop a vision for how community health can productively contribute to joint health promotion planning with Local Government and Divisions of General Practice through Municipal Public Health Plans (MPHPs).

This report is intended to serve a number of purposes.  It is a report of the project carried out by CDIH for the NEHPC.  It is also a resource for community health service staff interested in health promotion.  Finally, it provides some proposed directions for the agencies, the NEHPC and DHS. 

North East Health Promotion Centre

The North East Health Promotion Centre (NEHPC) is an innovative joint venture, based at Darebin Community Health's East Preston site, set up by 12 health agencies and Local Governments in the north east suburbs of Melbourne.  The participating groups are the four Local Governments of Banyule, Darebin, Nilumbik and Whittlesea, two Divisions of General Practice, four Community Health Services, the North Western Health Care Network, and La Trobe University.  The Centre has a Steering Committee with representatives from the 12 organisations and an Executive Sub-Committee with representation from each category of participating organisation. 

The Centre is supported by the Department of Human Services (DHS) as a pilot initiative that may provide a model for other regions of Victoria.  The Centre became fully operational in May 1997 and aims to encourage a coordinated and strategic approach to health promotion, based on the Ottawa Charter, in the north east metropolitan area. 

A range of studies in recent years, including the Health Australia Review (NHMRC, 1995), have made it clear that there is an increasing requirement and consensus that the health sector should adopt a more collaborative approach to health promotion.  Further, this approach needs to be focused on population health and respond to systematically assessed needs.  The benefits of such an approach should be a more focused, sustained health promotion effort that draws on the strengths of a range of health agencies and on collaboration with other relevant sectors and the community. 

The creation of larger Local Governments in Victoria has strengthened their role in health planning and coordination, and in 1998, the NEHPC's Steering Committee agreed that MPHPs should provide the strategic framework for collaborative health promotion action and planning at the municipal level.  

North East Alliance of Community Health

The North East Alliance of Community Health (NEACH) was created by the four community health services based in the north eastern suburbs of Melbourne: 

· Plenty Valley Community Health Service (PVCHS)

· Darebin Community Health Service (DCHS)

· Banyule Community Health Service (BCHS)

· Eltham Community Health Centre (ECHC).

The Alliance provides an organisational arrangement for the four agencies to work on common projects and issues.  The Alliance was first established in 1996 and is managed by the CEOs of the agencies who meet on a regular basis.

Health promotion in community health

Health promotion is a core activity of primary health care and Victorian community health centres have a history of strong involvement in health promotion. 

The Department of Human Services (DHS) funds health promotion in community health centres through the service component Better Health.  While the proportion of health promotion in comparison to direct care varies from centre to centre, DHS recommends that at least 20% of funded activities should fall into this category (see Appendix 1).

Based on work previously carried out by Deakin University, DHS identifies six categories of health promotion activity: (i) information/social marketing, (ii) community education and skills development, (iii) professional education, (iv) community, organisational and environmental development, (v) screening and risk factor assessment and (vi) research and development.

Community health centres also undertake provision of opportunistic health advice where health promotion is undertaken, usually with individuals, during a non-health promotion contact or session.  

The key performance measure used by DHS to monitor health promotion is 'number of service hours', although much health promotion work does not involve any 'service hours'.

DHS has nominated Statewide Action Areas (see Appendix 2) for health promotion and it is expected that, in addition to responding to local health issues, that at least two of the Statewide Action Areas will be addressed each year.

In developing health promotion activities, community health centres are expected, by DHS, to undertake, "needs assessment and analyses, strategically plan services, and deliver effective health promotion activities based on principles of 'best practice'.  Collaborations with other agencies and sectors in developing and implementing programs should be undertaken, where appropriate."

The World Health Organisation (WHO) has argued that the new public health perspective provides the most influential policy framework for health promotion activities.  The principles of practice of the 'new public health' developed over time, have been based on significant research, and underpin key initiatives such as the Ottawa Charter (WHO, 1986), the Healthy Cities Program, and the 'Declaration on Health Promotion into the 21st Century' (WHO, 1997).  

These initiatives have evolved from a policy framework that recognises the multiple factors involved in health outcomes, many of which, of course, are beyond the remit of community health services and the broader traditional health care sector.  Thus, there is broad agreement that effective health promotion and disease prevention is heavily dependent on an intersectoral approach.

 These initiatives also emphasise: multi-faceted and comprehensive approaches to health development; the creation of healthy environments; the efficacy of collaborative networks, partnerships and community participation; and balancing health priorities between immediate and long term needs. 

Despite community health's long standing reputation for delivering effective health promotion at community level, recent commentators (eg, McBride and Hulme 2000, Parkinson 1997) have argued that policy changes and funding cutbacks during the last decade have had a bad impact.  They have argued that the strategies being used have focused too much on community education and health information and that the extent of activity has reduced.

Objectives and methodology

The aim of this project was to strengthen strategic planning for health promotion within community health and develop a vision for how community health could productively contribute to joint health promotion planning with Local Government and Divisions of General Practice through Municipal Public Health Plans (MPHPs).

The project brief outlined four objectives and six outputs as required from the project.  These have been outlined below.

1. Developing a shared vision for health promotion planning

The development of a shared vision for health promotion planning was identified as an important starting point for the project as it would provide a context for the other objectives and outputs.  Such a vision would build on the important role that community health has always had in health promotion while taking account of the other key stakeholders including Local Government, Divisions of General Practice, hospital networks, DHS and other non-Government agencies.

The process used to create this vision was an inclusive one involving senior community health managers and health promotion staff from within the four community health services.  CDIH's role was to facilitate this process beginning with an information provision stage to bring stakeholders on board the process.  

Planned output: a written vision statement for strategic health promotion planning in Community Health.

2. Individual frameworks for health promotion planning

The project was planned to ensure that each of the four community health services would develop a framework and process for health promotion planning, including monitoring and evaluation.  It was assumed that such frameworks and processes already existed to some extent in each of the four services and that what was likely to be required was a redevelopment of the processes within a broader framework.  The project recognised that there would be variation across the four services based on differences in aims, structures, organisational cultures and community needs.

The process for development of individual frameworks was to be negotiated with each service and would be undertaken in collaboration with existing service staff that had responsibility for health promotion.  

Planned output: a framework for strategic health promotion planning in individual Community Health Services.

3. Linking community health and Local Government

The project plan called for establishment, in each municipality, of a process or protocol for linking health promotion planning between Local Government and the community health services.  There was of course already some degree of linking, for example all community health service had representation on Municipal Public Health Plan (MPHP) committees and all Local Governments and community health services were members of the NEHPC.

This objective was overtaken by the Primary Health and Community Support (PHACS) process of the Kennett State Government and subsequently the Primary Care Partnerships (PCP) Strategy of the current State Government.  The State Government has proposed that Primary Care Partnerships will plan integrated health promotion activities based on collaboration between partnership agencies and with other key service sectors.  

DHS is developing health promotion guidelines for Partnerships and the Public Health Division will provide regular information on effective health promotion strategies, drawing on VicHealth and other relevant statewide health organisations.  Funding is to be made available in 2000/2001 for integrated health promotion, along with specific funds for health promotion workforce development activities.

The services in Banyule and Nilumbik will be involved in one Partnership.  The services in Whittlesea and Darebin will be involved in another Partnership that will include services in the City of Yarra.  Both of these Partnerships have nominated the NEHPC as their lead agency for developing integrated health promotion.

4. Developing planning across the North East Community Health Alliance

The project plan identified that there would be opportunities for health promotion planning across the Alliance in support of demonstration project proposals for PHACS.  The project aimed to work with Alliance members to maximise opportunities for improved health promotion planning arising from PHACS and taking account of the proposed sub-regional catchments.

This objective was also subsumed in the PHACS process and further work has been on hold awaiting the announcement of health promotion guidelines from the Primary Care Partnerships Strategy.

Project activities and outcomes

Service audit

The project began with a service audit in each agency.  This involved an interview with the Health Promotion Co-ordinator (HPC) and Chief Executive Officer (CEO) in each agency using a simple audit tool (see Appendix 1) to determine health promotion arrangements.  This was also an opportunity to identify current health promotion plans and policies in each agency.

At these meetings, a preliminary discussion was held about the nature of the shared vision for health promotion planning.  There was also an additional discussion on what work would be of assistance in improving the health promotion planning process in each agency.

At this early stage of the project, a further opportunity emerged.  NEHPC had previously engaged Mr Trevor Budge
 to provide a workshop on planning processes.  This had been attended by a number of CEOs and health promotion workers from all of the agencies involved in NEHPC.  It was subsequently agreed to offer each agency the resources necessary for Trevor to run similar workshops in each agency.

This project took over the coordination of the running of the workshops in each agency.  At the first meeting with agencies to undertake the service audit, there was also a discussion about how that agency would like to use Trevor.  In each case, it was agreed to incorporate these workshops into the health promotion planning process for each agency.

All services welcomed this project, and the Trevor Budge workshops, as an opportunity to strengthen their health promotion planning.  While each service saw value in the broader linking and planning issues, they were most interested in the opportunity to strengthen local arrangements.

It was clear that health promotion planning arrangements varied across the services and so priorities for individual frameworks also varied.  The work proposed (not in all services) included: clarifying the role of health promotion staff, establishing health promotion Committees, identifying service-wide priorities, improving liaison with Local Government and reviewing existing planning arrangements. 

The community health services identified ways in which they could use Trevor Budge that would strengthen their health promotion planning:

· Plenty Valley: two half day workshops focussing first on service structures and then on priority areas for health promotion.

· Darebin: one half day workshop with staff to develop priorities for next three years and one half day workshop to develop 12 month action plans for priority areas.

· Banyule: two half day sessions, first focussing on planning practice and second focussing on youth health programs.

· Eltham: four half/part day workshops to assist in developing Strategic Plan for service, including health promotion.  (The cost of this to be partly born by ECHC).
On the broader issues of Alliance-wide health promotion planning (objective 4), it was clear that discussion with CEOs and Director of NEHPC was required, perhaps as part of the vision development, about the notion of the broader planning area.  This related to new sub-regions being used for the PHACS changes and subsequently the PCP catchment areas.

Developing a shared vision for health promotion planning

Following initial visits with each Centre that included discussions about a shared vision, such a vision was drafted and distributed to CEOs and HPCs at each of the Services.  Subsequently, a meeting of each Service and NEHPC was convened at which a ‘shared statement for health promotion planning’ was developed.  This statement was then submitted to the Steering Committee of the NEHPC for approval prior to distribution to each Service for agreement at Board level.

Proposed statement for strategic health promotion planning in Community Health:

The Community Health Services in the north-east Alliance recognise that the pre-requisites for health are peace, shelter, education, social security, social relations, food, adequate income, a stable eco-system, sustainable resource use, social justice, respect for human rights, and equity.

The Services are partners in the creation of healthy communities in the north-eastern suburbs of Melbourne and recognise the need to build sustainable planning partnerships.  The Services also recognise that Local Government has a mandate to undertake and coordinate planning for health promotion, primarily through Municipal Public Health Plans (MPHPs), at the local level. The Services will, therefore, actively participate in health promotion planning, including the development and implementation of MPHPs, in collaboration with Local Government, Divisions of General Practice, non-Government organisations, community and consumer groups and members of the public.

In participating in this partnership, and in their own organisations, the Services will adopt the following principles:

· Provision of a supportive environment for health promotion practice.

· Incorporation of a comprehensive approach to health promotion based on the five strategies (promoting healthy public policy, strengthening community action, developing personal skills, creating supportive environments, reorienting health systems) set out in the Ottawa Charter for Health Promotion.

· Responsiveness to health issues identified by the community and other stakeholders.

· Participation by the community and consumer groups in planning, implementing and evaluating health promotion.

The statement for community health was designed to complement the Local Government Vision that NEHPC had previously developed as follows:

Local Government has a legislative mandate to influence the social, environmental and economic factors that are the pre requisites for the health and well being of the community.

It has an important role in the development and implementation of health policy, for advocating for its communities and responding to changing local needs.

Local Government should provide leadership and coordination for health promotion action.

In doing so it should:

· work collaboratively with other organisations/stakeholders and the community 

· use consultative mechanisms with the community to identify local needs and priorities

· develop local and sub regional strategic plans to address identified local needs ad priorities

· ensure a strategic approach to health promotion across all Council activities.

Health Promotion Coordinator's Group

One unplanned outcome of this project has been the establishment of a Health Promotion Coordinators Group.  Prior to this project, the HPCs had never met as a group to discuss the unique role they play within the community health services.  The group has agreed to continue to meet with the support of the NEHPC to discuss common issues and to develop planning and evaluation protocols and tools common to the four Alliance services.

One of the major discussion points in meetings of the HPCs has been the limited resource, especially in regard to their own time, available for health promotion.  There is a range of time allocated across the four services, for health promotion coordination, from one day per week to nearly the equivalent of a full time position.  Three of the four services are at the lower end of this range and the findings of this project suggest that this is not an adequate allocation for the position to be very effective.  The HPCs plan to raise awareness among the Services of current funding guidelines (see Appendix 2) to ensure adequate resources are made available.

Individual frameworks for health promotion planning

Following initial visits to each Service as outlined above, follow-up visits were held with Health Promotion Coordinators of each Service.  These visits aimed to map in more detail, the local health promotion planning arrangements and negotiate what support might be provided to strengthen those arrangements.  It became clear that Services varied in their arrangements and that they were looking for quite different levels of assistance.

A checklist approach was adopted to provide some framework for understanding how planning might be strengthened.  The checklist contained ten items that past research and current standards suggest are associated with good health promotion in primary health care services.  The checklist was:

1. A policy statement on health promotion endorsed by the Board.

2. Establishment of an adequately funded Health Promotion Coordinator position with a clear and achievable role.

3. Establishment of and terms of reference for a health promotion committee or task group.

4. Identification of a health promotion budget and delegation of authority.

5. Systematic reporting arrangements.

6. Internal planning and decision-making protocols.

7. Identification of responsibility for health promotion planning.

8. Identification of key planning documents and resources.

9. Protocols for relationships with other agencies.

10. Monitoring and evaluation procedures.

For each service, a summary of their current arrangements was outlined and the checklist and, in some cases, examples of the above were provided and these were used as the basis for developing local arrangements.  In each Service a range of suggestions were proposed along with examples of how these might be implemented.  Suggestions were aimed at building a sound framework for health promotion planning in each Service.  

As the project went on, this activity became the major focus of the project, as the original objectives regarding linking to other services became caught up in the development of PHACS Demonstration Projects.  In light of this, the next section provides greater detail about each checklist item.

1. A policy statement on health promotion endorsed by the Board

We recommended that Services' Boards endorse a one or two-page policy document.  The policy would define health promotion, outlines the agency's commitment to achieving a healthy community and being involved in health promotion and briefly explain what that involvement was going to be.  The value of such a statement is that it commits the agency at the highest level and provides a mandate for staff and managers to undertake health promotion.  An example of such a policy is attached as Appendix 5.

All of the Alliance services do have policy statements on health promotion.  However, like all Board policy statements, a more regular system of review is required to keep them up to date.

2. Establishment of an adequately funded Health Promotion Coordinator position with a clear and achievable role.

All of the Services in the Alliance had established Health Promotion Coordinator positions.  However, in three of the four Services, these positions were very part-time (between one and two days per week), usually involving the staff member also having a service delivery role.  It was not always clear, the extent to which HPCs were required to both coordinate health promotion and to deliver it.  It was clear, however, that the relatively small time available meant that doing both was impossible, and that effectively coordinating the health promotion of the whole Service was also unrealistic.

While previous community health funding policies made allocation of larger amounts of resources difficult, the new Government's stronger support for health promotion provides some opportunity for agencies to review their allocation of resources.  It seems reasonably clear that the better resourced these positions were, the more effective was the health promotion planning.  In particular, the long-term and more heavily resourced HPC positions at DCHS had been significant contributors to that Service being in the situation of going into its second, detailed, three-year health promotion plan

3. Establishment of and terms of reference for a health promotion committee or task group

One of the major challenges in implementing effective health promotion within agencies is how to build a cooperative approach across units or departments and between management and staff.  A common approach to this is the establishment of a committee that brings together these various interests with the responsibility of developing a coordinated and quality approach.

Such a committee will be most effective where it sits within an appropriate management and leadership arrangement and is integrated with other structures such as the Board of Directors, program areas and working groups.

There is some danger to having a health promotion committee that becomes just another meeting that occupies valuable staff time with little result, however, an effective committee can play a valuable role in encouraging the level of health promotion and assuring quality through sound planning and evaluation mechanisms.  A committee with Board representation can engage the Board on health promotion issues and thereby keep up the profile at this important level.

Committees need clear terms of reference and draft terms of reference were supplied (see Appendix 6) as a possible starting point.

4. Identification of budgets and delegation of authority

A useful way of prioritising the role of the HPC and/or the Committee is to allocate a health promotion budget that is delegated to the HPC or the Committee.  This would be a fund set aside on an annual basis for expenses associated with health promotion activities.  Guidelines on expenditure could be established and authority for expenditure delegated either to the Task Force collectively or the HPC.

Similarly, delegating authority for approval of health promotion activities or projects to the Committee creates a mandate and role for the Committee that assists with quality assurance.

None of the Services had adopted this procedure.

5. Systematic reporting arrangements

How health promotion is reported through the organisation and to the funders and the community may be an indicator of perceived relevance.  A systematic approach to reporting on health promotion through the organisation will strengthen its role and importance internally and with funding sources.

While major externally funded projects often require substantive reporting, most internally funded activities tend to occur without much feedback.  Adoption of a brief reporting pro-forma that can be submitted to the Committee at the end of each project or annually (where projects are continuing) may assist if staff can perceive a value in providing such data (a draft pro-forma is attached as Appendix 7).

While all of the Services had a reporting system in place, they all appeared to lack a consistent approach to implementing these systems.  These problems are exacerbated by the poor approach to monitoring and reporting health promotion at an industry level through the SWITCH data collection system.

6. Internal planning and decision-making protocols

We recommended that Service's adopt agreed methods on how health promotion will be planned and delivered. If health promotion was going to be planned and delivered through working groups and/or staff teams, then some guidelines could be put in place on what each team will be doing for health promotion and how they will do it.  (An alternative strategy is to adopt a separate health promotion plan for the whole agency that cuts across the teams).

A number of agencies (eg, North Yarra CHS) have adopted the use of a simple procedure manual or kit that can be supplied to staff for use when planning, reporting on and evaluating health promotion.  This provides guidance to staff about what is expected in health promotion and provide tools for the Committee and the HPC to monitor and coordinate activities.  It would incorporate the reporting pro-forma (Appendix 7), but would also provide some steps to follow in planning health promotion.

As noted elsewhere, the three-year health promotion plan developed by DCHS stands out as a good example of a systematic approach to planning and decision-making.  This plan has involved the establishment of working groups from across program areas coming together around a small number of identified health promotion priorities.

7. Identification of responsibility for health promotion planning

Although HPCs are the major resource for health promotion planning processes within services, they do not have sufficient authority within services to lead planning.  The role of senior management is crucial in this area and, in particular, the commitment of CEOs to making health promotion planning a priority appears very influential.  In this regard, we would recommend that either the CEO or a Program Manager (with active CEO support), have clear responsibility for leading the health promotion planning effort.

8. Identification of key planning documents and resources.

There are resources for planning health promotion, that HPCs should be familiar with and which Services should have at hand.  These resources relate to health promotion and planning generally, but also to specific priority health promotion areas.  The latter will be dependent on the priorities chosen by the Service.

Examples include the Health Promotion Planning kit developed by Central Sydney Area Health Service and by Health Strategies Deakin (1996) as part of the 'Putting Best Practice into Practice' project.  Many of these resources are available through NEHPC, which operates as a clearinghouse for such material.

9. Protocols for relationships with other agencies

Members of the NEHPC had already committed themselves to working together at a sub-regional level and had also committed to integrated planning through the MPHPs at a local level.  The Primary Care Partnerships arrangements will require the agencies within the two north east catchments to continue to work together at health promotion planning and implementation and will provide a framework for development of protocols (see Future Directions section for further development of this issue).

10. Monitoring and evaluation procedures

Monitoring and evaluation procedures are closely associated with planning and decision-making protocols.  The model outlined here gives the primary monitoring responsibility to the Health Promotion Committee based on the use of an evaluation pro-forma.  The primary evaluation responsibility thus resides with health practitioner responsible for the program, project or activity.  Broad evaluation responsibility lies with the Committee.

Following a seminar presentation of the planning and evaluation process used by North Yarra CHS, the HPCs agreed to work on the development of a model process that could be used in all four Alliance Services.

Furthering health promotion plans

In response to the needs of each of the Services, it became clear that a priority was to establish or redevelop current health promotion plans or strategies.  As noted previously, most of the Services used Trevor Budge to run workshops aimed at furthering this objective.

Darebin Community Health Service

The Darebin Community Health Service (DCHS) Plan builds on a previous three year Plan that had been developed and implemented by the Northcote and East Preston Community Health Centres (that subsequently amalgamated to create Darebin Community Health).  The Plan reflects extensive internal and external consultation and responds to issues raised through service delivery programs and to a thorough consideration of local needs and Government priorities.

The new Plan (2000-2003) began with an internal review and evaluation of the previous Plan that identified achievements and gaps.  Trevor Budge facilitated a staff workshop to identify possible priorities for this Plan and set up Working Groups.  Relevant sections of the draft plan were then mailed to stakeholder groups in the community for comment, along with invitations to participate in consultation.  This was followed by consultation meetings with organisations and community members from around Darebin to test the relevance of the proposed priorities, gather suggestions for strategies and identify possible partners.

The draft Plan that emerged from these processes was then distributed among DCHS staff for comment prior to finalisation and approval by the DCHS Board.

Banyule Community Health Service

Banyule CHS had developed a health promotion strategy that begins with a review of current community needs: 

· Identification of community needs through a review of relevant literature including existing needs analysis;

· Review of previously gathered data such as North East Health Care Network data; DGP needs analysis; Darebin MPHP; police data; census data; World Wide web; staff perceptions; and

· Analysis of BCHS SWITCH database information.

CDIH will be working with BCHS to check other relevant and available data sets and complete the study by the end of May 2000.  The output will be a written report describing the information that had been collected and reviewed to identify a set of possible health promotion priorities for Banyule CHS.  Final prioritisation will be a matter for the Service.

Eltham Community Health Centre

Following workshops with Trevor Budge, Eltham has decided to adopt a 'whole of family focus' for its health promotion work.  CDIH is working with Eltham to further identify community needs within this framework, review current data on which members of the community are using the services being provided and on developing a new health promotion strategy.  The strategy will be based on existing staff teams considering how best to adapt their health promotion to this new priority and to identify and implement a major cross-service initiative under the 'whole of family focus'.

Plenty Valley Community Health Service

Plenty Valley CHS has recently undertaken a major Corporate Plan redevelopment including establishment of a Health Promotion Task Force.  The workshop with Trevor Budge has helped identify potential health promotion priorities and the new Task Force is beginning work on a health promotion plan.

Linking community health and Local Government

The initial objective was to develop, in each municipality, a process for linking health promotion planning between the Service and the Local Government.  Soon after the project began, it became clear that such linking would need to be undertaken within the proposed PHACS Demonstration Project proposals.  These proposals carved the Alliance municipalities into the two new catchment areas of Whittlesea/Darebin/Yarra and Banyule/Nillumbik.  In both catchment areas, NEHPC had been identified as the co-ordinating agency for health promotion and the project will need to work within this arrangement drawing on the strategies outlined in the Demonstration Project submissions.

In each of the four municipalities, there also already existed such a mechanism through the Committees established by each Local Government to advise on the development of Municipal Public Health Plans.  All four Services were already active members of these Committees.  NEHPC was also facilitating joint health promotion projects across the Alliance area that involved both community health and Local Government.

The PHACS program was subsequently overtaken by the new Government's Primary Care Partnerships (PCP) Strategy, however this is likely to be implemented across the two catchment areas nominated for PHACS.

Future Directions

Health promotion in community health

The new State Government's health policy and the Raysmith (1999) review of primary health care reform in Victoria have both emphasised the importance of primary health care agencies being involved in health promotion.  The PCP approach, however, does not prioritise any particular sector within primary health care as having a lead role to play.  Nor does it acknowledge that some sectors may have particular roles within health promotion.

Community health services in Victoria have always seen themselves as having the lead role at the local level in health promotion and DHS has always funded community health to undertake some health promotion work.  However, the adoption of new public health approaches in Local Government has lead many Councils to employ Health Promotion Officers and undertake health promotion programs.  Similarly, the establishment and funding of Divisions of General Practice has moved some general practitioners into health promotion projects.  Finally, the creation of new forms of health services (eg, Integrated Care Centres and Regional Health Services) and promotion of policies such as Health Promoting Hospitals, has seen increased involvement of acute health services in health promotion.

In light of these developments, the question becomes what is the unique contribution that community health services can play in health promotion?

Previous work by CDIH and others (eg, Legge et al 1996) has argued that the unique contribution that community based health services have is their capacity to identify health issues through their practice and respond in ways that build community strengths.  This involves adopting a socio-environmental approach to health promotion, as outlined in the Ottawa Charter, that sees the need to improve the social, physical and cultural environments to improve health.

The multi-disciplinary and diverse way that community health is practiced provides community health services, and practitioners, to easily move beyond individuals to families, neighbourhoods and communities as a way of working.  This provides opportunities for changing these environments in a fashion that will contribute to improved health.

The Raysmith review provided support for this approach in its recommendation that, " funding mechanisms take account of prevention, support, health promotion and community development activities." 

Community health services will need to refocus some of their health promotion strategies into the areas of community development, social and environmental change and organisational development.  Our findings have been that community health is currently more focussed on provision of health information, screening and early intervention and health education and skills development.  Although these are valid strategies, they are insufficient and ineffective on their own and they do not exploit the unique position that community health is in compared with other types of agencies (eg, Local Government, hospitals, Divisions of General Practice).

Recommendation: That community health services adopt stronger focus on community action and organisational development in their health promotion strategies.

The most influential recent report on the health of communities has come from Marmot and Wilkinson (1999), entitled The Social Determinants of Health: The Solid Facts.  This report was produced by the WHO European Regional Office to present evidence on social determinants in a clear and understandable form.  Marmot and Wilkinson argued that, “People’s lifestyles and the conditions in which they live and work strongly influence their health.”  While not in itself a revolutionary view, the report has been influential in its clarity and focus and the subsequent support that it has received.

The report focuses on ten different but interrelated aspects of the social determinants of health:

1. The social gradient.

2. Stress.

3. Early life.

4. Social exclusion.

5. Work.

6. Unemployment.

7. Social support.

8. Addiction.

9. Food.

10. Transport.

For each area, the booklet provides a brief overview of the evidence, some policy implications and a list of key sources of evidence.  We have summarised this below.

The social gradient: People’s social and economic circumstances strongly effect their health throughout life.  Policy implications: welfare services need to provide not only safety nets but also springboards to offset earlier disadvantage.  Societies should enable all people to play full and useful roles.

Stress harms health: Social and psychological circumstances can cause long-term stress leading to increased depression, susceptibility to infection, diabetes and CVD.  Programs should focus on settings that can reduce stress (eg, work, family).

Early life: The effects of early development last a life-time; a good start in life means supporting mothers and young children.  It is important to invest in policies to foster health and development in early life, especially among people in poor social and economic circumstances.


Social exclusion creates misery and costs lives: Social exclusion through poverty, racism and stigmatisation cause material deprivation and psychological problems that lead to dramatically poorer health.  Societies need to pursue egalitarian policies, protect human rights, prevent discrimination, ensure access to services, and redistribute income and wealth more equitably.

Work: Stress in the workplace increases the risk of disease and is linked to low control, poor rewards, high demands.  Workplaces need to be encouraged to create a virtuous cycle where improved work conditions lead to improved productivity and hence to the opportunity to create a still healthier and more productive workplace.

Unemployment: The health effects of unemployment are linked to both its psychological consequences and financial problems, especially debt.  Policy should have three goals: prevent unemployment and improve job security, reduce the hardship suffered by the unemployed and restore people to secure jobs.

Social support: Friendship and social cohesion contribute are important protective factors for good health.  Societies with high levels of income inequality tend to have less social cohesion, more crime that is violent and higher death rates.

Addiction: Drug use is both a response to social breakdown and an important factor in worsening the resulting inequalities in health.  Effective drug policy must support and treat people who have developed addictions, but also address the patterns of social deprivation in which such problems are rooted.

Food: Healthy food is a political issue. Food poverty and food excess live side by side and both cause problems.  “Access to good, affordable food makes more difference to what people eat than health education.”

Transport: Healthy transport means reducing driving and encouraging more walking and cycling, backed up by better public transport.  Healthy transport promotes health in four ways: more physical activity, less fatal accidents, more social contact and less air pollution.

In summary, Marmot and Wilkinson have provided an agenda for improving health through public health and health promotion.  The agenda provides health workers with clear goals to act on and advocate around, although some areas are likely to be more amenable to health promotion in community health than others.

Recommendation: That in adopting priorities for health promotion, community health services give strong consideration to the social determinants of health as a framework for action.

This project adopted a checklist of good practice in its approach to working with individual community health services.  The checklist consisted of:

1. Policy statement on health promotion endorsed by the Board.

2. Establishment of an adequately funded Health Promotion Coordinator position with a clear and achievable role.

3. Establishment of and terms of reference for a health promotion committee or task group.

4. Identification of budgets and delegation authority.

5. Reporting arrangements.

6. Internal planning and decision-making protocols.

7. Identification of responsibility for health promotion planning.

8. Identification of key planning documents and resources.

9. Protocols for relationships with other agencies.

10. Monitoring and evaluation procedures.

McBride and Hulme (2000) have recently argued that there are three critical aspects to good health promotion in community health services: funding, managerial support and good planning.  Round (1999) came to similar conclusions after studying the organisation of health promotion in community and health and our checklist approach confirmed the practical nature of these research findings.  

The change in Government orientation provides community health services with a chance to consider in the way that resources are being used with a view to prioritising health promotion.  The health promotion guidelines provide for a minimum of 20% of funding, however, it is not clear to us that this was necessarily occurring.  Current data collections systems do not allow for easy identification of health promotion activity, nor does it provide data for any analysis of what populations are benefiting from this activity.

Recommendation: That community health CEOs review the level of health promotion resources currently available in Centres, as part of negotiating 2000/2001 budgets, to ensure that the required minimum of 20% is being met and consider strategies for increasing the level.

Recommendation: That DHS urgently review data collection for health promotion with the aim of developing a more useful and informative system.

The restructures that community health services have gone through over the last decade and the increased focus on governance, appears to have led to less Board and senior management awareness and focus on health promotion.  Good health promotion practice requires agencies and staff to be pro-active, in comparison to service delivery, which is done in response to individual needs.  Leadership is required from Boards and senior managers if staff are to be expected to become pro-active on health promotion.  This requires clear supportive statements from management, regular reviews of activity that shows that good health promotion is valued, and active involvement in planning and decision-making by senior management.

Recommendation: That community health services:

· adopt and maintain up to date health promotion policies at a Board level

· review internal processes, including at a Board level, to ensure that health promotion programs and projects are under regular scrutiny and brought to attention; and

· have identified senior management positions with responsibility for health promotion.

This project has also found that sound planning and evaluation processes are varied across community health services.  However, agencies are looking for ways to strengthen these processes at the agency level.  The project identified the processes at North Yarra Community Health Service (Gleeson and Boston 1999) as an example of good practice in this area and the Health Promotion Coordinators are committed, collectively to creating similar good practice with the Alliance Services.

Recommendation: That NEHPC resource the CHS Health Promotion Coordinators as a group with a focus on developing health promotion infrastructure (eg, planning and evaluation systems) and professional education (eg, speakers).

This project has also found that while there are useful resource materials that can be adopted by community health services (eg, case studies, kits, planning and evaluation tools, health promotion plans), staff in services do not have time to track these down.  NEHPC is well placed to continue its role as a clearing house of such resources for community health and other agencies.

Recommendation: That NEHPC continue to provide a clearing house role for health promotion resources that will be useful to community health services.

Community health services need to continue to research and evaluate the practice of health promotion to maintain their place in a competitive environment.  Current practice in the Alliance centres is built around the concept of a Health Promotion Coordinator who supports other staff to undertake health promotion activity.  Community health workers, in the main, have a minor proportion of their time allocated to health promotion.  However, in some places greater specialisation has occurred with setting up of health promotion teams or units (Round 1999).  It is not clear whether these alternative approach is an improvement and further research into organisational arrangements for health promotion would be useful.

Recommendation: That NEHPC and the Alliance, in collaboration with La Trobe University, seek research funds to further investigate the impact the effect of CHS structures on health promotion activity and impact.

Primary Care Partnerships

The State Government's new Primary Care Partnerships Strategy (PCPs) requires primary health care services (including community health services), to be involved in integrated health promotion programs across the catchment of the relevant PCP (DHS April 2000a).  Recently circulated Interim Partnership Development Plans (DHS April 2000b) have outlined DHS's expectations of PCPs and the support they expect to be able to provide.

In summary, PCPs are required to:

· Initiate a management and co-ordination structure that supports a multi-disciplinary and multi-agency approach to health promotion (within 3 months).

· Undertake a health promotion workforce needs assessment (within 6 months).

· Undertake coordination of health promotion activity across the PCP (within 12 months)

· Develop links and protocols with statewide services, GPs and others (within 12 months).

· Develop a Health Promotion Strategy that reflects DHS Health Promotion Guidelines (within 12 months).

PCPs will be provided with funding for integrated health promotion in 2000/2001, although the first requirement listed above is expected to be established as part of core PCP funding that becomes available in the last quarter of 1999/2000.

In support of this more integrated approach, DHS has advised that it will:

· Provide a resource on statewide health promotion agencies (February 2000).

· Develop Health Promotion Guidelines (September 2000) and inter-agency protocols (November 2000).

· Coordinate health promotion through regional planning processes (on-going).

· Provide workforce development programs in health promotion (Mid 2000 - 2003).

The Primary Care Partnerships in the north east are expected to be Whittlesea/Darebin/Yarra and Nilumbik/Banyule.  Both PCPs (as part of PHACS) formerly nominated NEHPC as the management and coordination structure for an integrated health promotion strategy.

This project has found that the resources available within community health centres for health promotion are already stretched very thin.  The creation of a management and coordination structure will require resourcing and to the extent the community health services can support this, they are currently supporting NEHPC.  This support is both in cash and in-kind, with the in-kind support coming through staff time at a variety of levels from CEOs, to health promotion coordinators to general community health staff.  It is clear that the services cannot support two health promotion structures.

Recommendation: That NEHPC be adopted as the health promotion management and co-ordination structure for both PCPs.

The project has identified the value of workforce development in health promotion and has assisted in the coordination of such exercises with a focus on planning (seminars run by Trevor Budge).  The project has also identified that each area and each agency are unique and that the health promotion priorities and strategies they adopt will vary in response to this uniqueness.  A flexible approach needs to be adopted to workforce development that is integrated with and takes account of local issues.

The NEHPC is ideally placed to undertake the workforce needs assessment for the north-east PCPs.  The local knowledge that it has developed will allow it identify those developments that can be delivered on a collective basis, and those aspects that will work more effectively at the agency level.  The Health Promotion Coordinators group resourced by the NEHPC will provide the appropriate reference group and sounding board for this exercise.

As a member of NEHPC, La Trobe University's Faculty of Health Sciences should also be closely involved with this exercise.  In particular, consideration should be given to articulating any program with La Trobe's Postgraduate Diploma and Graduate Certificate in Health Promotion and the Masters of Health Science (Coursework).  Community health staff will be far more attracted to professional development where it can contribute to attainment of formally recognised qualifications that will contribute to career opportunities.

Recommendation: That NEHPC undertake the health promotion workforce needs assessment for the north east PCPs and be integrally involved with the provision of workforce development programs.

The PCP requirements include that they adopt one local health priority and develop an integrated program across the PCP.  The NEHPC has already identified common priorities (eg, men's health) and is working on projects of this nature.  NEHPC has also forged links, both through membership of the Centre, and less formally, with statewide agencies, Divisions of General Practice and others.  

Recommendation: That NEHPC continue to support coordinated, integrated health promotion strategies across the north east PCPs and be the vehicle for developing links with other agencies.

The final PCP requirement is to develop a Health Promotion Strategy for the PCPs.  This project has identified that the creation of sound health promotion strategies within single community health services is a complex and sophisticated task.  The recent NEHPC project (Deakin University 1999) that focussed on Municipal Public Health Plans (MPHPs) also found their development to be complex and demanding.  These complexities will be magnified at the PCP level as they will involve multiple agencies and multiple staff teams.

Although NEHPC is, again, in an ideal position to auspice and undertake development of these Strategies, they will be difficult to plan and very hard to implement.  A common finding of the work around MPHPs has been that they have often fallen short of their objectives, especially where these have relied on multiple agencies working together.  In both Local Government and community health, it has been difficult to get teams within agencies to work together, and we expect that these difficulties will multiply in the proposed PCP strategies.

Health Promotion Strategies will need to focus on infrastructure development and team building as a short term priority, with a very tightly focused list of health promotion priorities.  In the first instance, these priorities should probably be as few as two or three to ensure that effort does not become too diluted in the implementation stage.

Recommendation: That NEHPC develop the Health Promotion Strategies for the north east PCPs and that the initial strategies be focussed on capacity building and a small number of health promotion priorities.

Appendix 1: Health promotion infrastructure survey

Agency:

What infrastructure does the agency have to support and deliver health promotion?

Is there a health promotion coordinator/manager/officer

What role do they have?

Is there a health promotion plan?

Is there a planning system used for planning health promotion programs/activities?

How do staff get access to health promotion information and resources?

How is health promotion funded?

How are clients and the community involved in health promotion planning and delivery?

What models of health promotion are used?

What system is used to coordinate the health promotion activities of the service?

What other agencies and organisations does the service work with in health promotion?

Appendix 2: Extract from 1999/2000 Primary Health Program Guidelines

Prevention, Promotion, Training, Research and Development Activities

Health promotion is a key element of the primary health care service system.  In the 1999/2000 Aged, Community and Mental Health purchasing framework, health promotion is encapsulated in the service outputs Prevention and Promotion and Training, Research and Development.  

For Community Health, Sexual Assault, IHSHY, Suicide Prevention, FARREP and Family Planning services, Prevention, Promotion, Training, Research and Development is purchased as the single Activity Health Promotion.  

For Women’s Health Services, Prevention, Promotion, Training, Research and Development is purchased as six health promotion activities, namely:

· Information/Social Marketing, 

· Community Education & Skills Development, 

· Professional Education, 

· Community Organisational and Environmental Development, 

· Screening & Risk Factor Assessment and 

· Research & Development.

The Activity Health Promotion can be defined as comprising these six activities.  

Levels of Prevention, Promotion, Training, Research and Development Activity

Levels of Prevention, Promotion, Training, Research and Development Activities for Primary Health Programs are to be negotiated between regional DHS and Providers.  For Community Health services and Sexual Assault services a minimum of 20% of available resources should be spent on Health Promotion.  It is acknowledged that an element of opportunistic health promotion (health promotion undertaken during a non-health promotion Contact or Session) occurs as part of good practice in the provision of Allied Health, Counselling/Casework and Nursing Activities.  Health promotion is an integral part of quality health care and, as such, service providers should ensure that this type of support is incorporated into their treatment approaches.  

Performance Measures for Prevention, Promotion, Training, Research and Development Activities

Performance measures have been identified for the purposes of monitoring and reporting on health promotion Activity.  The key output measure is:

Number of service hours: This comprises Contact hours, Session hours and hours of Indirect Service.  Indirect Service includes time spent on preparation and follow-up for Contacts and Sessions plus health promotion development work and other indirect service.  

Prevention, Promotion, Training, Research and Development Activities do not always readily translate into numbers of hours of ‘Contacts’ or ‘Sessions’.  If the Activity does not require the presence of a client or clients, service providers should record and report on these specific Activities in terms of Indirect Service hours.  (For example, time spent developing a policy, or writing an article, or doing an interview for a local paper would be recorded as Indirect Service hours.) The Research and Development Activity is one Activity which rarely is performed in the presence of a client and consequently will be measured in Hours only.  

Regions may develop an additional two performance measures for each Activity.  Examples of other possible performance measures are: Number of clients who received services and number of hours of intersectoral collaborative Activity.

Statewide Action Areas for Health Promotion

Action areas, key goals and priority target groups for prevention and health promotion have been identified for Victoria (see Appendix 1).  Agency 1999/2000 plans for services other than Sexual Assault services should reflect efforts to address these statewide priority areas where they are relevant to local needs, in addition to locally determined priorities.  Depending upon an agency’s capacity, it is expected that at least two of the priority areas will be incorporated into an agency’s plan.

These Action Areas do not apply to Sexual Assault services where health promotion is delivered to address the specific issues that arise in relation to sexual assault.

Expectations for Health Promotion Service Providers

Service providers are expected to undertake appropriate needs assessment and analyses, strategically plan services, and deliver effective health promotion Activities based on principles of ‘best practice’.  Collaborations with other agencies and sectors in developing and implementing programs should be undertaken, where appropriate.  

Results from published studies and evaluations should inform health promotion practice and should be used as a springboard for the achievement of ‘best practice’.  Service providers should be encouraged to utilise resources such as Health Promotion Strategies for Community Health Services: An Evidence-Based Planning Framework for Nutrition, Physical Activity and Healthy Weight, April 1998 (prepared for the Public Health Branch by Health Strategies Deakin and the Centre for Development and Innovation in Health), amongst other publications pertaining to evidence-based practice.

Service providers should be encouraged to evaluate their health promotion programs and disseminate the results whenever possible.  Evaluation assists in determining the effectiveness and efficiency of particular strategies and interventions so effort is not wasted in the future and limited resources can be put to best use.  Agencies are encouraged to publish this information on HosNet; those agencies wishing to do so should contact their Regional Office.

Appendix 3: Prevention and Health Promotion Action Areas for Victoria

ACTION AREA
KEY GOALS AND PRIORITY TARGET GROUPS
  DISEASE/DISABILITY OUTCOMES
POLICY BASIS
COMMITTEES

& REF GROUPS

No Smoking
Reduce the proportion of the population who smoke on a regular basis (Young people; People with CVD and chronic respiratory problems)

Lower socio-economic groups particularly blue collar males (via Quit support - National Tobacco Campaign)

Reduce the sale of cigarettes to minors
Cancer (lung, cervical, stomach); Heart Disease; Stroke; Chronic Respiratory
- National Drug Strategy

- Quit Strategy on Youth Smoking

- Victorian Drug Strategy 1993-98

- Support of National Tobacco Campaign

- Turning the Tide strategy

- Dug Education Strategic Plan 1994 -99 Support for Schools 

Victorian Youth & Smoking Strategy



Reduce the exposure of smokers and non-smokers to the harmful substances in tobacco smoke (Babies; and young children; Families; Employees; People using public places)




Physical Activity

Increase the proportion of the population who regularly participate in moderate physical activity (Adolescents; Middle aged; Older people; People facing particular barriers to participation)
Achieving an optimum level of physical activity for good health
Heart disease; Stroke; Overweight and Obesity related diseases; Diabetes; Musculoskeletal Disorders; Cancer (colorectal)

cardiac rehabilitation
Cancer and Heart Agenda Issues Paper;

Framework for Victorian Physical Activity Strategy (forthcoming)
- Physical Activity Strategy Steering Committee

- Physical Activity Strategy Reference Group (PAS) 

- Active for Life Communications Group

- Monitoring and Evaluation Working Group (PAS)

- GP & Allied Health Professionals (PAS)

Healthy Eating
Increase the proportion of the population whose diets include a wide variety of nutritious foods consistent with the Dietary Guidelines for Australians.  (whole population )
Cancer (colorectal, stomach); Heart Disease; Stroke; Diabetes; Osteoporosis; Dental Caries; Nutritional Anaemias; Bowel Disorders
Acting on Australia’s Weight





Prevent further weight gain and eventually reduce proportion of adult population who are overweight and obese while ensuring healthy growth of children



Victorian Food & Nutrition Policy

 Healthy Eating, Healthy Victoria; The Implementation Strategy for the Victorian Food and Nutrition Policy



Responsible Drinking
Reduce proportion of the population drinking alcohol regularly at harmful or hazardous levels
Heart disease; Stroke; Cancer (digestive system, breast); Injury; Mental Health; Gastrointestinal Disease; Liver Disease;

Brain Damage)
Victorian Drug Strategy

National Alcohol Action Plan
- Liquor Licensing Commission

- Coordinating Committee on Control of Liquor Abuse

- Liquor Industry Consultative Council


Reduce the level of injury, ill health and social disruption associated with alcohol consumption




Preventing Injuries
Increase individual and community awareness of major hazards and risk factors which may result in physical injury and of proven protective measures


All kinds of physical injury, resulting in acute/ emergency presentations and longer term impairment or disability injury (including brain damage)
Victorian Taking Injury Prevention Forward Strategy

Taking Injury Prevention Forward Implementation Report
- Victorian Injury Prevention Committee

- Children’s Injury Prevention Working Group

- Victorian SportSafe Program Steering Committee


Increase involvement of schools, health care agencies, workplaces, local government bodies, sporting and recreational bodies in systematic efforts to promote safe behaviours and create safe environments

Victorian Children’s Injury Prevention Action Plan


Reproductive and

Sexual Health


Reduce the incidence of sexually transmitted diseases including HIV/AIDS infection by encouraging and supporting safe sexual behaviours
HIV/AIDS; STDs; Low Birth; Miscarriage; Infertility; Genital Cancers; Postnatal Depression; Maternal 

and Perinatal Morbidity and Mortality
National HIV/AIDS Strategy

Victorian HepC Strategy

National Indigenous People Sexual Health Strategy



Reduce the number of women experiencing adverse antenatal and postpartum outcomes due to lack of knowledge, unhealthy behaviours or inappropriate intervention




Cancer Prevention and Early Detection


Reduce the incidence of skin cancer through individual and environmental sun protection measures

Increase prevention of cancer of the cervix and early detection rates for breast, colorectal and skin cancer through risk assessment and screening (specific target groups for each cancer)
Cancer (breast, cervical, colorectal, skin)
- Cancer & Heart Agenda

- The Victorian Cervical Screening Program 

1995 - 1999

- National Accreditation Standards (BreastScreen) 
- BreastScreen Aust National Advisory Com

- Nat.  Advisory Com to National Cervical Screening Program

- PapScreen Vic Business Plan Advisory Comm

Heart Disease and Stroke Risk Reduction
Reduce the prevalence of unmanaged modifiable risk factors, particularly high cholesterol and blood pressure
Coronary Heart Disease; Other forms of Circulatory Disease; Stroke
National Goals & Targets for Stroke

National Stroke Strategy

Victorian Stroke Strategy (draft)
Victorian Stroke Strategy Taskforce


Improve community capacity for effective emergency response 

to cardiac events and stroke





Optimise recovery from cardiac events and stroke and prevent recurrence through effective rehabilitation and secondary 

prevention

Cardiac Rehabilitation & Secondary Prevention

Guidelines

NH&MRC Guidelines for Prevention of stroke in Clinical Practice


Mental Health


Reduce the incidence of self harm and suicide (especially among young people)

Improve community understanding of and capacity to respond appropriately to serious mental illness

Reduce the incidence of depression and related disorders, particularly in relation to trauma

Improve coping capacity of individuals in relation to stress and major life events and develop environments that support positive 

mental health
Injury; Eating and Diet related disorders; Cancer; Depression and related conditions
National Mental Health Strategy 

Health Australia: Mental Health Promotion


Oral Health


Increase the proportion of children reaching adulthood with 

virtually no tooth decay

Reduce the proportion of adults who have had their teeth extracted


Dental Caries; Edentulism; Gum Disease; Oral Cancer; Injury;

nutritional deficiencies


Future Directions for Dental Health in Victoria

National Oral Health 

Strategy


 

Diabetes

Reduce the risk, onset and complications of diabetes particularly in Aboriginal, Torres Strait Islander and ethnic communities
Physical activity; Nutrition; Stroke
National Diabetes Strategy

Goals and Targets for Diabetes
Victorian Diabetes

Taskforce

Asthma


Reduce the risk, onset and social implications of asthma in the community

Improve the management of asthma in the community
Respiratory related conditions; Nutrition; Allergic Diseases; Physical Activity
National Asthma Strategy Goals & Targets

National Asthma Strategy; Strategies & Implementation
Ministerial Asthma Working party

Appendix 4: Extract from Quality Improvement Council Standards for Health Promotion in Primary Health Care

CONSUMER PRINCIPLE

The client and community’s capacity to protect and promote their health and wellbeing is enhanced through health promotion.  Clients work in partnership with the community/primary health care service in planning, implementing and evaluating health promotion.

SERVICE PRINCIPLE

The community/primary health care service is responsive to identified health issues using health promotion strategies.  This  develops community capacity to protect and promote the community’s health and wellbeing. The community/primary health care service works in partnership with its community of interest and other stakeholders to achieve improved population health.
Key Outcomes:

· Community capacity to protect and promote health and wellbeing is increased

· Health and social outcomes for individuals are improved

· Viable partnerships with key stakeholders are established for the promotion of health and wellbeing

· An infrastructure enhances health promotion practice

· A service culture of working with the community of interest

· Promotes and protects health and wellbeing

STANDARDS

PHC 3.1
An Environment for Health Promotion 

PHC 3.2
Comprehensive Approach to Health Promotion

PHC 3.3
Coordinated Approach to Health Promotion

PHC 3.4
Capacity Building

Optional

PHC 3.5
Resource Production and Merchandising

STANDARD  PHC 3.1
An Environment for Health Promotion

The community/primary health care service provides a supportive environment for health promotion practice.

Indicators
PHC 3.1.1
The service demonstrates a commitment to strategic health promotion and best practice.

PHC 3.1.2
Staff have access to internal and external information, knowledge, advice, equipment and resource materials to support their health promotion work.

PHC 3.1.3
The service has a range of strategies to support staff in their participation in health promotion.

PHC 3.1.4
Health promotion is an integral component of all activities of the service.

PHC 3.1.5
Health promotion philosophy and practice is actively communicated and promoted with the community of interest and other stakeholders.

PHC 3.1.6
The service involves clients in health promotion programs.

PHC 3.1.7
The service seeks funds to support its work in health promotion.

STANDARD PHC 3.2
Comprehensive Approach to Health Promotion


The community/primary health care service promotes the health and wellbeing of its community of interest in a comprehensive way, by using a range of strategies appropriate to the health issues being addressed.

Indicators

PHC 3.2.1
The service is involved in a diverse range of health promotion strategies for action that are based on recognised international health promotion models.

PHC 3.2.2
Interactive learning strategies that acknowledge and value participants’ experience are used when conducting health promotion activities.

PHC 3.2.3
The service advocates for individuals and communities to overcome barriers to health.

PHC 3.2.4
The service’s health promotion programs seek to modify behaviour and environments through a range of strategies.

PHC 3.2.5
Evidence based health promotion strategies implemented are appropriate to the health issue identified and the target group.

PHC 3.2.6
Sustainable health promotion programs are developed and implemented.

STANDARD PHC 3.3
Coordinated Approach to Health Promotion

The community/primary health care service contributes to the development and coordination of effective health promotion.

Indicators
PHC 3.3.1
The service obtains relevant information from a range of sources that is used to develop and inform planning.

PHC 3.3.2
The service has a system to coordinate health promotion programs within the service.

PHC 3.3.3
The service works in partnership with other organisations to coordinate broader health promotion initiatives with the community of interest.

PHC 3.3.4
The service supports staff working in an intersectoral and interagency manner.

PHC 3.3.5
A clear relationship exists  between the health promotion programs and their contributions to improved health and social outcomes.

PHC 3.3.6
The service contributes information about health promotion to appropriate agencies who collect, analyse and disseminate health promotion information to the wider community and relevant stakeholders.

Cross Reference: 
2.1 Planning

2.2 Evaluation

2.5 Information Management

In Australian Health and Community Service Standards: Health and Community Services Core Module.

Appendix 5: Example health promotion policy

Policy statement

Xyz Community Health Service recognises that the pre-requisites for health are peace, shelter, education, social security, social relations, food, adequate income, a stable eco-system, sustainable resource use, social justice, respect for human rights, and equity. Xyz Community Health Service is committed to the creation of a healthy community in the City of Xyz and will actively participate in collaboration with other organisations and the community to this end. 

In undertaking health promotion work, the Service will adopt the following principles:

· Provision of a supportive environment for health promotion practice.

· Incorporation of a comprehensive approach to health promotion based on the five strategies set out in the Ottawa Charter for Health Promotion.

· Responsiveness to health issues identified by the community and other stakeholders.

· Participation by the community and consumer groups in planning, implementing and evaluating health promotion.

Definition

The first International Conference on Health Promotion convened by the World Health Organisation in Ottawa, Canada in 1986, defined health promotion as:

The process of enabling people to increase control over, and to improve, their health. To reach a state of complete physical, mental and social well​being, an individual or group must be able to identify and realise aspirations, to satisfy needs, and to change or cope with the environment. Health is, therefore, seen as a resource for every day life, not the object of living. Health is a positive concept emphasising social and personal resources, as well as physical capacities. Therefore health promotion is not just the responsibility of the health sector, but goes beyond healthy life‑style to well‑being.

The Charter listed five main strategies for promoting health:

1. Promoting healthy public policy

2. Strengthening community action

3. Developing personal skills

4. Creating supportive environments

5. Reorienting health systems.

Implementation

Xyz CHS will implement this health promotion policy through the following mechanisms:

· Adoption of health promotion as a key focus in Strategic, Corporate and Team planning.

· Establishment of a Health Promotion Task Force answerable to the Board.

· Appointment of a Health Promotion Coordinator.

· Development and adoption of planning and evaluation procedures for health promotion.

· Allocation of staff time, subject to funding requirements, to health promotion activities.

· Annual review of organisation-wide health promotion priorities.

· Collaboration with City of Xyz, Divisions of General Practice, non-Government organisations, community and consumer groups and members of the public in the planning, implementation and evaluation of health promotion.

· Membership of and active participation in the North East Health Promotion Centre.

Review

This policy will be reviewed annually.

Appendix 6: Example Health Promotion Committee terms of reference

The Committee has been formed by the Xyz CHS to plan and support the health promotion activity of the Service. The Committee's actions will be guided by the Health Promotion Policy endorsed by the Board.  The members of the Committee will be nominated by and shall include staff from each of the Service’s work teams.

The Committee's terms of reference are to:

· develop and recommend to the Board a triennial Health Promotion Plan;

· guide and monitor the implementation of the Health Promotion Plan;

· recommend to the Board agency wide health promotion priorities;

· ensure a coordinated team approach to health promotion activities;

· ensure common procedures and documentation for handling health promotion initiatives;

· approve health promotion proposals from staff and teams;

· review progress, at least annually, of all health promotion projects and activities based on evaluation reports from staff;

· provide advice and support to the Health Promotion Coordinator regarding: expenditure of the health promotion budget, external sources of funding, continuing education and responding to external requests for health promotion work; and

· provide advice to the Board on health promotion issues and respond to relevant Board recommendations and initiatives.

The Health Promotion Committee's operating arrangements will be:

· to meet at least bi-monthly;

· that agendas and notice of meeting will be circulated to members 7 days prior to meeting;

· be chaired by the Community Health Team Leader; 

· receive reports from the HPC; and

· receive and review proposals for health promotion projects and evaluations of completed projects.

Appendix 7: Example health promotion feedback form

This form is part of Xyz CHS’s quality assurance system for health promotion.  Forms should be completed at the completion of discrete health promotion activities or projects or an annual basis where a health promotion program is continuing.

Project/program title:

Responsible staff person:

Date of completion of form:

Aim of the activity:

Objectives of the activity:

Description of strategies used:

Resources: (include staff time, expenses, and fees)

Impact (describe the impact of the project compared with the objectives):

Consumer feedback:

Recommendations (should activity continue/occur again, how could it be done better?

Abbreviations

BCHS
Banyule Community Health Service

CHS
Community Health Service

CDIH
Centre for Development and Innovation in Health

DCHS
Darebin Community Health Service

DGP
Division of General Practice

DHS
Victorian Department of Human Services

ECHC
Eltham Community Health Centre

HPC
Health Promotion Coordinator

LGA
Local Government Area

MPHP
Municipal Public Health Plan

NECHA
North East Community Health Alliance

NEHPC
North East Health Promotion Centre

NHMRC
National Health and Medical Research Council

PCP
Primary Care Partnership

PHACS
Primary Health and Community Services

PVCHS
Plenty Valley Community Health Service

WHO
World Health Organisation
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� Trevor Budge is an experienced planning consultant and a Director of TBA Planners Pty Ltd. Trevor is a geographer-planner who has worked in urban, regional, statutory and strategic planning since 1975, in Bendigo, Melbourne and Tasmania. He has undertaken studies throughout rural and regional Australia with a particular focus on Victoria and Tasmania.


� The list in paragraph 1 is adapted from the communiqué from the WHO Health Promotion Conference in Jakarta (1998); the principles in paragraph 3 have been adapted from the most recent Australian Health and Community Service Standards (see Appendix4).
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