





Macpherson Smith Nursing Home
following review by the Aged Care Standards and Accreditation Agency, achieved
compliance rating in all 44 Standards and accredited for maximum period of 3 years

achieved full Cunnpnanve wnowiny pernoar survey by the
Australian Council on Healthcare Standards
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compared to State average of 72

of hospitar mpauers, s,uvas were treated

this is a 7% increase on the previous record total of 2,887 achieved in2000/2001
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and achieved a trading surplus of $30,000
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Dr. R.N. Castle Operaung Theatre Suite and
Tattersalls Emergency Department commissioned

awarded as HQIL VT Fluiar t r=alth Week
Volunteer of the Year for the Grampians Region
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On behalf of the Board of Governance, it is our
pleasure to once again present the combined
Quality of Care/Annual Report for the year
ended June 30, 2004.

The focus of this new reporting format is not
only on statistics and financial results, but also
on issues that are important to consumers of
our services.

The activity at the Stawell Hospital and
Macpherson Smith Nursing Home significantly
increased compared to the previous year. The
primary reason for this was the commissioning
of 35 hospital beds and addition of 5 nursing
home beds which were finalised late in the
previous financial year.

The result was:

- Stawell Hospital treated 3,093 patients, an
increase of 22% or 570 patients compared to
the previous year;

- Bed days at the Macpherson Smith Nursing
Home totalled 12,729 an increase of 13%
compared to the previous year; and

- Occasions of service for all non-admitted
patients totalled over 23,600, an increase of
14% compared to the previous year.

The single biggest increase in hospital activity
was associated with  chemotherapy
treatments provided in the John Bowen
Oncology Unit. A total of 685 treatments were
provided compared to 220 the previous year.
The service is extremely grateful to Dr. George
Kannourakis for providing this service and for
the dedication of the specialist staff, based at
this health service including - Nurses,

General Practitioners and Pharmacist. An
important observation with this programme is
that 30% of the treatments provided were for
people that did not live in Stawell or district.

The Board committed a significant amount of
their time to monitoring the financial
projections. The financial year was
particularly demanding given the operating
deficit of the prior year, significant increases in
costs and activity and the need to ensure
capital expenditure associated with the
building redevelopments remained within
budget. The Board is delighted to report a
trading surplus of $30,000 for the vyear,
compared to a trading deficit of $273,000 in
the previous year.

The Board is delighted with the progress and
results to date of the Stawell Hospital
redevelopment which commenced in May
2002 and is scheduled for completion in
November 2004, The Dr. R.N. Castle
Operating Theatre was commissioned in May
2004 and all clinicians who operate in the new
theatre have been consistent in their praise of
the new facilities.

The Tattersalls Emergency Department was
commissioned in February 2004 and the
balance of the $7.8m capital project will be
completed in November 2004 with the
commissioning of the Alex Pickering Imaging
Department, Medical Records and Front
Office Reception area. We are certain, all
involved, look forward to the projects
conclusion after 2.5 years of construction and
disruption to normal workflows. However the
final resutt will provide significant benefits to
both patients and staff of this health service
well into the future.



The Board undertook an extensive review of

its strategic directions which included a

pianning workshop attended by thirty {30)

persons including Clinicians, Staff and Board

Members in March 2004. The outcome of

this comprehensive process was a strategic

plan that identified seven key strategic

directions for the health service:

* Services

* Workforce

* Partnerships with other providers of health
services

¢ Financial Management

* Risk Management

* Capital Planning

* Data and Information

The Board, in consultation with the Regional
Office of the Department of Human Services,
is expecting to finalise the three (3) year
strategic plan shortly.

The Board places a high priority on the
organisation having effective partnerships
with other health care providers in the
district. With barriers minimized, consumers
can more easily access treatment and
ensure continuing care from multiple
providers in the health care system. A
sample of these important partnerships is
the : Grampians Health Alliance (Alliance
with East Grampians Health Service, Ararat);
Stawell Health Forum; Central Grampians
Primary Care Partnership; Post Acute Care
and Grampians Health Information and
Communications  Technology  Alliance
{GICHTA).

During 2003/2004 Stawell Regional Health
received in excess of $395,000 in donations,
bequests and from special fundraising
projecis; $340,000 of this amount being from
pledges to the capital building appeal which
has a pledge total of $1.3m.

We particularly wish to acknowledge the
crganizations auxiliaries - Stawell Hospital

Ladies Auxiliary and the Y-Zetts for their
sustained efforts and support of the Health
Service, and Mrs. Meg Blake for co-
ordinating all fundraising activities.

To all the committed and generous
individuals and groups, the Board and staff
of Stawell Regional Health extend their
sincere thanks for their support which allows
this health service to provide the highest
possible standards of health care.

We acknowledge the dedicated medical staff
who have continued to maintain high quality
medical services to this community. During
the year we welcomed the following Doctors
- Dr. Oliver Haisken, Dr. Leonard Gankin and
his wife Dr. Yulya Gorovy, Dr. Choon and Dr.
Meg Shannon. We were most disappointed
to farewell Dr. Henry Plange and Dr. Natasha
Kustura both of whom had been highly
regarded members of our community for a
number of years.

We wish to particularly thank the eighteen
{18) specialists who regularly visit our
community to both consult and operate in
our theatres. These visiting specialists
provide an invaluable service and minimize
the need for patients having to travel.

In 2003 Dr. Andrew Cunningham was not re-
appointed to the Board, having been first
appointed on the Board in 1990. The Board
expressed its disappointment to Minister
Pike about the State government's decision
not to appoint Doctors to their local
hospital's Boards, however the State
government has not altered its position. The
Board thanks Dr. Cunningham for his
services as a Board Member and we are
delighted that he continues to participate in
Board discussions as a co-opted member.

Membership of the Board of Governance is
on an honorary basis and the current nine {9)
members all make considerable time
commitment to undertake their corporate
responsibilities and in addition, represent


















This region has historically been under
serviced in the area of allied health owing to
difficulty in recruitment and retention of allied
health practitioners.

This project sought to trial a model of
mentoring and professional support with a
larger health organisation with the goal of
meeting individual therapists' needs. Those
needs were professional support, skill
acquisition and development of specialty
areas of interest. This project was initially
funded by the Department of Human Services.

It was necessary that the model developed
could be widely utilised throughout the
different specialties of allied health and that it
was applicable in a rural setting.

The model utilises the development of a
successful collaborative relationship with the
Allied Health Departments of Ballarat Health
Services, and incorporates:

mentoring
appropriate

* Development of formal
relationships  with the
departments.

« Formal structure of allocated education days

with clear terms of reference.

The model was first applied to the recruitment
of a speech pathologist late in 2002. SRH had
experienced two previously unsuccessful
recruitment drives. This model was
instrumental in the successful recruitment of
an honours graduate from a field of impressive
applicants,

in the 18 months of the project, there have
been 5 participants in the program. Three
therapists have been successfully recruited to
SRH, and there have been significant impacts
on retention and job satisfaction.

LT S S U GHYuUID Ul una pruyidin were as
follows:

-The solid open working relationship
developed with Ballarat Health Services

- The design of the project, including the clear
terms of reference

- The emphasis placed on setting and
obtaining objectives for the therapists

- The emphasis placed on actual skill
acquisition as well as theoretical knowledge

- The flexibility provided by the Department of
Human Services (DHS), who permitted us to
alter the model during the project to meet the
changing needs of our therapists

- The availability of accommodation and travel
support - new graduates are often
economically challenged.

Here were several cnanenges encountered in
conducting the program:

inere was significant difficulty with work
coverage on occasions, especially in the sole
departments and in physiotherapy, which had
been chronically short-staffed.

This had several impacts - it resulted in
mentees reluctant to take mentoring leave as
it could impact negatively on either their own
workload or the workload of their colleagues.

Allled Health/Primary Care at SRH is largely
funded through the Primary Health sector of
the DHS. The client care contact targets for
Primary Care are difficult to meet when a large
amount of time is spent out of the
organisation. This then could negatively
impact on organisational funding at the end of
the financial year.



1tus piujeut nas ween cXtremely interesting
and enjoyable to manage, but has also been
extremely expensive in terms of time required
to establish and monitor the project.

NISANTI ICHLG icollted in a COUp'E of design
flaws in the questionnaires, which resulted in
some information not being recorded, and an
inadequate measure of Job Satisfaction.

Job satisfaction itself was not measured,
although we did measure "Impact on Job
Satisfaction”.

Al GANGIIUTU ¥ 913011 W L H.u,ect has been
funded by the DHS for the 2004-2005 financial
year. We are investigating the use of proper
measures of Job Satisfaction for the new
project.

e were 1w e weees J8 1O the high positive
impact this project has had on therapist
recruitment, there are some gquestions
regarding the project's impact on the retention
of therapists.

When the originai supmission was written, our
older and more experienced staff displayed no
interest in the mentoring process. The general
feeling was that it was not required - the
minimum period of time since graduation
being at least 13 years.

The enthusiasm of the younger staff involved
in the process has engaged their attention,
and there has been a significant development
of interest.

Expansion of the project in 2004-2005
includes these senior staff in a limited fashion
- 2 days of & hours each.

o pievivuary nentioned, a second project
has been funded for 2004-2005 that will further
increase our body of knowledge. SRH strongly
supports this project, and is committed to its'
ongoing sustainability.

Approaches will be made to philanthropic
organisations to continue funding following
closure of the project in 2005.

SHH nas Ttouna wus project to be highly
beneficial in assisting in the recruitment and
retention of allied health practitioners, with
positive impacts on job satisfaction and
development of skills.

Whilst there is a highly successful
"Mentorlink" Programme currently funded for
allied health practitioners, we strongly believe
the success of our programme is in a large
part due to the hands-on nature of the
programme with face-to-face contact and
support, clear terms of reference, with an
emphasis on skill development and
acquisition of knowledge.

Overall, ali therapists involved in the program
found it to be significantly beneficial, with
significant positive effects on their job
satisfaction. All found most processes and
arrangements at least highly satisfactory.

Health Minister Branwyn Pike with
Stawell Regional Health staff, Liz
McCourt, Michael Delahunty, Amber
Roberts and Board of Governance
President Howard Cooper, following
launch of pilot programme to recruit
health professionals



"Quality is
nsistently mee.
the negotiatec
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1 a cost effecti

manner."

» Stawell Regional Health (SRH) has an
ongoing commitment to improving the
quality of its services.

* We do this through our Quality Improvement
Programme and maintaining Accreditation
through The Australian Council on Health
Care Standards (ACHS), the Commonwealth
Aged Care Accreditation Standards and
Home and Community Care (HACC)
Accreditation.

1HIe DUaly UL auvel ialiue 1 iespunsinle for
the quality of care and services, however
commitment to this programme infiltrates all
levels of the organisation, from the Board
and Chief Executive, to all staff members.

Responsibility for the direction of the Quality
Improvement Programme is vested in the
Quality Improvement Committee (QIC).

The Committee coordinates, reviews and
gives direction to the organisation's Quality
Improvement Programme. This committee
is a multidisciplinary committee comprising
Board Members, Allied Health, Nursing,
Medical Practitioners and Chief Executive.
The Infection Control Practitioner and
Director of Pharmacy have also accepted
committee membership in the last financial
year.

* The QIC receives reports on audits, quality
studies undertaken, complaints, incidents,
clinical indicators, sentinel events, risk
management, ethical issues, occupational
health and safety, infection control and the
effectiveness of the Quality Improvement
Programme.

from Accreditation
Surveys, consumer feedback, external
reviews of the services,
benchmarking/comparing results with other
health facilities and information from the
Department of Human Services also
provides suggestions for improvement.

Recommendations

Twenty six departments submitted Quality
Activity Plans for 2004. This includes the
Acute Hospital and Nursing Home, Infection
Control and Occupational Health and Safety
Management Plans.

In March our facility was involved in our
second review as part of our current four
year accreditation cycle through the ACHS.
The Periodic Review looked at nineteen
mandatory criteria across five designated
functions. The functions were Continuum of
Care, Leadership and Management, Human
Resources Management, Information
Management and Safe Practice and
Environment.

Our acute facility needed to achieve a 'Some
Achievement' (SA) rating for each of the
nineteen mandatory criteria to maintain our
current accreditation status. Ratings move
upward from Little Achievement (LA), to
Some Achievement (SA), Moderate
Achievement (MR), Extensive Achievement
(EA), and Outstanding Achievement (QA).
The latter being the highest. Fifteen of the
19 criterion achieved an MA rating and two
criterion achieved SA ratings.



To our delight two remaining criteria achieved
EA ratings.

* The two criterion that achieved an EA rating

were:- "The organisation develops a
continuous quality improvement system to
demonstrate its commitment to improving
performance and care delivery" and "The
Waste Management System supports safe
practice and a safe environment."

* We received four recommendations as a
result of the Periodic Review, none of which
were classified as high priority. We are
currently working on our Self Assessment
submission which the Australian Council on
HealthCare Standards is due to receive by
late March 2005. Our Accreditation Status
is maintained until our next Organisational
Wide Survey (OWS) which is to be in March
2006. At that survey we are aiming for a
number of EA ratings. This means we will
need to benchmark results in certain criteria
against other organisations. We are working
towards this challenge!

Measure (0-100 Scale)

Overall Care Index

Accessand £ ssion Index
General Patic  formation Index

Treatment and Related Information Index

Complaints Management Index

Physical E aom  pdex
Discharge ana Follow up

lex

SRH underwent a HACC National Standards
Instrument and Agency Assessment, during
September last year. Award status achieved
was rated as good with seven
recommendations. These are currently being
implemented.

Our continued involvement in the Victorian
Patient Satisfaction Monitor over the past
three years indicates we have maintained or
improved results against the Overall Care
Index and six other indicator scores. Ninety
five public hospitals across Victoria are
involved with data collection for the monitor.

The VPSM has been extended, at this stage
until September this year. We encourage all
patients to be part of this worthwhile survey.

Current Wave
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TG VIIUYy  Ivisuieai Officers (VMO) thrOUgh
the hospital Quality Improvement Programme,
continue to assess and report on ACHS
Clinical Indicator Data.

An indicator is a measure of the management
or outcome of care. Itis an objective measure
of either the process or outcome in
quantitative terms.

Indicators are not exact standards, rather they
are designed to be flags, which, through the
collection and analysis of data, can alert to
possible problems and/or opportunities for
improvement. These areas can be further
investigated within an organisations quality
improvement programme. They are therefore,
measurement tools to assist in assessing
whether or not a standard in patient care is
being met. The ACHS indicators provide
evidence of various aspects of care.

Stawell Regional Health collects information
for the following indicator areas:

» Events that happen in the recovery period
after an operation or procedure that require
intervention. ie. core body temperature of
less than 35 degrees Celsius and severe pain

¢ Readmissions of the same patient within a
twenty-eight (28) day period.

= Acute Myocardial Infarction (heart attack)
appropriate thrombolytic therapy (clot
smasher) within one hour of presentation to
the hospital

e Interventions for Acute Asthma (aduit and
paediatric)

» Diagnosis of a stroke, investigation with CAT
scan

* Failure of patent to arrive

* Cancellation of procedure after patients
arrival

» Unplanned return of the patient to the
operating room

e Unplanned overnight admission
patient

of the

« Laparuscopy/Cholecystectomy - review of
bile duct injury requiring intervention

- neview ul unexpeciea riiH o patient
telephone calls to hospital in the home
service

» Unscheduled staff callouts to HITH patients

* Unplanned readmission to the hospital by
patients in the HITH programme

Doctors review a number of the Indicator
areas. Recommendations are made to
improve patient care and these are reported to
the monthly VMO committee meetings.

These recommendations and ACHS Clinical
Indicator comparative rates (comparing SRH
with a nationwide threshold) are reported to
the Quality !mprovement Committee on a
regular basis.

Ine .Maternity Services Indicator Hrogram
aims to improve public hospitals ability to
compare their performance over a range of
maternal and perinatal outcomes.

Implementing the indicators is expected to:

* Enable comparison about performance,

* Promote discussion within and between
hospitals about performance against the
indicators,

* Promote discussion about what level of
performance should be achieved in a given
area and



» Promote discussion and shared learning
about how to improve the quality of
maternity care generally.

Stawell Regional Health has been involved in
collecting these indicators for nearly two and
a half years, as part of the Department of
Human Services (DHS) Quality Framework for
Victoria.

As part of the process and to look at SRH's
(Caesarean Birth rate in first time mothers, an
independent review was undertaken by Dr
Jeremy QOates, Director of Obstetric Services
(Royal Women's Hospital) and Joan O'Neill
from the DHS. The report from this review was
received June 2004. Some recommendations
regarding documentation and policy review
were received. The report indicated ".....that
obstetric care provision is consistent with the
parameters of best practice.”

The report and recommendations were
discussed by Midwives at their July meeting
this year.

= Al CIEGUVE  IdULIdIYE wullllinuse  wdS
established at Stawell Regional Health (SRH)
in 1999. Apart from many other functions,
the committee regularly reviews monthly key
performance indicators (KPl's) for Effective
Discharge. The indicators originated and
were implemented after two State Wide
Audits and a further period of trialling of the
KPI's. These initiatives were state funded
through the Victorian Effective Discharge
Strategy.

» SRH continues to audit Patient Medical
Records on a monthly basis to collect,
collate and examine documentation to
measure these four Key Pl's.

These indicators are:-
KPIL.1} Risk Screening Tool Comparisons,
KPi.2) Commencement of a Discharge Plan,
KP!.3) Timely Notification of Community
Providers and
KPI.4) Provision of Timely and Informative
Discharge Summary.

* against each other, and we also benchmark
our results with nine other health services
across the region. Over the last year (July
2003-June 2004), our internal monthly
comparisons show:-

KPi.1 - has scored between 80-100%
compliance

KPlL.2 - has scored between 60-90%
compliance

KPl.3 - has scored between 50-100%
compliance and,

KPl.4 - has scored between 90-100%
compliance.

» Comparisons Regionally show:-

KPL.1 is consistently high,

KPI.2 is third lowest (fairly regulariy)

KPL3 ranks highly over past 10 months
(100%)

KPI.4 ranks highly consistently between 90-
100%

= |nternal audits on all docurmentation required
for a medical admission has occurred. All
forms have been redesigned, ftrialled and
formally printed in an effort to make the
documentation more user friendly for nursing
staff, and to allow us to capture the
information to support the KPI's.

» Since the documentation has been formally
printed, anecdotal evidence suggests there
has been an improvement in recording
information in most areas. An area where
we still need to improve is to consistently
document a date to indicate that
commencement of a Discharge Plan has
occurred. (Pl 2}.



Risk management is a systematic approach to
eliminate or minimise risk, or to reduce the
impact of an adverse event.

Stawell Regional Health (SRH) initiated a risk
management program, commencing in 2002
with risk management experts Hawcroft Miller
Swan Consultants Pty Ltd., to analyse risks
across all areas.

Puring the development phase SRH also
worked closely with the Victorian Managed
Insurance Authority (VMIA), and in 2003 VMIA
agreed to provide funding to SRH to assist in
the implementation phase of the project.

In 2004 as part of the implementation phase a
Risk Management

Committee was formed

to develop and monitor

risk management

strategies; a Risk
Management

Coordinator was

appointed; and Dr Chris

Jackson, Consulting

Anaesthetist, was

invoived in the review of

clinical risks.
The committee

comprises a Board

Member, Medical

Practitioner, Nurse, the

Director of Clinical

Services, Pharmacist and Chief Executive,
and is responsible to the Board of Governance
for overseeing the organisations risk
management programme.

Through the initial process over 250 risks were
identified organisation wide, these risks were
ranked as high, moderate or low. None of the
organisations risks were found to be extreme.
However, fifty of these risks were rated as
high, and the Risk Management Committee
has decided

to prioritise the clinical risks, of which there
are nine, for immediate action.

The clinical high risks currently under review

for minimisation or elimination are:

s Medical continuity of care

* Deep vein thrombosis(DVT) prevention

* Reporting of pathology results

» Obstetric patient selection

e Drug error

» Swallowing difficulties

* Vertebral artery
manipulation)

» Equipment sterilization process

* { ack of warning of patient arrival in A&E
resulting in delay of treatment

assessment  (neck

UU\{UUIIEIUI UUIIIHIOJJIUII LAGVIWLG W LAY

prevention

Next year will see the remaining high risks
acted on, with the moderate and low risks
scheduled for review after this. The hospital's
risk management strategy is a pro-active,
ongoing process that will ensure both clinical
and non-clinical areas are reviewed regularly
with identified risks actioned.



The Infection Control Program at Stawell
Regional Health is an integral part of providing
best practice health care services to our
community. The program is overseen by a
multi-disciplinary Infection Control
Committee, which includes Medical Officers,
Nursing and Allied Health representatives.
This committee reports to the Quality
Improvement Committee. The Infection
Control Practitioner is also a member of the
hospital Quality Improvement Committee.

The aim of the Infection Control Program is to
minimise the risk of acquiring or introducing
an infection related to hospitalisation.

This is achieved by:
= [dentification, monitoring and analysis of
hospital acquired infections

* Incorporating evidenced based research and
implementing government standards which
form the basis of policies and procedures.

e Ongoing education sessions by internal and
external specialists

* Annual compulsory Infection Control
Challenge Exam for all Registered Nurses

s Communication of new policies,
findings/recommendations and current
issues via newsletters, adverse occurrence
reports and reporting to other committees.

s Monitoring bacterial counts during building
projects.

Stawell Regional Health has two qualified
Infection Control Practitioners. Four Liaison
Nurses are based in the wards and clinical
departments. SRH also has an affiliation with
an Infectious Diseases Physician.

Continuous surveillance is conducted on:
- Surgical site infections

- Urinary tract infections

- Respiratory tract infections

18

- Bacteraemia (an infection in the blood}

- Cleaning standards

- Environmental testing

~ Food safety

- Antibiotic usage and resistance

- Waste management

- Legionella

- Staff health and immunisation

- Critical incidents and infectious diseases
notification, and

- Compliance with Australian Standards and
best practice

Stawell Regional Health benchmarks with the
Grampians Region Infection Control Group,
including a Risk Management Program which
is used to assess compliance with relevant
standards.

From June 1st 2004 SRH has participated in
the Department of Human Services, Victorian
Hospital Acqguired I[nfection Surveillance
System that will benchmark with other
regional Victorian hospitals.
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Committee was conducted in April 2003. The
recommendations were;

s Staff and consumer satisfaction with the
Infection Control Program be pericdically
reviewed.

* A staff satisfaction survey was conducted
in June 2003. 92% of staff were aware of
changes to policies/procedures through
newsletters or memo's.

» Of the staff members who stated that they
had made suggestions about improving
Infection Control processes, 100% of those
staff members stated that their suggestions
had been valued and investigated.

* An appropriate, formalised system of
feedback to all levels of staff be
established.

* A formal feedback system has been
developed. The feedback system includes
minutes from committee meetings being
discussed at ward/department meetings,
intra departmental memos, changes in
policies and procedures and bi monthly
newsletters.

¢ The Infection Control Theatre Committee
(ICTC) Agenda be more tightly structured to
facilitate the business of the committee.

* The Infection Control Committee agenda
reflects the core responsibilities of the
committee and is prepared by an
Administration support person.

This audit is being repeated in June 2004.

INe IMHeCUUn LOnugl wianenyge exam is
based on the Infection Control Policy Manual
and is conducted annually. The results form
the basis for the development of the initial
Infection Control Education Program. In
2004, the challenge exam became
compulsory for all registered nurses. The
mean score over the past three years has
increased from 76% in 2002 to 90% in 2004,
an improvement of 14% during the time
period.

0 2002 mean score 76%

0 2003 mean score 87%

o 2004 mean score 90%

The following graph indicates the mean
score from 2002 until 2003.
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The increased knowledge base on infection

control issues, can be contributed to the:-

» introduction of bimonthly news letters,
information pamphlets distributed to staff,
patients and visitors

*» memos notifying staff of changes to
policies and procedures

+ education sessions by internal and external
consultants and

» the orientation program that all new staff
members attend.





















Falls are a major cause of injury in our
community. Fortunately, many falls are
preventable. In the 2003/2004 financial year,
Stawell Regional Health implemented a
comprehensive Falls Prevention Program on
the Acute Ward and in the Nursing Home.
Whilst initial funding was provided for the
establishment of the program, Stawell
Regional Health has incorporated the falls
prevention activities into our core business
to enable us to provide Best Practice in this
area.

The program includes the following:-

¢ Systematic monitoring of falls to determine
how, when and where most falls in the
Acute Ward and the Nursing Home occur.

e Education of all hospital staff that falls are
not an inevitabie part of ageing, but are
preventable.

* Automatic screening of all new inpatients
and residents for Falls Risk.

» Automatic referrai to the Muiti-disciplinary
Allied Health Team for assessment - ie
Physiotherapist, Podiatrist, Dietitian,
Occupational Therapist and Pharmacist.

* Provision of a "Falis Kit" to patients at high
risk of falls. This kit includes a pair of hip
protectors and a pair of non-slip socks for
use on the ward and at home following
discharge, and educational material for
both the patients and their carers.

e Referral on to the specialised Falls
Prevention Clinic at Stawell Regional
Health

* Development of individual falls

management
residents:-

pians for patients and

28

This can include:

* Exercises for balance and

flexibility

strength,

* Changes to footwear
* Changes to diet

» Evaluation of the patient's home regarding
environmental hazards (e.g. steps, outside
toilet)

* A medication review

* Provision of specialized equipment such as
hip proteciors

» Environmental audits of the Acute Ward
and the Nursing Home by the Occupational
Therapist and Safety Officer to identify and
improve any hazards, such as appropriate
seating and enough colour contrast
between floors and walls.

Since the commencement of the programme
in January 2003, there has been a noticeable
decline in the Nursing Home falls related
injuries by 7.9%, even though the reporting
number has increased by 2.2%.

Falls results are biased as a significant
proportion of the occurrences are attributed
to at least two residents; (who experience
numerous falls/sit downs/found on fioor as a
consequence of their medical, physical and
psychiatric condition).

The Acute area of the hospital has exhibited
a 3.4% increase in reporting of falls in line
with education in this area. There has been
an 11% increase in falls related injuries.

A detailed analysis of the data related to
these falls is currently underway. Preliminary
evidence indicates an increase in falls related
admissions.









Most of the health professionals involved in
the Gait and Balance Program (G&BP) have
altered their assessment criteria since the
first clinic in April 2003. This has been
directed by new research being done in the
area of falls prevention, and clinical
experience gained by participating in the
clinic.

A variety of interventions have been

recomrended following the assessments:

* Exercises (home-based exercises, Weights
On Wheels, or G&BP exercise class)

* Vestibular rehabilitation

* Physiotherapy treatment

* Home Assessments with modifications

e Changes in foot wear

s Orthotics

* Podiatry treatment

e Changes in medication

* Changes in dietary habits

* Dietetics treatment

« Referral on to Physician, Dr Michae! Giles

The main problems identified so far have
been related to patient compliance with the
recommendations made.

Telephone interviews are conducted
approximately one month after the client's
initial assessment at the G&BP to determine
the effectiveness of the interventions, patient
compliance, whether the patient has had any
falls (and resultant injuries} since the
assessment, and to check on any adverse
effects from the initial session. This follow up
interview provides the basis for determining
whether that person requires a review

appointment, and how soon that
appointment should be scheduled.
Results from the telephone interview

conducted at least one month post initial
clinic indicate:

r

An exercise class was commenced March
2004 1o address decreased strength,
flexibility, and balance in patients considered
at high risk of falls. The class is run as a 10
week course for people who have been
assessed at the G&BP, with reassessment of
objective measures taken at the Program (eg.
timed up and go test, step test, 10m walk,
and balance tests). The numbers in the class
are limited according to the level of
assistance or supervision required by the
participants. The first group was limited to
three participants. Of these three, two people
recorded improved objective measurements
after the course of exercises, and one had
deteriorated in that time.

Planned improvements for the Gait and
Balance Program include the purchase of a
video camera to allow more detailed gait
analysis, and an opportunity for direct
comparison of gait patterns at review
appointments. This may improve patient
compliance as the patient can be provided
direct visual feedback of any areas of
concern - gait deficits or abnormalities - and
have explanations and education provided.

Feedback from a recent survey is positive,
and results indicate that most of the survey
respondents have changed some aspect of
their environment or lifestyle since attending
the Gait and Balance Programme.









in 2002, foliowing community consultations
and development of a programme proposal,
Stawell Regional Health, Northern
Grampians Shire Council, Grampians
Community Health Centre and Budja Budja
Co-Operative, were successful in receiving
funding from the Commonwealth
Government for three years to deveiop health
services for smaller rural comrmunities. The
"Strengthening Rural Communities"
Programme specifically identified Marnoo,
Landsborough, Navarre, Great Western,
Halls Gap and Glenorchy as key target
communities.

The key objectives of the programme are:

* To improve the health and wellbeing of rural
people

* I[mprove access to guality primary health
care

¢ Assist in the recruitment and retention of
health professionals in rural areas

* Enable flexible service delivery

* Assist service viability

During the past two years, the programme
has progressively developed and now
provides a broad range of services to the
outlying communities. The services include:

* Family & Relationship Counselling
 Community Health Nursing

* Physiotherapy

* Podiatry

* Speech Pathology

* Diabetes Education

* Dietetics

» Occupational Therapy

Services are delivered from a variety of sites,
depending on the community. Budja Budja
Co-Operative in Halls Gap have provided
their venue for the benefit of all members of
the community.

Local halls, recreation reserves, post offices
and homes are utilised in the communities of
Gienorchy, Marnoo, lLandsborough and
Navarre.

Regular Health Promotion events
incorporating guest speakers and free health
checks are conducted by the outreach team.
These events are often held in the local hotel
to capture the wider audience that may not
attend specific services.

There is strong evidence gathered through
surveys that the people in these communities
are accessing Primary Health Care services
which they would have foregone prior to a
local service being available. In many cases,
contact with health care professionals at the
outreach sites has been the first time many
have accessed services - even commonly
accepted services such as physiotherapy.

The team have identified people with
significant, and in some cases, urgent heaith
conditions that reguired prompt medical
attention. In many cases, these people had
not interacted with any health professionals
for some time, and their conditions may have
gone undetected with disastrous results.






The Day Procedure Unit (DPU) continues to
function at a high level of activity with an
increase of approximately 500 day only
admissions compared to the previous
financial year.

Patients continue to exhibit a high level of
satisfaction with the unit as demonstrated in
customer satisfaction results.

Customer Satisfaction Surveys were first
sent out to discharged DPU patients in June
2003, one month after the unit opened.
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Before the DPU opened, results from the
Victorian Patient Satisfaction Monitor
indicated that day patients were not happy
with the availability of locker facilities in
which they were to store their personal
belongings.
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They are now sent out at regular six (6)
monthly intervals.

The survey is multi-disciplinary and
encompasses questions relating to the
admission processes, information received
both from the surgeon and the nursing staff,
anaesthetic & pain management; and the
discharge and follow up processes.
Participation is voluntary. The following
graph indicates satisfaction in a number of
areas. Results are over the last year, June
2003 - February 2004.
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Since the opening of the DPU, a 14%
improvement has been noted by patients
with the availability, security and ease of use
of lockers. The following graph shows this.
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Stawell Regional Health aims to increase
service provision in a financially sustainable
manner and utilizes several key result areas
to monitor performance. These key result
areas include;

Operating performance - achieving activity
targets and a surplus from operations
Liquidity - maintaining sufficient current
assets to meet commitments as they fall due.
Asset Management - ensuring that sufficient
levels of investment are undertaken to
maintain the asset base

Stawell Regional Health (excluding the
Stawell District Hospital Foundation)
achieved a $30k surplus prior to depreciation
and capital income for the current financial
year compared to a $273k deficit in the prior
year.
Services within the Acute Division exceeded
funded targets and were in line with targets
in Primary and Aged Care Divisions.
Revenues supported by the Health Services
agreement increased by $1.403m including
increased government funding of $1.04m
and $393k increase in Patient Fess resulting
from increased availability of beds in both
the Acute and Aged Care Divisions.
The increase in grants revenue funded
increased costs in the following areas:
» Award increases of 3% across all staffing
classifications
* Increased staffing levels in Aged Care
associated with the additiona! 5 beds
opened in the Macpherson Smith Nursing
Home
* Increased staffing levels in the Acute
Division due to the reopening of the new
Acute Award which had been operating at
75% of capacity during the redevelopment
* Increased Staffing in Primary Health with
the recruitment of a full time Dietician
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* iIncreased Pharmacy supplies used to
expand the Oncology service with
treatment number rising by 485 admissions
or 220%.

* The overall operating surplus of $3.143M is
attributable to the Capital Grants received
for the Acute redevelopment and the
generous support of the community with
donations of $353k being received.

Financial Position

The Health Services (excluding the
Foundation) financial position stabilized over
the past 12 months with the current asset
ratio increasing from 1.23 to 1.41 over the
financial year (ie the Health Service has $1.41
of current assets for every dollar of current
liabilities)

The Health Service has capital commitments
of $1.040M to fund in first half of the
2004/2005 financial year which will decrease
the current asset ratio to a forecasted level of
1.00,

The Health Service had their Land &
Buildings revaiued as at June 30th 2004 (the
last full revaluation was June 30th 1999). This
resulted in a $1.361M increase in the value of
fixed asset base.

Investments in fixed assets over the past 12
months was $3.6M which included $3.25M
associated with the Acute redevelopment,

Overall the Health Service continues to
remain in a financially viable position which
combined with the efficiencies and additional
revenues now being gained from the nearly
completed acute redevelopment and
completed aged care projects will ensure
that the financial health of the organization
will continue to be strong into the
foreseeable future.



CASEMIX DATA

1999/2000 200?/2001 2001 /2002 2002/2003 2003/2004
Total Weighted Inlier Equivalent Sepamtions 2,176 2274 2,063 1,817 2,171
Average Inlier Equivalent DRG Weight 0.8012 0.7908 0.735 0.725 0.702
Cost per DRG Weizhted Admitted Patient $ 2.624 3 2,069 2,999 3,296 3,465
REVENUE INDICATORS Average Collection Days
20002001 200142002 2002/2003 20032004
Private 47 28 78 54
TAC 4% 125 -- -
VWA 148 -- 59 147
Other Compensable - - - -
Nursing Home 37 32 40 0
DEBTORS QUTSTANDING AS AT JUNE 36, 2004
Under 30 Days 31-60 Days 61-90 Days Over 90 Days Total Total
30 /6/2004 30/ 6/2003
Private 21,581 11,739 12,672 1,148 47,140 38410
TAC - - - - - 3783
VWA 1,252 1,128 567 3,541 12,488 6,965
NHT 1,153 - - -- 1,153 7,648
Nursing Home 0 0 0 0 0 39,017
COMPARATIVE FINANCIAL RESULTS FOR THE PAST FIVE FINANCIAL YEARS
1999/2000 20002001 2001/2002 20032004
$000 $000 $000 5000
Total Expenses 10,221 12,051 12,926 14,333
Total Revenue 10,459 12,168 14,405 17,550
Operating Surplus 238 117 1,479 3217
Retained Surplus 9,760 9.877 2,093 6,326
Total Assets 12,851 13,805 14,884 18,982
Total Liabilities 2,259 2,996 3,001 3,178
Net Assels 10,692 10,80% 11,883 15,804
Total Equity 10,692 10,809 11,883 15,804
ACTIVITY
Admitted Patient Acute Mentai Aged Other Tetal
Health 2003/2004
Scparations
Same Day 1,689 - - - 1,689
Multi Day 1,404 - 2t - 1,425
Total Separations 3,093 - 21 - 3,114
Public Sepamtions 2,681 - 21 -~ 2,702
Total WIES 2,171
Separations per Available Bed 24 - .002
Total Bed Days 8,477 - 12,729 -
Non Admiited Patient Acute Mental Aged Other Total
Health 2003/2004
Emergency Medicine-Attendances 4,539 4,539
Qutpatient Services — occasions of services - - 15,600 15,600
Other Services — cccasions of services - 18,156 -- 18,156
Total occasions of service 4,539 - 18,156 15,600 38,295
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Stawell Regional Health Financial Analysis of Operating Revenues

and Expenses for the Year Ended 30 June 2004

Total Total - -olidated Consolidated
2003/04 ‘'2002/03 2003/04 2002/03
$'000 $'000 $'000 $'000
REVENUES
Services supported by Health Service Agreement
Government Grants 10,098 9,058 10,098 9,058
Indirect Contributions by Human Services 214 125 214 125
Non-Cash Revenue from Services Provided L (23) 128 (23) 128
Patient Fees . 2,120 1,727 2,120 1,727
QOther Revenue 173 141 173 141
12,582 11,179 12,582 11,179
Services Supported by Hospital & Community Initiatives
Business Units 658 657 658 657
Interest 117 127 173 177
Property Income 74 71 74 71
Other Revenue 95 129 105 129
944 984 1,010 1,034
TOTAL REVENUE 13,526 12,163 13,592 12,213
EXPENSES
Services supported by Health Service Agreement
Employee Entitlements 8,025 7,469 8,025 7,469
Fee for Service Medical Officers 913 914 913 914
Supplies and Consumables 1,724 1,243 1,724 1,243
Borrowing Costs .- -- -- --
Qther Expenses 1,859 1,771 1,861 1,771
12,521 11,397 12,523 11,397
Services Supported by Hospital & Community Initiatives
Employee Entitlements 501 687 501 687
Supplies and Consumables 248 242 248 242
Other Expenses 226 110 226 110
975 1,039 975 1,039
TOTAL EXPENDITURE 13,496 12,436 13,498 12,436
Surplus/(Deficit) for the Year before Capital
Purpose Income, Depreciation, Amortisation,
and Specific Revenues and Expenses 30 (273) 94 {(223)
Capital Purpose Income 3,388 2,986 3,388 2,986
Capital Donations/Bequests 353 336 363 337
Proceeds From Sale of Non Current Assets 206 236 206 236
Written Down Value of Assets Disposed {171) (1,321) (171} (1,321)
Depreciation & Amortisation (663) (664) (663) (664)
Specific Revenues & Expenses (1) - {(322) - (322)
Surplus/(Deficit) for the Year Before 3,143 978 3,217 1,029
Extraordinary Items
Extraordinary Items
Net Surplus (Deficit) 3,143 978 3,217 1,029
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