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Acronyms and abbreviations
ACSC

Ambulatory Care Sensitive Conditions

DALY

Disability Adjusted Life Years

DRG

Diagnostic Related Groups

FMP PCP

Frankston Mornington Peninsula Primary Care Partnership

LGA

Local Government Area

PGPN

Peninsula GP Network

SEIFA

Socio0economic Indexes for Areas

SLA

Statistical Local Area

YLD

Years lived with a disability

YLL

Years of Life Lost

Language used in this report
Consistent with the Koori health Counts! Report, the term Aboriginal within this report refers to both
Aboriginal and Torres Strait Islander people. The terms Indigenous and Koori are not used unless as part of an
existing title. Koori refers to Aboriginal people form South‐eastern Australia, and not all Aboriginal people in
Victoria are Koori. Because of the small size of the population and the risk of identification of individuals, data
on Torres Strait Islanders is not presented separately 1 .

Suggested Referencing
For citing in references:
Primary Care & Population Health Advisory Committee (2011), Working Towards Integrated Ambulatory
Health Care Area‐Based Planning Report, (Ed. 2), Frankston & Mornington Peninsula
For citing in‐text:
(Area‐Based Planning Report, 2011)
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Executive Summary
“Health care in the future will be integrated and co‐ordinated around the needs of people,
rather than service types, professional boundaries, organisational structure,
funding and reporting mechanisms.”
Care in your Community‐ A planning framework for integrated ambulatory health care 2006 2

Health care that is responsive to the needs of this community requires collaborative planning and a shared
vision for the future based upon population health needs. To be effective, this must involve a willingness to
refocus thinking and service configuration, within and across services.
The Primary Care and Population Health Advisory Committee for this region functions as an area‐based
planning network, and has commissioned this report. The committee is made up of key local stakeholders and
involves the acute hospital, community health and rehabilitation services; local government; nursing, general
practice, primary care partnership and consumer representation.
The purpose of this updated report, Working Towards Integrated Ambulatory Health Care ‐ Area Based
Planning, is to bring together in one document the most recent demographic and service related information
for this area, and to provide a current description of the population needs for the Frankston and Mornington
Peninsula region.
Consistent with the Care in Your Community framework, this report supports the identification of priorities
across the three levels of health service delivery in this region. These are:
‐
‐
‐

health promotion and illness prevention
early intervention for chronic disease and complex care
episodic and urgent care

The report supports services, organizations and agencies to look at the current issues based on population
need, and explore opportunities for improved integration and/or service configuration in the future. Using this
report to undertake area‐based planning will help to set out, at a catchment level, what the local priorities are
for change and priority needs for future action.

June 2011
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1.

Background

1.1. Population Health
A population health approach recognizes the range of social,
economic and physical environmental factors that contribute to
health. These factors are commonly referred to as ‘health
determinants’. Efforts and investments in a population health
approach are directed at root causes to increase potential benefits
for health outcomes.
In a population health approach, taking action on the complex
interactions between factors that contribute to health requires:







A population health approach
directs investment to those areas
that have greatest potential to
influence population health status
positively. A population health
approach is grounded in the
notion that the earlier in the
causal stream action is taken, the
greater potential for population
health gains.

focus on the root causes of a problem
(Public Health Agency of Canada)
efforts to prevent the problem
improving aggregate health status of defined populations, while
considering the special needs and vulnerabilities of sub‐populations
focus on partnerships and intersectoral cooperation
finding flexible and multidimensional solutions for complex problems
public involvement and community participation

A local example of using a Population Health approach is the Smoking Prevention & Cessation Strategy,
described in Appendix 1.
A population health approach uses "evidence‐based decision making”. Quantitative and qualitative evidence
on the determinants of health is used to identify priorities and strategies to improve health 3 .
Health care that is responsive to the needs of this community
requires collaborative planning and a shared vision forward for the
future. To be effective, this must involve a willingness to refocus
thinking and service configuration, within and across services, around
population health needs.
This report, Working Towards Integrated Ambulatory Health Care ‐
Area Based Planning, describes the population needs for the
Frankston and Mornington Peninsula (FMP) region and updates data
from the 2008 report. An area‐based planning approach identifies, at
a catchment level, the priorities for change. This involves looking at
the current issues, based on population need, and exploring
opportunities for improved integration and/or service configuration
in the future.
Health care in the future will be
integrated and co‐ordinated
around the needs of people, rather
than service types, professional
boundaries, organisational
structure, funding and reporting
mechanisms
(Care in your Community ‐ A planning
framework for integrated ambulatory
health care 2006)

June 2011

Decisions and processes based on
evidence and strong population
health data will enable a stronger
focus on prevention and early
intervention, result in more
appropriate service utilisation,
improved patient access and
greater clinical and administrative
efficiency.
(Australian Government
Department of Health & Ageing)

The current health system faces many barriers to delivering
integrated, person‐centred care. These include professional
boundaries, service types and governance based on funding and a
range of workforce pressures. The end result is often a complex and
confusing health care system for the consumer to navigate and
multiple inefficiencies in service delivery.
Current Federal and State government policies are aiming to increase
the focus and role of community based health care. The national
reform agenda seeks to strengthen the primary health care system by
identifying and addressing local needs and improving access to
responsive, integrated and coordinated general practice and primary
health care services 4 .
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Care in your Community ‐ A planning framework for integrated ambulatory health care, developed by the
Victorian Department of Human Services in 2006, acknowledges the need for change and provides a policy
framework to facilitate this occurring. Key agencies within this region will use these guiding principles to
implement the Frankston and Mornington Peninsula (FMP) Integrated Ambulatory Health Care Project.
Consistent with these policies, the FMP Ambulatory Health Care project has identified priorities within the
three levels of health service delivery in this region, being:




health promotion and illness prevention
early intervention for chronic disease and complex care
episodic and urgent care

The Primary Care and Population Health Advisory Committee for this region forms as the area‐based planning
network for this project. The committee is made up of key local stakeholders and involves the acute hospital,
community health and rehabilitation services; local government; nursing, general practice, primary care
partnership and consumer representation.
This report brings together in one document the most recent demographic and service related information for
this area, to assist with the identification of area‐based priority needs for future action.

1.2. Scope
Ambulatory health care is defined within the Care in Your Community framework as any health care that does
not involve an overnight or multi‐day stay in hospital. It excludes residential care services such as residential
aged care services and residential mental health services such as community care units. Ambulatory health
care services in this catchment include:


















Same day medical, surgical and outpatient services
Primary medical services
Emergency department (ED)
Hospital in the home (HiTH) and post acute care (PenPAC)
Community mental health services
Health promotion
Community support & royal district nursing services (RDNS)
Community health services (CHS)
Community rehabilitation services (home & centre based)
Maternity services (antenatal and postnatal care)
Chronic disease and complex care programs
Dental services
Home and community care (HACC) services
Drug and alcohol services
Ambulance and patient transport services
Community‐based palliative care and hospice services
Community‐based cancer services

1.3. Notes on this version
This 2011 update has strived to keep the vision of summarising complex data to assist prioritisation and
decision making. Changes made to this version include:







An update of policy directions to include the national reform agenda and new State government policies
Updated tables and figures where more recent data was available. Updated data includes: estimated
Residential population, ambulatory sensitive care conditions, population health survey, Aboriginal health,
and Peninsula Health utilisation.
Updated summary tables, improved maps and changes to the document structure grouping like data
A focus on health status
Removal of provider summaries – it is intended to undertake a broader documentation of providers to
achieve a more comprehensive picture of local services

June 2011
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2.

Policy Context

2.1. National Health Reforms
In 2007, the new federal Labor Government undertook to reform the Australian Health system. At the time of
drafting, the National and Victorian health systems are part way through the process, with many key aspects
to be finalised and implemented. The policy has three primary objectives:





Reforming the fundamentals of the health and hospital system to provide a sustainable service system
Change health service delivery through better access to high quality integrated care designed around the
needs of patients; a greater focus on prevention and early intervention; and the provision of care outside
of hospitals
Implementing measures to provide better care and access to services
Three major reviews considered health and hospitals, a National Primary
Health Care Strategy and a National Preventative Health Strategy. The
reviews identified the main challenges to the health system as:












An ageing population, increasing health care needs, expenditure and
constraining the workforce; population growth creating additional
demand and requiring new investment in infrastructure and an
expanded health workforce; and increases in costs
A fragmented healthcare system, with duplication, cost‐shifting and
blame shifting
Pressure on public hospitals and workforce shortages
The large and increasing burden of chronic disease
Insufficient alternatives to acute beds
Inconsistent and inadequate access to mental health services
Fragmented patient health information
Ensuring the aged care system can meet the needs to growing numbers
of older Australians
An unsustainable funding model
Not enough local or clinical engagement

The current intent of the National health care reform is outlined in the
February 2011 COAG Heads of Agreement. Key reforms in primary care
include:





Establishment of Medicare Locals
Establishment of 64 GP Super Clinics
Primary care infrastructure grants for upgrades to existing practices
Continued investment in training

From a primary health perspective, one of the main reforms is to develop
independent primary health care organizations ‐ Medicare Locals. These will
have strong links to local communities and health professionals and will be
established to provide better services, improve access to care and drive
integration across GP and primary health care services. Medicare Locals will
work closely with Local Hospital Networks to improve patient care and the
quality of health and hospital services.

June 2011
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The Medicare Local guidelines indicate the role of these organisations is to:






Improve the patient journey through developing integrated and coordinated services
Provide support to clinicians and service providers to improve patient care
Identify the health needs of local areas and develop locally focused and responsive services
Successfully implement primary health care initiatives and programs
Be efficient and accountable with strong governance and effective management systems

In March 2011 the Department of Health published a Victorian Response to Medicare Locals stating general
conceptual support for Medicare Locals 5 . The local implementation of both state and federal government
policies are currently under discussion.
Currently, the key policy directions shaping ambulatory care services in the FMP Integrated Ambulatory Care
are the federal government’s health reform agenda and the Victorian Government’s Care in Your Community
policy.

2.2. Care in Your Community – a planning framework for integrated ambulatory care (2006).
The Care in Your Community document provides a policy framework for a modern, integrated and person‐
centred service system in Victoria. The principles of service delivery support a population based approach that
recognises the social determinants of health, health promotion, prevention and early intervention.
The guiding principles for Care in Your Community are:
The best place to treat
Health care will be provided in community‐based settings where appropriate
Services will be integrated to improve accessibility, availability and quality of care




Together we do better

Delivery of health care will incorporate a population health approach

Provision of health care will be based on partnerships

People needing health care will be empowered to better manage their own health
Technology to benefit people

Health care is supported by integrated information technology & systems

Information technology will be used to better inform people about how to manage their health
A better health care experience

Care will focus on the needs of the whole person

Health care will be on an area basis to meet the needs of defined populations.

People will have timely, equitable and appropriate access to health care

Health care will be based on the best available evidence

Information about people will be managed across services

Funding and governance will support the right care, right time & right place
A better place to work

The workforce will be configured to deliver integrated health care

A flexible and multi‐skilled workforce delivered in a variety of settings

Consolidation of service delivery for improved quality, working conditions and efficiency

June 2011
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2.3.

Additional Ambulatory Care Polices

Additional health policies important to ambulatory services from the Victorian Department of Human Services
and the Department of Health and Ageing are summarised in Table 1. Addressing and reducing health inequity
is a common theme of the current policy context.
Table 1: Health policies
A Healthier future
for all Australians
and Building a
21st century
primary health
care system
(2009)

The report of the National Health and Hospitals Reform Commission (NHHRC)
provided a blueprint for tackling future challenges in the Australian health system
including:





The rapidly increasing burden of chronic disease
The ageing of the population
Rising health costs, and
Structural inefficiencies exacerbated by cost shifting and the blame game.

The Report contains a total of 123 recommendations under the broad themes of:





Taking Responsibility
Connecting Care
Facing Inequities
Driving Quality Performance

Key recommendations include: the Federal Government to take full policy and
funding responsibility for primary health care; creation of primary health care
organisations to coordinate primary care service delivery and population health
planning at a local level.
Building a 21st
Century Primary
Health Care
System: A Draft of
Australia's First
National Primary
Health Care
Strategy (2009)

The draft Strategy identifies five building blocks for reform:






And four key directions for change:





National
Preventative
Health Strategy
(2009)
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Improving Access and Reducing Inequity
Better Management of Chronic Conditions
Increasing the Focus on Prevention
Improving Quality, Safety, Performance and Accountability.

This Strategy aims to prevent hundreds of thousands of Australians dying
prematurely, or falling ill and suffering, between now and 2020. The Strategy sets a
number of ambitious targets:






Closing the Gap
(2009)

Regional Integration
Information and Technology including e‐health
Skilled workforce
Infrastructure
Financing and System Performance.

Halt and reverse the rise in overweight and obesity
Reduce the prevalence of daily smoking to 10% or less
Reduce the proportion of Australians who drink at short‐term risky/high‐risk
levels to 14%, and the proportion of Australians who drink at long‐term
risky/high‐risk levels to 7%
Contribute to the ‘Close the Gap’ target for Aboriginal people, reducing the life
expectancy gap between Aboriginal and non‐Aboriginal people

The Australian Government, together with the States and Territories through
COAG, has set specific and ambitious targets to end Aboriginal disadvantage. These
targets are underpinned by seven building blocks — priority areas where action is
required:
12









Early Childhood
Schooling
Healthy Homes
Safe Communities
Health
Economic Participation
Governance and Leadership

The building blocks are interconnected. Improvements in one area will affect
outcomes in other areas.
Victorian Health
Priorities
Framework 2012‐
2022:
Metropolitan
Health Plan,
Department of
Health (May 2011)

The recently released Metropolitan Health Plan addresses issues for metropolitan
Melbourne’s health services, and provides a framework for establishment of
planning and development priorities. The plan identifies challenges to the health
system including complexity of coordinating providers and services across Victoria,
population growth and ageing, increased prevalence of chronic disease, rising
costs, and evolving technologies.
Seven planning and development priorities for the Victorian health system
are identified in the framework:








Delivering a system that is responsive to people’s needs
Improving every Victorian’s health status and health experience
Expanding service, workforce and system capacity
Increasing the system’s financial sustainability and productivity
Implementing continuous improvements and innovation
Increasing accountability and transparency
Improving utilisation of e‐health and communications technology

Better services,
better
opportunities
strategic
directions for the
Department of
Human Services
(2009)

The Department of Human Services strategic intent is to improve people’s lives and
reduce their experience of disadvantage. With their partners they aim to:

Victorian Mental
Health Reform
Strategy (2009 –
2019)

Potential actions that will be considered over the life of the strategy are:
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Provide excellent housing and community services that meet the needs of our
clients
Make a positive difference for Victorians experiencing disadvantage

Promoting mental health and wellbeing – preventing mental health problems
by addressing risk and protective factors
Early in life – helping children, adolescents and young people (0–25 years) and
their families
Pathways to care – streamlining service access and emergency responses
Specialist care – meeting the needs of adults and older people with moderate
to severe mental illness
Support in the community – building the foundations for recovery and
participation in community life
Reducing inequalities – responding better to vulnerable people
Workforce and innovation – improving capacity, skills, leadership and
knowledge
Partnerships and accountability – strengthening planning, governance and
shared responsibility for outcomes
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Council of
Australian
Governments
(COAG) Action
Plan‐ Better
health for All
Australians (2006‐
2010)

This action plan provides a reform package including:









National efforts to reduce health risks such as alcohol, smoking, inactivity and
obesity
A Well Persons Health Check‐ available through Medicare, to detect and
prevent chronic disease for people around 45 years with one or more health
risks
24 hour National Health Call Centre for people to obtain health care
information and advice
Accelerating e‐health (electronic health records)
Better care for older people in hospitals‐ focusing on the prevention of
functional decline
Better care for younger people in aged care facilities
Development of a national mental health action plan

Community
Health ‐ Working
with General
Practice DHS
Position
Statement and
Resource Guide
(2007)

This position statement:

Doing it with us
not for us (2005)

DHS has worked with consumers and their representatives to develop the policy
document ‘Doing it with us not for us’ which outlines strategic directions in
consumer, carer and community participation across the health system.






Is to articulate the vision of the collaborative interface between general
practice and the Department of Human Services
Developed primarily for a departmental audience and, secondarily, to serve as
a valuable guide for State‐funded agencies and the general practice sector
Provides a framework for a strong, coordinated and consistent approach to
underpin collaborative work with the general practice sector into the future
Highlights opportunities to further align State and Commonwealth agendas for
health care

All health services, will be required to meet targets in relation to consumer, carer
and community participation at the health organisational level.
Community
Health – Creating
a Healthier
Victoria (2004)

June 2011

This policy provides the framework to help build more sustainable and effective
community‐based health services as a key component on an integrated “whole of
health” system. The policy describes five major strategic directions.






Platform for delivery of primary health care
Co‐ordinated community based disease management and ambulatory care
Expanded primary medical care
Focus on child and family health
Leadership in health promotion
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3.

The Frankston & Mornington Peninsula Region

3.1. Geography
The Frankston & Mornington Peninsula region is located in the southern metropolitan region of Melbourne’s
south east (Figure 1). It is bordered by Edithvale, Flinders and Portsea. The region covers approximately 850
square kilometres, including metropolitan and semi‐rural areas (Frankston City Council 130 sq km; Mornington
Peninsula Shire Council 723 sq km) 6 .

Frankston City Council is mostly occupied by residential land (47%) compared to Mornington Peninsula
Shire which has greater rural land use (59%).

Frankston is a regional hub for retail, employment, cultural, professional and administrative services for
Melbourne’s south‐eastern suburbs and the Mornington Peninsula. The coastal areas are popular
retirement areas.

The Mornington Peninsula consists of more than 40 townships, ranging from the relatively large centres of
Mornington, Somerville, Hastings, Dromana and Rosebud, through to small towns and coastal villages such
as Red Hill, Flinders and Merricks Beach.

There has been recent and substantial new housing developing in Frankston North, to the west of
Cranbourne and around the port of Hastings.

Frankston is about one hour by road from the Melbourne CBD (52.9km). The Mornington Peninsula is at
least one hour by road from the Melbourne CBD, with its most remote parts being approximately two
hours by road.

The Mornington Peninsula is well known for its association with golf, food/wine, wildlife, and for being a
friendly family destination. Over 1 million domestic overnight visitors and over 3 million domestic day trips
were recorded on the Mornington Peninsula for the year ending June 2008. Emerging attractions for the
region include spa/wellbeing attractions, water‐based experiences, arts/culture, and festivals and events.
These attractions are likely to further increase the visitation growth during peak holiday seasons
(November to February). 7
Figure 1: Map of the Frankston Mornington Peninsula

Source: Vicmap, DSE (2011). Map developed by: Modelling, GIS and Planning Products, Business Planning and Communication Branch, Strategy
and Policy Division, Department of Health
June 2011
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3.2. Major Roads and Transport
The Frankston Mornington Peninsula is bordered by Port Phillip Bay, Bass Straight and Westernport Bay.
Frankston LGA is accessed from Melbourne via a rail system and a major freeway (Mornington Peninsula
Freeway). A tollway (Eastlink) links the catchment to the Eastern suburbs. Car passenger ferries run from the
southern tip of the Peninsula (Sorrento) to Queenscliff on the Bellarine Peninsula. A passenger also ferry runs
from Stony Point to French Island/Phillip Island.
Within the catchment a diesel rail system connects Frankston to Westernport/Hastings/Stony Point. It is very
limited in frequency compared to the metropolitan electric rail network.
The Southern Peninsula has one section of freeway connecting Mt Martha to Rosebud. Three highways ‐
Moorooduc Hwy, Nepean Highway and Frankston Flinders Rd ‐ link towns and villages on the Peninsula. Cross
Peninsula traffic use a variety of Main Roads.
The Southern Peninsula has no rail service. It is connected via the Frankston/Mornington Peninsula Bus and
Portsea Bus Services but this system is limited in reach, frequency and operation. There is no east‐west bus
Service (i.e. Hasting to Mornington). This contributes to social isolation and limited access to health
care/employment opportunities 8 .
A 27 kilometre freeway (Peninsula Link) is due for completion in 2013 and will be a link between EastLink at
Carrum Downs and the Mornington Peninsula Freeway at Mount Martha. This project aims to shorten time
travel between Mount Martha to Carrum Downs, and for Melbourne to Rosebud traffic. This increases the
potential for visitation growth to the Southern Peninsula during the peak holiday season.

3.3. Urban Development
In the next 5 years two major residential redevelopment sites are foreseen in Frankston South and Dromana.
Smaller sites (though still significant) include Mt. Eliza within 3‐5yrs, followed by Rye and Blairgowrie by 2020.
Additional major residential growth through urban renewal and the take up of the existing available residential
land is also foreseen in Hastings, Bittern, Mt. Martha, Mornington, Sorrento and Sommerville.
The Frankston LGA can expect a total increase in supply of broadhectare residential land by approximately
3300 lots by 2020 with growth within Sandhurst, Carrum Downs, Langwarrin, & Skye. The Mornington
Peninsula LGA is expected to increase the supply by approximately 2728 lots over the next 10 years mainly
within: Hastings, Mornington, Rosebud, Rosebud West, Somerville, Sorrento 9 .

3.4. Service Sites
Centre based ambulatory services are provided through Peninsula Health sites at Frankston, Mt Eliza,
Mornington, Rosebud and Hastings. These sites support a wide range of outreach and home based services
covering the planning area.
General medical practices are available in the larger townships throughout the area. General practitioners per
1000 population are 0.92 in Frankston LGA, and .97 in Mornington LGA, compared to 1.03 across Victoria. The
distribution of GP services is detailed in Appendix 2. A broad representation of health professionals,
community services and volunteer organizations are located through the community.
Private hospital services include acute hospitals at Frankston and Mornington, dialysis services at Hastings and
day surgery at Rosebud.
The service sites are outlined in Figure 2.
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Figure 2: Location of Services
Frankston Hospital
Peninsula Health Community Health
Frankston Community Rehabilitation Centre
Peninsula Hospice Service
Peninsula Community Mental Health Service
Peninsula Drug & Alcohol Program
Peninsula Health Psychiatric Service
S.H.A.R.P.S
Frankston City Council
Royal District Nursing Service
Peninsula General Practice Network
Mount Eliza Centre
Peninsula Health Community Health
Peninsula Support Services
Peninsula Drug & Alcohol Program
The Mornington Centre
Mornington Peninsula Shire
Peninsula Health Community Health
Peninsula Drug & Alcohol Program
Mornington Peninsula Shire

Rosebud Hospital
Peninsula Health Community Health
Peninsula Drug & Alcohol Program
Rosebud Community Rehabilitation Centre
Peninsula Health Psychiatric Service
Mornington Peninsula Shire
Royal District Nursing Service
June 2011
Source: Collection District Boundaries ‐ ABS (2006). Map developed by: Modelling, GIS and Planning Products, Business Planning and Communication Branch, Strategy and Policy Division, Department of Health
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4.

Demographics and Social Profile

Demographic data in this section is largely sourced from the 2006 Australian Bureau of Statistics (ABS) census
of population and housing; the ABS estimated residential population 2009; and the Victorian State
Government Department of Sustainability and Environment population forecasts, Victoria in Future 2009.

4.1. Population
In 2009, the total population of the Frankston and Mornington region was 276,970 persons. The total
population of Frankston City was estimated at 128,576 and Mornington Peninsula was estimated at 148,394.
The population is influenced by seasonal variations in tourism, with increases by up to 100,000 each holiday
season.

4.2. Density
Frankston’s population density is higher, at 918.4 persons per square kilometre when compared with the
Melbourne Statistical Division (MSD) at 467.9 persons and Mornington Peninsula is significantly lower with
191.9 persons per square kilometre. Topography of the Mornington Peninsula is such that some individuals
and /or communities are relatively isolated as shown in Figure 3.
T

Figure 3: Population Density by LGA
T

Source: 2009 Estimated Resident Population, ABS (2010). Map developed by: Modelling, GIS and Planning Products, Business Planning and
Communication Branch, Strategy and Policy Division, Department of Health
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4.3. Population age profile
The population age profile for 2009 is shown in Table 2. The Mornington Peninsula has a lower proportion of
people in the 20‐34 year age groups than Victoria and the Melbourne statistical division. The Mornington
Peninsula has a significantly larger proportion of people over 55 years of age (33.4%), compared to the state
(24.3%). The percentage of persons aged 75+ who live alone is higher in the Mornington LGA (3.1%) than the
Victorian measure (2.2%). Frankston has a comparable aged profile to the Melbourne and Victorian
populations.
Table 2 Population age profile
Age Bracket

Frankston LGA
Persons

0‐4 yrs
5‐14 yrs
15‐24yrs
25‐54 yrs
55‐64 yrs
65+yrs

Morn Pen LGA

%

8,564
16,296
9,531
54,257
14,044
16,764
128,576

Persons
6.7%
12.7%
7.4%
42.2%
10.9%
13.0%

8,602
18,211
8,948
53,671
19,711
29,807
148,394

Victoria

%

Persons
5.8%
12.3%
6.0%
36.2%
13.3%
20.1%

%

343,779
662,298
424,429
2,316,791
602,162
738,131
5,443,228

6.3%
12.2%
7.8%
42.6%
11.1%
13.6%

Source: Australian Bureau of Statistics 2009 Estimated Resident Population (3235.0 Population by Age and Sex, Regions of Australia)

While the Mornington Peninsula Shire is often considered an aged population, the proportion of young
persons is the same as the Melbourne and Victorian populations. Figure 4 shows the age profile by 5 year age
groups.
Figure 4: Population age structure
Population Age Structure
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Source: Australian Bureau of Statistics 2009 Estimated Resident Population (3235.0 Population by Age and Sex, Regions of Australia)

June 2011

19

4.4. Change in Population
There will be a significant rise in the number of older people in both LGAs. The over 70 population will grow
from 30,000 persons in 2009 to 66,000 in 2031, with an expected three‐fold rise in those over 85 over this
period. This will bring an increase in demand from older people for access to services, transport, and social
connectedness (Figure 5, Figure 6, Figure 7).

Figure 5: Change in Population by Age, Frankston LGA, 2006‐26
Population change by five-year age group, 2006 to 2026

Population by five-year age group, 2006 and 2026
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Source: Victorian State Government Victoria in Future, 2009

Figure 6: Change in Population by Age, Mornington Peninsula, 2006‐26
Population change by five-year age group, 2006 to 2026

Population by five-year age group, 2006 and 2026
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Figure 7: Change in Population by life stage group, 2006‐26

Source: Victorian State Government Victoria in Future, 2009
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Frankston East is the fastest growing Statistical Local Area (SLA), expected to grow by more than 40% between
2006 and 2026. Total growth is higher in the Frankston LGA than for Mornington. The greater growth within
Mornington Peninsula is in Mornington East and around Hastings (Table 3).
High population growth areas are:




Frankston East
Mornington Peninsula West (Hastings and surrounds)
Mornington Peninsula East

Table 3 Total population growth by SLA, 2006 ‐ 2026

LGA
Frankston (C)
Subtotal
Mornington
Peninsula (S)

SLA
Frankston (C) ‐ East
Frankston (C) ‐ West
Mornington P'sula (S)
‐ East
Mornington P'sula (S)
‐ South
Mornington P'sula (S)
‐ West

Subtotal
Catchment total

Percent
Change
2006‐
2026
41.40%
20.40%
28.10%
19.30%

Growth
per
annum
2006‐
2026
1.70%
0.90%
1.20%
0.90%

2006
45,035
76,552
121,587
37,740

2011
51,787
78,678
130,465
39,388

2016
57,476
81,785
139,262
41,176

2021
61,357
86,410
147,766
43,194

2026
63,678
92,135
155,813
45,022

Change
2006‐
2026
18,643
15,583
34,226
7,282

48,494

50,241

51,812

53,174

54,575

6,081

12.50%

0.60%

54,615

58,399

61,658

64,656

67,398

12,783

23.40%

1.10%

140,849
262,436

148,027
278,492

154,646
293,908

161,024
308,790

166,995
322,808

26,146
60,372

18.60%
23.00%

0.90%

Source: Victorian State Government Victoria in Future, 2009

4.5. Child and family characteristics
The total fertility rate is higher across the catchment (2.07) than the Victorian measure (1.8). Compared to the
Mornington LGA and Victorian measures, the Frankston LGA has more one parent families, more families with
children in households of incomes less than $650 per week, and less infants being fully breastfed at three
months. The Mornington LGA is not dissimilar from the Victorian measures.

4.6. Veterans
Compared with the Southern Metro region (SMR), the Frankston and Mornington Peninsula LGA’s have a
higher than average proportion of veterans classified by the Department of Veteran Affairs (SMR 13.73%, FCC
17%, MPS 17%). These groups are at a greater risk of requiring higher level residential aged care than other
population cohorts 10 .

4.7. Disability
Persons receiving Disability Services support is much higher in the Frankston LGA (2066 persons) compared to
the Mornington LGA (755 persons). Of the local area comparisons, Frankston ranks highest at 14th LGA,
Mornington ranking 28th .

4.8. Dementia
The projected growth rate of dementia prevalence is highlighted for this catchment. The ageing population in
the Mornington Peninsula LGA is already high and continually growing. In future, people with dementia will
make up a greater proportion of aged care recipients given the large expected growth in dementia prevalence.
Dementia results in complex care requirements and disability associated with dementia can complicate the
treatment of other chronic conditions, for example through the reduced capacity of the person to self
medicate. The Flinders Commonwealth Electoral Division (which includes the Mornington LGA) is one of the
top 6 electorates nationwide with a projected aged care supply deficit by 2050. There is a predicted shortage
of 2872 community packages and residential care places within this CED 11 .
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4.9. Socio‐economic Indexes for Areas (SEIFA)
Of 32 SEIFA Index within the Melbourne Statistical Division, Frankston LGA ranks the 8th most disadvantaged
LGA (996.5) and Mornington Peninsula ranks 15th (1026). Of the regions small areas, the most disadvantaged
postcodes are identified in the map below.
One index for SEIFA is the Index of Relative Socioeconomic Disadvantage (IRSD), and is derived from Census
variables related to disadvantage, such as low income, low educational attainment, unemployment, unskilled
occupations and dwellings without motor vehicles. This index is a general socio‐economic index that
summarises a wide range of information about the economic and social resources of people and households
within an area. A low score indicates relatively greater disadvantage in general. For example, an area could
have a low score if there are (among other things): many households with low income, many people with no
qualifications, or many people in low skilled occupations 12 .
The 10 small areas with the lowest IRSD scores in our region are:
Frankston North
Hastings
Frankston Central
Seaford East
Karingal
Rosebud (incl. Rosebud West)
Seaford West
Rye
Carrum Downs
Baxter – Pearcedale

832.3
902.5
920.8
946.7
947.8
952.1
979.3
982.4
983.6
989.5

Figure 8: Index of Relative Socioeconomic Disadvantage for Frankston and Mornington Peninsula LGA

Source: Socio Economic Indexes for Areas, ABS (2006). Map developed by: Modelling, GIS and Planning Products, Business Planning and
Communication Branch, Strategy and Policy Division, Department of Health
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4.10.

Aboriginal Population

There is an estimated total population of 1388 Aboriginal people in the Frankston / Mornington Peninsula
area. The Aboriginal population makes up 0.51% of the Mornington LGA and 0.69% of the Frankston LGA
population. This compares to 2.3% Aboriginal persons across Australia, and 0.4% within the Melbourne
statistical division. Population numbers have been predicted to grow by nearly 20% over the 15 years from
1996 ‐ 2021 13 .
Populous Communities
The region’s Aboriginal population is evenly distributed between the Frankston (54%) and Mornington
Peninsula LGAs (46%). The most populous Aboriginal communities on the Frankston Mornington Peninsula are
located within the:






Northwest Ward ‐ Seaford, Frankston Nth, Frankston East & Frankston (337 persons)
Cerberus Ward – Hastings, Bittern & Crib Point (166 persons)
Rye (74 persons)
Watson Ward – Tyabb, Somerville, Langwarrin South & Baxter (74 persons)
Rosebud Ward – Rosebud, McCrae & Arthur’s Seat (62 persons)

Gross Weekly Individual Income
The average weekly income of an Aboriginal person is lower than that of a non‐Aboriginal person. In the
Frankston LGA, the average weekly individual income for an Aboriginal person is $371 ($459 for non‐
Aboriginal), and $351 in the Mornington Peninsula LGA ($437 for non‐Aboriginal).
Unemployment
The unemployment rate of the Aboriginal population is 9.7% in Frankston LGA and 10.8% in the Mornington
Peninsula LGA, compared to half this rate (4.7%) for non‐Aboriginal people.
Teenage Pregnancy and Low Birth Weight
In the Southern Metro region, Aboriginal teenagers are substantially more likely to become pregnant than
non‐Aboriginal teenagers (Aboriginal teenage live births: 33.5 per 1000 population, Non‐Aboriginal: 16.1). The
likelihood of Aboriginal babies being considered a low birth weight is almost twice that of non‐Aboriginal
babies (11.9% compared to 6.1%). Aboriginal births increased at the Frankston Hospital from 46 during 2007‐
08 to 51 during 2008‐09.
Immunisations 2008/09
In the Southern Metro region, the percentage of immunizations at 12‐<15 months and 24‐<27 months was
only slightly lower for the Aboriginal community during the 2008/09 financial year 14 .
Immunisation period

Aboriginal

Non‐Aboriginal

12‐<15months

88.8%

91.6%

24‐<27months

88.9%

93.2%

60‐<63months

84.5%

84.5%

Source: Closing the Gap in Indigenous Health Baseline Report, Southern Metro Region, October 2009

Risky and High Risk Alcohol Consumption
The “courses of treatment” rate per 1000 population for alcohol is 10 times higher for this region’s adolescent
Aboriginal population compared to the non‐Aboriginal population (ATSI 32.2, Non‐ATSI 3.5). For the adult
population the rate is over 20 times greater (ATSI 112.5, Non‐ATSI 5) and this high rate continues into old age
(ATSI 49.8, Non‐ATSI 0.6).
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Cannabis Use
The “courses of treatment” rate per 1000 population for cannabis is 6 times higher for this region’s adolescent
Aboriginal population compared to the non‐Aboriginal population (ATSI 18.4, Non‐ATSI 3.2). For the adult
population the rate is over 20 times greater (ATSI 40.3, Non‐ATSI 1.9).
Hospital Admissions
Between 2006 – 2009 hospital admissions by non‐Aboriginal individuals remained relatively stable. In
comparison, Aboriginal admissions increased two‐fold in the catchment from 182 admissions in 2006‐07 to
332 admissions during 2008‐09. This increase is in line with an increasing population, improved access to
hospitals and greater emphasis on accurate identification of Aboriginal patients in mainstream data systems.
Overall, admission rates for Aboriginal people are one and a half times those for non‐Aboriginal people. The
common reasons for admission are:
Children 0‐14years
Younger Adults 15‐34years
Older adults 35054years)
Older adults 55+

4.11.

Respiratory disease and injuries
Injuries and mental disorders
Renal dialysis, mental disorders and general surgery
Renal dialysis, circulatory disease and gastroenterology

Non‐English Speaking Background

Frankston and Mornington Peninsula have a higher Australian born population (71.9% Frankston City, 74.7%
Mornington Peninsula Shire) than the Australian percentage (70.9%). As people get older, however, there is a
greater need for culturally sensitive practices as older people often revert back to their language of origin.
The majority of people settling in the area through the humanitarian stream (e.g. Global Special Humanitarian
or Protection visas) are locating in the Frankston LGA. Over the past 10 years, most humanitarian migration
occurred from Sudan, Former Yugoslavia and Afghanistan. These groups require support with settlement ‐
such as housing, employment, education, childcare, finances, trauma/crisis counselling, social participation
and accessing health and community services 15 .

Frankston
Total Humanitarian

Mornington Peninsula
Total Humanitarian

2001‐2006 (1st Jan)
Total 190
Sudan 80
Former Yugoslavia 39
Afghanistan 21
Kenya 11
Croatia 6
9
Afghanistan 6
Former Yugoslavia 1
Germany 1
Sudan 1

2006 (1st Jan) ‐2011
Total 103
Sudan 23
Sri Lanka 15
Afghanistan 10
Zimbabwe 10
Tibet (so stated) 6
4
Afghanistan 3
Zimbabwe 1

Source: Australian Government Department of Immigration and Citizenship, Beginning a Life in Australia, 2010
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Of all migration streams, the top 5 county of births are outlined below. Skilled migration is the most common
form of migration across both LGA’s.

Mornington Peninsula

TOP 5

Frankston

TOP 5 countries of
birth

2001‐2006
Family 747
Humanitarian 9
Other 3
Skilled 1159
UK
852
England
228
South Africa
109
USA
93
Philippines
57
Total 2169
Family 846
Humanitarian 190
Other 11
Skilled 1122
370
UK
160
India
155
South Africa
148
China
126
Philippines
Total 1918

Total 2154

1062
165
100
94
85
Total 2428

436
394
224
157
107

2006 ‐2011
Family 686
Humanitarian 4
Other 0
Skilled 1464
UK
England
India
South Africa
Philippines
Family 882
Humanitarian 103
Other 0
Skilled 1443
UK
India
China
Philippines
South Africa

Source: Department of Immigration and Citizenship Database
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4.12.

Key Findings ‐ Demographics and Social Profile

Access and social isolation
There will be a significant rise in the number of older people in both LGAs, with an expected doubling of the
over 70 population and a three‐fold rise in those over 85, by 2026. Transport, social isolation and access to
programs and services are therefore key issues. This is particularly relevant on the Mornington Peninsula
where the topography is such that many individuals and communities are relatively isolated.

Healthy Ageing
The highly represented 55 and over group will move into the older age groups within the next 20 years. A
focus on the health needs of this age group is needed, particularly healthy ageing and the management of
chronic disease.

Chronic Disease
The current and future needs of the 25‐54 years age group, the largest age group represented in both regions
(42.3% Frankston City, 36.6% Mornington Peninsula Shire), require consideration in relation to health and
wellbeing through prevention and/or management of chronic disease. In addition, end of life issues for
people with life limiting and life threatening illnesses needs to be considered. The projected growth of
dementia prevalence is significant in this area and the predicted shortage of community packages and
residential care places by 2030 will have an impact on the management and treatment of chronic disease.

Aboriginal Population
Compared to the non‐Aboriginal population, the Aboriginal community have a lower than average individual
weekly income, less employment, higher rates of teenage pregnancy, low birth weights, less immunizations,
risky alcohol consumption and cannabis use.

Growth & Disadvantages Areas
Main growth areas Include Frankston East, Mornington Peninsula West (Hastings and Surrounds), and
Mornington Peninsula East.
Disadvantaged areas, whereby the mental, physical and psycho‐social health of people tends to be lower
than other areas, require a focus on the health and service needs of people in disadvantaged areas:











Frankston North
Hastings
Frankston Central
Seaford (East)
Karingal (FCC)
Rosebud ‐ Rosebud West ‐ McCrae ‐ Boneo ‐ Fingal ‐ Cape Schanck (MPSC)
Seaford (West) (FCC)
Rye ‐ Tootgarook ‐ St Andrews Beach (MPSC)
Carrum Downs (FCC)
Baxter ‐ Pearcedale (MPSC)

Humanitarian Immigrants
The majority of people settling in the area over the last 10 years through the humanitarian stream are
locating to Frankston LGA from Sudan, Former Yugoslavia and Afghanistan.
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5.

Health Determinants

5.1. Health Determinants
A person’s health and wellbeing has many facets which are influenced by a complex interplay between
societal, environmental, socioeconomic, biological and lifestyle factors. Some determinants are positive in
their effects on health, and others negative. For example, a high daily intake of fruit is a protective factor,
while low socioeconomic status and smoking are risk factors for ill health).
Determinants are often described as a web of causes, or as part of broad causal ‘pathways’ that affect health.
The Australian Institute of Health and Welfare’s (AIHW) conceptual framework for determinants of health
presents the determinants in four broad groups from broad, environmental factors, to health behaviours and
biomedical factors. Each factor can influence or be influenced by other determinants, and nearly all health
determinants can be modified to some extent by health care or other interventions 16 .

5.2. Health Inequality Indicators
Health inequalities are differences in health that are “not only unnecessary
and avoidable, but in addition are considered unfair and unjust” 17
The differences in measures of health within and between our two local government areas are pronounced.
Frankston is below the Victorian average on a number of indicators in comparison to the Mornington
Peninsula LGA. Such differences lead to poorer living circumstances for many residents with those in more
disadvantaged areas running higher risks of illness and premature death. These differences contribute to
stress, poor mental health and more disease. Poor and unequal health is also a key feature of social exclusion;
creating a damaging spiral impacting on a range of social outcomes such as educational attainment. There are
also personal costs and costs to families and children across generations unnecessarily deprived of
opportunity.
The indicators (marked with *) in Table 4 have been extracted from the report Are we there yet: Indicators of
Inequality in Health, DHS 2008, who based these measures on the Australian Institutes of Health and Welfare’s
conceptual framework for determinants of health and the World Health Organisations publication The Social
Determinants of Health: The Solid Facts 18 .
Table 4 shows local level data of health inequality indicators and marks comparisons to state‐wide averages.
Frankston and the Mornington Peninsula measure notably worse on several health indicators compared to the
wider region. These disadvantages contribute to poorer living circumstances and poorer health. Interestingly,
the Mornington Peninsula LGA measures notably better on a number of indicators. Measuring and monitoring
these indicators can help us to understand trends in health and why some groups have poorer health than
others. From this, policies and interventions can be developed and evaluated to prevent disease and promote
health.
Table 4 Health Inequality Indicators, by LGA



measure notably worse than comparator

FCC

LGA
MPS
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 measure notably better than comparator

Health Inequality Indicators
Poverty (Low – lowest income
quartile group for households)*
(.id 2006)
Year 12 or equivalent completion
(persons 15+yrs)*
(.id 2006)

Data
FCC – 28.1%
MPS – 30.9%
Melb – 25%
FCC – 35.8%
MPS – 36.8%
Melb – 48.5%
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FCC

MPS





















Food insecurity – ran out of food in
previous 12m and couldn’t afford to
buy anymore*
(VPHS2008)
Number of children present at family
incidence by region – police ‘08*
(VFVD 19 2008)
Smoking*
(Department Human Services)
Electronic Gaming Machines (per
1000 adults)
(VCGR 20 2010)
Breastfeeding rates at 6m*
(MCHS 2008‐09)
Early Development
(AEDI 21 2010)







High/very high levels psychological
distress*
(VPHS2008)
Cancer*
(VPHS2008)



Diabetes – prevalence Type 2*
(VPHS2008)



Child health assessments at 3.5yrs,
participation rates*
(MCHS 22 2008‐09)
Destination of school leavers
(CIV 23 2006)
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Transport (percentage of population
near public transport) (Department
Human Services)
Risky or high risk alcohol
consumption*
(VPHS2008)
Overweight and obesity*
(VPHS2008)

FCC – 8.6%
MPS – 8.7%
VIC – 5.6%
SMR – 4810
VIC ‐ 2416
FCC – Current 24.1%, Female 23.3%, Male 24.2%
MPS – Current 23.7%, Female 22.5%, Male 23.1%
VIC – Current 19.1%, Female 17.8%, Male 21.3%
FCC – EGMS p/person 6.04, EXP per adult $698
MPS – EGMS p/person 7.32, EXP per adult $704
VIC – EGMS p/person 6.28, EXP per adult $611
FCC – Fully 29.6%, Partially 1.4%
MPS – Fully 32.9%, Partially 7.3%
SMR – Fully 37.3%, Partially 8.5%
% children developmentally vulnerable 1+ domains
FCC – 25.1
MPS – 23.5
VIC – 20.2
% children developmentally vulnerable 2+ domains
FCC – 14.7
MPS – 10.6
VIC – 10
FCC – 14%
MPS – 10%
Vic – 11.4
FCC – 10.5%
MPS – 7.2%
VIC – 6.6
FCC – 7.0%
MPS – 3.3%
VIC – 4.8%
FCC – 52.8%
MPS – 58.9%
SMR – 57.4%
FCC – 21.7% (disengaged – no involvement in
work/study)
MPC – 16.2%
VIC – 15.4%
FCC – 80.4%
MPS – 54.7%
VIC – 72.6%
FCC – At least weekly 12.2%, Short‐term risk 46.8%
MPS ‐ At least weekly 16.8%, Short‐term risk 53.9%
VIC – At least weekly 10.2%, Short‐term risk 45.2%
FCC – Male Overweight 37.7%, Obese 18%
FCC – Female Overweight 22.8%, Obese 21.6%
MPS ‐ Male Overweight 25.8%, Obese 20.2%
MPS ‐ Female Overweight 28%, Obese 16.7%
VIC ‐ Male Overweight 39.9%, Obese 17.3%
VIC ‐ Female Overweight 24.2%, Obese 16.1%

28

FCC

MPS


























Self‐reported fair/poor health*
(VPHS 24 2008)
Unemployment*
(.id 2006)
Family Violence Incidence (rate per
100,00) *
(Vic Police 25 2009‐10)
Chlamydia prevalence (rate per
100,000 Oct09‐10) *
(NNDSS 26 2009‐10)
Crime Rate per 100,000
(Vic Police 2009‐10)
Homelessness (rate per 10,000,
including living in a caravan)
(AIHW 27 2009)
Teen Births (<20yrs, total
confinements) *
(PDCU 28 2005‐06)
Rental affordability by indicative
households on Centrelink incomes*
(.id 2006)
Life expectancy at birth (years) *
(VHISS 29 2001)
Attendance at a local community
event in past 6 months*
(VPHS2008)
Involvement in local issues and
activities (Volunteering)* (VPHS2008)
Adequate physical activity levels*
(VPHS2008)
Did not meet fruit/vegetable
guidelines*
(VPHS2008)
Avoidable mortality*
Avoidable hospitalisations*

FCC – Male 27.9%, Female 17.6%
MPS – Male 22.4%, Females 11.1%
VIC – Male 19.2%, Female 17.5%
FCC – 6.1%
MPS – 4.7%
Melb – 5.4%
FCC – 1147
MPS – 633
VIC ‐ 650
FCC – 269.6
MPS – 213.9
VIC – 240.8
FCC – 8957.3
MPS – 5688.2
VIC – 6665.6
FCC – 66
MPS ‐ 33
Greater Melb. – 44
FCC –70, 4.4% of total confinements
MPS – 36, 2.4% of total confinements
VIC – 1911, 5.4% of total confinements
FCC – 22%
MPS – 28%
All LGA – 22%
FCC – Male 77.4, Female 82.5
MPS – Male 77.5, Female 83
VIC – Male 77.4, Female 82.2
SMR – Yes 47.7%, No 52.0%
VIC – Yes 52.9%, No 46.7%
SMR – Yes 19.2%, No 65.7%
VIC – Yes 22.2%, No 62.3
FCC – Sedentary 4.2%, Insufficient 28.8%
MPS ‐ Sedentary 4.8%, Insufficient 28.2%
VIC – Sedentary 5.3%, Insufficient 27.4%
FCC – Fruit 55.3%, Vege 92.5%, Either 52.9%
MPS ‐ Fruit 50.4%, Vege 91.3%, Either 48.6%
VIC ‐ Fruit 50.5%, Vege 90.0%, Either 48.2%
See Section 7.3
See Section 7.3

Note: Health Inequalities in which data was not sourced include specific Perinatal Data, Child abuse
substantiations, Oral health need and utilisations, and Kindergarten attendance for 4 year olds
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6.

Health Promotion & Illness Prevention

Health priorities are diseases or conditions that:




contribute significantly to burden of illness and injury and are identified using burden of disease data
have a degree of health inequality
have evidence that the priority has the potential for health gains through prevention and health
promotion

Health priorities have been identified at a national and state level. All states of Australia, including Victoria,
have endorsed the national health priority areas.
Health promotion priorities, on the other hand, look at the underlying risk factors for conditions that
contribute to the burden of disease and also look the social determinants of health. The social determinants of
health include income inequality, access to transport and services, employment, job security and the physical
environment.
Local priorities described in this report are additional priorities identified via service provider consultation,
regional burden of disease, ACSC and Department of Health data for this region.
The national health priorities, listed below, account for 80% of the total burden of disease in Australia.

6.1. National & State Health Priorities
National and State health priorities are:








Diabetes Mellitus
Asthma
Cardiovascular health & stroke
Cancer Control
Injury Prevention
Mental Health (depression, dementia)
Arthritis and musculoskeletal conditions

6.2. Victorian Health Promotion Priorities 2007‐2012
Victorian health promotion priorities 30 are:













Physical activity and active communities
Reducing tobacco related harm
Reducing harm from alcohol and illicit drugs
Safe environments to reduce unintentional injury
Promoting accessible nutritious food
Mental health & wellbeing:
Promoting social inclusion
Reducing discrimination
Reduce violence against women
Increasing access to education and employment
Sexual & reproductive health
Neighbourhood Renewal

Note: Hastings is the only Neighbourhood Renewal site in the catchment; however Frankston North and
Rosebud West are two Community Renewal sites.
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6.3. Victorian Mental Health Reform Strategy 2009 –2019
The Melbourne Charter for Promoting Mental Health and Preventing Mental and Behavioural Disorders is an
international charter developed during the 5th World Conference on the Prevention of Mental and
Behavioural Disorders in Melbourne in 2008 31 .
The Victorian Government is committed to establishing mental health promotion as a core responsibility of the
whole of government. The priority settings in the Victorian Mental Health Reform Strategy are schools and
early childhood settings, workplaces and other community settings.
Mental health promotion includes any action taken to maximise mental health and wellbeing among
populations and individuals by addressing potentially modifiable determinants of mental health. This includes:




Influencing the social and economic factors that determine mental health, such as income, social status,
education, employment, working conditions, access to appropriate health services and the physical
environment.
Strengthening the understanding and the skills of individuals in ways that support their efforts to achieve
and maintain mental health.

6.4. Frankston Mornington Peninsula Primary Care Partnership Health Promotion Priorities
Frankston and Mornington Peninsula Primary Care Partnership (FMP PCP) is a voluntary alliance of thirty six
health and community services in the Frankston/Mornington Peninsula sub‐region. The Health Promotion
Collaborative is a sub‐group within this alliance. The current priorities of the FMP PCP Health Promotion
Collaborative is mental health and wellbeing, with two areas of focus for integrated health promotion. These
are:



Family Violence Prevention ‐ ‘A community free from violence with a focus on Family Violence’
Social Inclusion ‐ ‘People feel connected and have a sense of belonging to the wider community’

Both of these focus areas have strong links to the Social Determinants of Health and are consistent with the
Victorian Department of Health, VicHealth and the Melbourne Charters understandings and evidence base
related to mental health promotion 32 . The evidence base for the selection of these priorities is also outlined in
the FMPPCP Strategic Plan: Evidence Base for 2009‐2012 Priorities 33 .
A Discussion Paper detailing research conducted by Monash University Department of Health Social Science
for the FMP PCP assisted the PCP in reviewing and updating their three year Integrated Health Promotion
Plan 34 . The following recommendations were developed from the evidence provided by primary and
secondary sources:
1. Advocacy on the determinants of health ‐ The unequal distribution of health and wealth across the
catchment is evident. Increasing numbers of people struggle to maintain health and wellbeing while living in
chronic poverty. Joblessness, low levels of literacy and education generate tension and conflict in families,
with resultant poor health, family violence, social exclusion and social isolation. Housing affordability and
accessibility is out of the reach of increasing numbers of people in the catchment. While the PCPs capacity to
impact directly on these determinants may appear to be limited, maintaining a role as informant and advocate
about these issues for the catchment is recommended. At every opportunity, the PCP should lobby for
additional funds and services for the catchment to assist in reducing inequalities and inequities to ensure that
not only can universal services be provided for all, but that targeted services and programs are available for
the most vulnerable people and disadvantaged neighbourhoods so that barriers to economic and social
participation are reduced and assistance is strengthened to disadvantaged groups.
2. Education and Leadership – Rates of early school leaving and lower overall levels of education in the
catchment, contribute to disadvantage and poor health. Due to the wide differences in disadvantage within
the region, it is recommended that the PCP provide educational opportunities to member agencies describing
the social determinants of health and how member agencies can collaborate to improve the health and
wellbeing of the region.
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3. A stronger and more connected community – The PCP catchment covers some of the most disadvantaged
areas in Victoria, where poverty, joblessness, early school leaving, violence and poor mental health appear
entrenched. Social exclusion is the result of poverty and disadvantaged areas. Tackling these issues is beyond
the scope of any one agency. The PCP was acknowledged by member agencies as the appropriate organisation
to promote collaboration which can lead to improved health and wellbeing across the region. Therefore,
gaining commitment to and developing a coordinated action plan with member agencies to address and
promote action for wellbeing and to increase social connectedness across the region is recommended. It is
recommended that the PCP develop a coordinated approach to fund a community development project to
address community engagement and increase social connectedness.
4. Violence – Rates of violence are exceptionally high in the catchment and member agencies recognised and
highlighted the need to address violence at all levels. It is recommended that the PCP broaden the focus from
family violence to whole‐of‐community violence and engage member agencies in the development of an
action plan to coordinate activities that address reducing all types of violence in the catchment.
5. Social Inclusion – In the broadest sense, all of the recommendations address social inclusion. It is
recommended that the PCP communicate the social inclusion/social connectedness plans of member agencies
on a regular basis to improve effectiveness and reach of the PCP plan. Additionally, member agencies felt the
PCP was well placed to facilitate/ develop a community leaders/peer support program with the aim of
engaging hard to reach communities in community development activities.

6.5. Family Violence:
The health consequences of family violence have shown to be a risk factor for ischemic heart disease and
COPD along with depression and anxiety. Australian Bureau of Statistics data showed that 34% of women
experiencing violence by a current partner and 38% of those by a former partner reported that the violence
was witnessed by children in their care. 35 Such exposure increases children’s risk of mental health, behavioural
and learning difficulties in the short‐term; of developing mental health problems later in life, and in the case of
boys, of perpetrating violence as adults. Learning difficulties in the early years, and subsequently through
school, impacts negatively on learning outcomes. If education is compromised there can be broader and long‐
reaching social and economic consequences for those individuals.
Police data for the City of Frankston shows that 1475 family violence incidents were reported and recorded in
2009/2010. At a local level, Frankston has amongst the highest rates of police call outs to family violence
incidents in Victoria, and the rates of child abuse substantiations in Frankston North are twice that of the
Southern Metro Region(SMR) overall whereas those of Hastings are almost triple those of the SMR. For this
reason family violence is the key priority issue for the PCP to mobilise around to develop local, evidence‐based
solutions to make a difference 36 .
Vic Health and Women’s Health Victoria commissioned research into the actual burden of disease of intimate
partner violence. Findings are shown in the Health Costs of Violence – measuring the burden of disease from
intimate partner violence. Figure 9 highlights the importance of preventing family violence and the
significance of family violence for women aged 15‐44years.
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Figure 9: Risk factors contributing to the Burden of Disease in Victorian women aged 15‐44
Risk factors contributing to the Burden of Disease in Victorian women ages 15‐44
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Source: VicHealth June 2004. The Health Costs of Violence: Measuring the burden of disease caused by intimate partner violence

6.6. Social Inclusion:
The links between social inclusion, mental health and wellbeing and mortality have informed FMPPCP’s
knowledge for why social inclusion is a health promotion priority area as an indicator contributing to a wide
range of health and wellbeing outcomes, including but not limited to mental health.
As mentioned above, social inclusion has been chosen as a priority area in the context of our PCP’s over
arching priority ‘Mental Health and Wellbeing’. Social inclusion and connectedness has been linked to many
positive outcomes for people, health outcomes being one of those ‐ much of which has been reported in the
Vic Health 2005 Research Summary 37 . Unfortunately, the opposite is also the case with poor social networks
contributing to increased mortality from almost every cause of death 38 39 40 . Studies have found that people
who are socially isolated or disconnected from others have between two and five times the risk of dying from
all causes compared to those who maintain strong ties with family, friends and community
As a determinant of health, social inclusion has long been acknowledged as both a barrier but also a
contributor to positive health. It has been found that ‘…Social networks may have a beneficial effect on mental
health regardless of whether or not the individuals are under stress’ 41 making increased social
inclusion/connection an ideal focus for prevention efforts.
The Victorian Population Health Survey (VPHS) 2002 results of which have been incorporated into a needs
assessment the FMPPCP is currently undertaking; found that people with few social networks were more likely
to report fair to poor health and to be experiencing some level of psychological distress. As then would be
anticipated, greater levels of community participation, social support and trust in others in the community
have been associated with reduced experience of psychological distress 42 .
As outlined previously Monash University Department of Health Social Science 2009 undertook research
across the social determinants of health most affecting the Frankston and Mornington Peninsula communities.
Including demographics, statistics, focus group discussions and they had a number of recommendations; the
recommendation related to ‘A stronger and more connected community’ (pg. 28) encapsulates the focus for
the work that member agencies are undertaking within this priority area.
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6.7. Peninsula Health Community Health – Health Promotion Team Priorities
Peninsula Health's Health Promotion team works from a settings‐based approach. A settings‐based approach
is based on the idea that there are opportunities to improve health within every setting e.g. workplace, school,
community, city, prison. Although these settings differ in many ways, a similar process can be used in all of
them to create a healthier setting.
The settings based approach focuses not only on the people within the setting but also the environment (both
physical and social), systems and policies. These types of interventions promote sustainability as changes in
the setting are sustained even when people come and go.
The key priorities identified in the Health Promotion Plan for 2009 to 2012 are:




Social Inclusion,
Access to Healthy Nutritious Food,
Freedom from Violence.

The table on the following page (Table 5) lists together health and health promotion priorities, identified
nationally, state‐wide and within this region in 2008 (PCP and service provider).
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Table 5 Catchment Health and Health Promotion Priority Mapping Peninsula 2007
HEALTH PRIORITY AREAS
(endorsed

PCP

Family violence
Social Inclusion
Falls Prevention
Physical Activity

FCC

14

Mental health
Food security /
healthy eating
Phys Activity

FCHS

Food /nutrition
Phys activity

PCP & AGENCY PRIORITIES (AREA‐BASED)

Social inclusion

HARP

Diabetes
COPD

PCHS

Mental Health
Social connect
Phys activity
Food & Nutrition

MPS

Belonging

17

Active Comm
Social Incl
Healthy choices
Healthy Environs

PGPN

Immunisation
Diabetes
Mental Health

FCC/M
PS
BSL

Neighbourhood
Renewal
Family violence
Social inclusion
Transport

Hosp‐
ice
(PHS)

Palliative Care

Where not stated elsewhere as a health priority, area based priorities have been identified in this table from
respective community plans and the Frankston/Mornington Peninsula Primary Care Partnership mapping
2006 43 and also Service provider consultation, demographic data, regional burden of disease and ambulatory
care sensitive condition or DHS data.

Primary Impact
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Access to Health Care

1

Immunization

Informal Transport

Dental Conditions

Obesity

3

3

Dementia

3,4

COPD

Elder Abuse

Anxiety Disorders

3

4

1

1

2

Sexual & Reproductive Health

Local Health Priorities
Safe Env /unintentional injury

Tobacco/alcohol/ drug

Intimate Partner violence

Accessible nutritious food

Physical Activity/Active Comm

Mental Health (depression)

Musculoskeletal

Injury Prevention

Cancer Control

CV Health/Stroke

Asthma

Diabetes

Vic Health Prom Priorities

Falls Prevention / Ageing :

National Health Priorities
by all states)

6.8. Health Promotion ‐ Key Findings
Risk Factors
The top health risk factors for the southern metropolitan region are










Tobacco
Physical inactivity
High blood pressure
Obesity
Alcohol
Poor diet
High cholesterol
Illicit drugs and
Intimate partner violence

Health Inequalities
Both LGAs have a number of health inequalities impacting on the health and well‐being of residents,
including:













Overweight and obesity
Prevalence of cancer & diabetes
Low incomes
Early school leavers,
Participation in community events
Family violence rates
Crime rates
Smoking rates
Risky alcohol consumption
Chlamydia prevalence
Lower breastfeeding rates
Early development vulnerability

Tobacco
Over 20 local organizations are committed to the Frankston Mornington Peninsula Smoking Prevention &
Cessation Strategy – a collaborative approach to addressing tobacco‐related harm at a catchment level. This
approach uses mutually‐reinforcing health promotion and capacity‐building strategies to target and reach
populations at most risk.

Integration among Services
Although priorities exist within each council, individual health service and the PCP as a whole, how they are
linked or collaborate varies. Improved integration of initiatives to address these priorities will result in
improved outcomes. In addition to improved integration between services, there is still scope for further
integration of health promotion, illness prevention and direct service delivery within services themselves.

Health Promotion Priorities and Gaps in Service Delivery
The FMP PCP Health Promotion Collaborative’s two current priorities are Family Violence Prevention and
Social Inclusion. These align with the Peninsula Health Health Promotion priorities: Social Inclusion, Freedom
from Violence and Access to Healthy Nutritious Food.
Several gaps exist in integrated health promotion delivery for the priority health areas identified at a
national, state, PCP and service based level (Table 5).

June 2011

36

7.

Chronic & Complex Care

Approximately 80 per cent of the total burden of disease in Australia is attributable to six disease groups, all of
which have the potential to be either prevented or managed in settings and modes other than bed‐based
inpatient care. Chronic disease is now commonplace and will continue to affect an increasing proportion of the
population45.
Chronic and Complex care refers to planned approaches to management of chronic disease and complex care,
focused on substitution and diversion, intensive case management, community based care coordination and
early intervention.
DHS has identified varying levels of care and intensity of service provision for people with chronic and/or
complex needs as outlined by Table 6 44 .
Key elements of the model of care for HARP CDM are based on the needs of Level 1 and Level 2 service users.
These people require intensive community care coordination. This will continue to enhance the usual care
they receive from existing community services.
Table 6: Levels of Chronic and Complex Care Management

Source: DHS Primary health Care Branch. Revised Chronic Disease Management Program Guidelines for Primary Care Partnerships and Primary
health Care Services (2008)
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7.1. Burden of Disease Study
The Victorian Burden of Disease study 45 was undertaken in 2001, and while it has not been updated, remains
the only comprehensive assessment of the burden of ill health in Victoria, measured in disability‐adjusted life
years (DALYs) arising from most diseases and injuries.
The burden of disease can be attributed to key preventable risk factors that if addressed, can have a significant
impact on the health of the community.
Figure 10 and 11 list the ten major risk factors attributed to the burden of disease within the Southern
Metropolitan region and Victoria in 2001.
Figure 10 Males: Risk Factors for Southern Region
Attributable Burden (% of Total DALYs) MALES
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Alcohol benefit
Alcohol harm
Low fruit+veg intake
Southern

High cholesterol
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High blood pressure
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Source: Victorian Burden of Disease Study, Mortality and morbidity in 2001. Department of Human Services 2006

Figure 11 Females: Risk Factors for Southern Region
Attributable Burden (% of Total DALYs) FEMALE
Intimate partner violence
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Source: Victorian Burden of Disease Study, Mortality and morbidity in 2001. Department of Human Services 2006
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The Victorian Burden of Disease Study provides insight into the causes of illness, injury and death and
estimates its impact on health and wellbeing and identifies the major risk factors contributing to the burden of
disease. The Disability Adjusted Life Years (DALY) is a measure that expresses years of life lost (YLL) to
premature death together with years lived with a disability (YLD) of specified severity and duration. Higher
DALY rates are associated with poorer health status.

7.2. Top 10 Conditions‐Frankston & Mornington Peninsula
The top 10 conditions (YLD and DALY) contributing to the burden of disease in the Frankston and Mornington
Peninsula Region are shown in Table 7, 8, and 9. Note that cancers account for one third of the top 10
conditions, second to Cardiovascular disease.

Table 7: Years lived with a Disability (YLD)
Top 10
1
2
3
4
5
6
7
8
9
10

Frankston
Depression
Dementia
Diabetes Mellitus‐NIDDM
Asthma
Hearing Loss
Generalized Anxiety disorder
Stroke
Osteoarthritis
COPD
Borderline personality
disorder

Mornington Peninsula
Dementia
Depression
Diabetes Mellitus‐NIDDM
Hearing Loss
Osteoarthritis
Stroke
Asthma
Generalized anxiety disorder
Ischemic heart disease
COPD

9.8%
6.0%
5.3%
4.6%
4.0%
3.7%
3.6%
3.6%
2.6%
2.6%

8.3%
7.7%
4.7%
4.7%
4.2%
4.1%
4.0%
3.2%
2.7%
2.5%

Source: Burden of Disease Victoria. Department of Human Services 2001

Table 8: Disability Adjusted Life Years (DALY)
Top 10
1
2
3
4
5
6
7
8
9
10

Frankston
Ischaemic heart disease
Depression
Stroke
Dementia
Diabetes mellitus‐ NIDDM
Cancer lung
COPD
Asthma
Cancer colon/rectum
Hearing loss

9.2%
5.2%
5.1%
4.0%
3.9%
3.7%
3.4%
2.7%
2.7%
2.1%

Mornington Peninsula
Ischemic heart disease
Stroke
Dementia
Cancer lung
Depression
COPD
Diabetes mellitus‐ NIDDM
Cancer colon /rectum
Cancer breast
Hearing loss

10.6%
5.8%
5.2%
4.0%
3.8%
3.5%
3.4%
3.1%
2.4%
2.3%

Source: Burden of Disease Victoria. Department of Human Services 2001

June 2011

39

Table 9: Top 10 causes of Years of Life Lost (YLL)
Top 10
1
2
3
4
5
6
7
8
9
10

Frankston
Ischaemic heart disease
Cancer lung
Stroke
Cancer colon/rectum
COPD (emphysema and
chronic bronchitis)
Suicide
Road and traffic accidents
Cancer breast
Diabetes mellitus‐NIDDM
Dementia

17.2%
7.4%
6.7%
4.8%
4.3%
3.6%
3.0%
3.0%
2.2%
1.8%

Mornington Peninsula
Ischaemic heart disease
Stroke
Cancer lung
Cancer colon/rectum
COPD (emphysema and
chronic bronchitis)
Cancer breast
Suicide
Diabetes mellitus‐NIDDM
Dementia
Road and traffic accidents

18.4%
7.5%
7.4%
4.8%
4.4%
2.9%
2.7%
2.2%
2.2%
2.1%

Source: Burden of Disease Victoria. Department of Human Services 2001

7.3. Ambulatory Care Sensitive Conditions (ACSC)
Ambulatory Care Sensitive Conditions (ACSC) are those conditions for which hospitalization is thought to be
avoidable if preventative care and early disease management are applied, usually in an ambulatory care
setting. It is considered that access to timely and effective community‐based care can reduce the risks of
hospitalisation
Top 10 individual ACSCs admissions, 2008‐09 46
The top 10 ACSCs admissions accounted for 92.7 percent of total ACSC admissions in 2008‐09. The average
bed days for the top 10 ACSCs was 3.68 in 2008‐09
Table 10: Top 10 ACSCs in Frankston Mornington Peninsula PCP 2008–09
ACSC

Diabetes complications
Pyelonephritis
Dental conditions
Chronic Obstructive
Pulmonary Disease
(COPD)
Angina
Congestive cardiac
failure
Ear, nose and throat
infections
Convulsions and
epilepsy
Asthma
Iron deficiency anaemia

Number of Standardised
Admissions
Rate per
1,000
Persons

Lower
limit of
95% CI

Upper
limit of
95% CI

Average
Bed days

Total Bed
Days

3,624
966
843
980

11.39
3.21
3.04
2.95

11.03
3.01
2.83
2.77

11.76
3.42
3.25
3.14

7.88
3.97
1.18
6.62

28,542
3,838
995
6,483

890
697

2.77
2.06

2.59
1.90

2.96
2.21

1.50
6.90

1,334
4,809

530

1.99

1.82

2.16

1.44

764

527

1.96

1.79

2.12

3.01

1,588

422
431

1.55
1.44

1.40
1.31

1.70
1.58

2.60
1.67

1,096
718

Source: Department of Human Services, Victorian Government Health Information, Victorian Health Information Surveillance System (VHISS)

Top 5 Individual ACSCs Admissions by LGA
The top five ACSCs admissions accounted for 68.46 per cent of the total ACSCs admissions in the Frankston
LGA. The average bed days for the top five ACSCs admissions in Frankston was 4.31 in 2008–09.
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Table 11: Frankston LGA, ASCS Admissions 2008‐09
Number of
Admissions

Standardised Rate per
1,000 Persons

Average
Bed days

Total Bed
Days

Diabetes complications

1689

13.75

7.87

13298

Chronic Obstructive
Pulmonary Disease
(COPD)
Pyelonephritis

444

3.58

6.68

2964

443

3.56

4.20

1859

Angina

336

2.72

1.59

533

Dental conditions

325

2.60

1.20

391

Source: Department of Human Services, Victorian Government Health Information, Victorian Health Information Surveillance System (VHISS)

The top five ACSCs admissions accounted for 68.20 per cent of the total ACSCs admissions in the Mornington
Peninsula LGA. The average bed days for the top five ACSCs admissions in Mornington Peninsula was 4.16 in
2008–09.
Table 12: Mornington Peninsula LGA, ASCS Admissions 2008‐09

Diabetes complications
Dental conditions
Pyelonephritis
Angina
Chronic Obstructive Pulmonary
Disease (COPD)

Number of
Admissions

Standardised Rate
per 1,000 Persons

Average
Bed days

Total Bed
Days

1,935
518
523
554
536

9.85
3.34
2.99
2.77
2.55

7.88
1.17
3.78
1.45
6.57

15,244
604
1,979
801
3,519

Source: Department of Human Services, Victorian Government Health Information, Victorian Health Information Surveillance System (VHISS)
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Figure 12: Admission Rate Ratios for the top 10 ACSCs in FMP PCP (Victoria=1) 2008‐09
All Individual ACSCs Admission rate ratios for selected sub group (Victoria = 1)
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Figure 13: Top 10 AMs rate ratios for Frankston Mornington Peninsula PCP (Victoria =1), 2002‐06
Top 10 individual AMs rate ratios for Frankston Mornignton Peninsula PCP (Victoria = 1), 2002‐06
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7.4. Summary of ACSC rate ratios for LGAs (Victoria=1), Victoria, 2006‐07
 measure notably worse than Vic average
 measure notably better than Vic average

Total ACSCs rate ratios by age group
FCC MPS
0‐14

15‐24


25‐44


45‐64



65+
Total

Total and individual CHRONIC ACSC rate ratios
FCC
MPS
M
F
M
F
Angina
  

Asthma

COPD
 

Congestive cardiac
failure

Diabetes Complications
  

Gangrene

Hypertension

Total chronic
  

Total and individual ACUTE ACSC rate ratios
FCC
MPS
M
F
M
F
Cellulitis
   
Convulsions and epilepsy
Dehydration and
gastroenteritis


Dental conditions
   
Ear, nose and throat
infections

Iron deficiency anaemia

Pelvic inflammatory
n/a
n/a
Perforated/bleeding ulcer
Pyelonephritis
  
Total acute
 

Top 5 ACSC admission rate ratios, persons:
Ages 0‐14
FCC MPS
Asthma
Dental Conditions
ENT Infections
Convulsions and epilepsy
Pyelonephritis
Total ACSC
Ages 15‐24
Dehydration & gastroenteritis
Dental conditions
ENT Infections
Pyelonephritis
Diabetes complications
Total
Ages 25‐44
Dehydration & gastroenteritis
Diabetes complications
Dental Conditions
Convulsions and epilepsy
Pyelonephritis
Total
Ages 45‐64
Diabetes complications
Dehydration & gastroenteritis
Dental Conditions
Angina
COPD
Total
Ages 65+
Diabetes complications
COPD
CCF
Pyelonephritis
Angina
Total





















































Note: The top 5 ACSC conditions are those that are most common across all LGAs
Source: Department of Health, Atlas of potentially avoidable hospitalisations in Victoria: ambulatory care sensitive conditions, 2006‐07. Melbourne,
Victoria 2009
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7.5. Chronic & Complex Care Programs
Key funded chronic and complex care programs / services within the FMP PCP region include:









Chronic disease management,
Chronic Disease Early Intervention Programs
Complex Care Program
Primary medical services
Community health counselling services
Community based mental health services
Allied health services for chronic disease
Regional Home and Community Care (HACC)
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7.6. Key Findings ‐ Chronic & Complex Care
Burden of Disease
The major causes of death and disability in the catchment are:













asthma
cancer
chronic obstructive pulmonary disease
dementia
depression, borderline personality & generalized anxiety disorders
diabetes
hearing loss
ischaemic heart disease
osteoarthritis
road and traffic accidents
stroke
suicide

Avoidable admissions (ACSC’s)
The top 10 ACSC’s were:











diabetes complications
pyelonephritis
dental conditions
chronic obstructive pulmonary disease
angina
congestive cardiac failure
ear, nose and throat infections
convulsions and epilepsy
asthma
iron deficiency anaemia

Hospital Admissions
Compared with the Victorian average, the regions admission rate ratios were measurable worse for






nutritional deficiencies
angina
convulsions and epilepsy
ear, nose and throat infections
pyelonephritis

Models of Care
Within this region, a review of existing approaches to service delivery and models of care for these conditions
is needed, to better meet the needs of this cohort, now and in the future. This will involve improved location
and integration of programs for these conditions and appropriate resource allocation for preventative care
and early disease management.

June 2011

45

8.

Urgent & Episodic Care

Urgent and Episodic Care refers to meeting the needs of people who, while generally healthy, may
occasionally need to access a number of health care services due to a short term illness or injury.
Services within the region that provide Urgent & Episodic Care include:












Emergency Departments (Frankston & Rosebud)
Outpatient clinics and services
Rapid Assessment and Discharge (RAD)
Mental health crisis response services
Ambulance services
Hospital in the Home (HITH)
Sub‐acute ambulatory services (SACS)
Peninsula Health Post Acute Care (PenPAC)
Dental services
General Practitioners
Palliative Care Services

This section aims to provide data and service‐related information to support the decision making process in
relation to:



Services, currently located within the hospital, which may be better located within the community
Providing alternatives to in‐hospital care

8.1. Emergency Department Utilisation – Frankston and Mornington Peninsula
In 2009‐10, residents of Frankston and Mornington Peninsula attended public hospital emergency department
on 70,580 occasions. Eighty five percent of presentations (60,560) were provided by Peninsula Health, of
which 42,820 were at Frankston Hospital and 17,735 were at Rosebud Hospital. From 2008‐09 to 2009‐10,
attendances grew 6.3% with an additional 4,180 presentations. Presentations at other hospitals grew at more
than 10% during that period.
Figure 14: Emergency Department Attendances, Frankston & Mornington Peninsula 2005‐06 – 2009‐10

Source: Victorian Emergency Episode Dataset.
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The age profiles show a lower percentage of 0 to 39 year olds and a greater percentage of 65+ year olds
presenting to the emergency department compared to the rest of state (Figure 15).
Figure 15: Peninsula Health percentage of presentations compared to all other hospitals by age group

Source: Victorian Emergency Episode Dataset.

Triage category describes the priority for assessment of emergency department presentations. Category 1
requires urgent attention and category 5 is the least urgent. Compared with other emergency department in
Victoria, Frankston Hospital has as a higher percentage of triage 2 and 3 and a lower percentage of triage 4
and 5 presentations. The Rosebud Hospital profile is consistent with other emergency departments (Figure
16).
Figure 16: Percentage triage category Peninsula Health hospitals compared to all other public hospitals

Source: Victorian Emergency Episode Dataset.
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The top three Emergency Department Presentations (2009‐2010) by Chapter headings were




Injury, poisoning and other consequences of external causes
Symptoms Signs and Abnormal Clinical Laboratory Findings
Diseases of the Respiratory System

Top Emergency Department diagnoses that patients present with and are transferred to another hospital
(public or private) were








Chest pain unspecified
Unstable angina
Appendicitis
Syncope and collapse
Atrial fibrillation and flutter
Lobar pneumonia unspecified Dyspnoea
Chronic Obstructive Pulmonary Disease

Primary Care Treatment 47 (PCT) is defined by the Hospital Demand Unit as patients that present to emergency
departments that could have been treated in the community. The grouping is based on five criteria:






Patient did not arrive by ambulance
Patient was not referred to hospital by a GP
The triage category was 4 or 5
Patient not admitted to hospital
The total ED LOS was less than 12 hours

In 2009‐10 the State average for PCT was 44.4%. Rosebud Hospital had a higher percentage (52.6%) than the
state average (Figure 17). Frankston Hospital had the lowest percentage PCT presentations to total
presentations in the State.
Figure 17: % Primary care type presentations by Hospital
Primary Care Type Presentations by Hospital
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Source: Victorian Emergency Episode Dataset.
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8.2. Inpatient admissions (2009‐20010)
In 2009‐2010, residents from the Frankston and Mornington Peninsula were admitted to hospital on 140,000
occasions 1 . Admissions to private hospitals account for 62,630 of these admissions (45%) , Peninsula Health
hospitals accounted for 58,540 admissions (42%) ,Southern Health 8,380 admissions (6%), the Alfred 4,430
(3%), specialist hospitals 3,260 (2%) and other hospitals the balance of 1.5%. Figure 18 shows the number of
separations 2 from the Frankston and Mornington Peninsula area by the provider.
Figure 18: Hospital admissions from the Frankston & Mornington Peninsula, 2009‐10 by Provider

Source: Victorian Admitted Episode Dataset.

Peninsula Health accounts for 77% of public hospital admissions from Frankston and Mornington Peninsula
residents, although the percentage varies widely according to the specialty. Around 90% of Peninsula Health
patients are residents of Frankston and the Mornington Peninsula.

1
2

Excluding well newborns
Hospital attendances are counted at departure or “separation” from hospital, and are referred to as separations
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Renal dialysis and chemotherapy attendances can distort hospital admission data because they have a high
volume of admissions for each patient. When these separations are excluded, Frankston & Mornington
Peninsula residents were admitted to public hospitals more than 60,000 times. Over the past nine years,
admissions from the Frankston and Mornington Peninsula have increased steadily. Figure 19 shows this
growth for public hospitals by the type of admission. The majority of growth has occurred in emergency
admissions. Between 2005‐06 and 2009‐10, total public admissions grew by 15%. Elective admissions
increased by 9% and emergency admissions by 20%. In 2009‐10, 38% of admissions were elective and 56%
classified as emergency.
Figure 19: Public hospital admissions from the Frankston & Mornington Peninsula in 2009‐10 by Admission
Type

Source: Victorian Admitted Episode Dataset.

8.3. Inpatient Activity Projections
The Department of Health Victoria undertakes projections of inpatient episodes to provide an indication of
future hospital demand. The projections apply trends in hospital utilisation to the future population structure.
Population ageing and population growth are the major factors in the projected demand increase.
Actual demand will vary according to many factors, including the availability of funding, capacity to provide
services, new and emerging treatments and models of providing care. The projections form a “base case”, or
best estimate of future demand. They are useful for considering where demand on acute services will grow,
and the consequent demands on community services for both preventative and follow‐up services. The
following figures show actual and projected inpatient admissions for the Frankston and Mornington Peninsula
area. These data have been sourced from the Department of Health inpatient forecasting model (IFM) 2010
release.
The highest projected activity growth is in medical multiday and medical sameday admission and renal dialysis.
Medical sameday admissions include short stay patients admitted through the emergency department,
admissions for medical investigations and diagnostic tests and short admissions to inpatient wards.
Other specialty areas are projected to grow at a steady, but much lower rate. The majority of medical
admissions are not scheduled, and present through the emergency departments, indicating that the pressures
on hospital acute services will continue to increase.
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Figure 20: Historical and projected inpatient admissions for sameday admissions.

Source Department of Health IFM 2010

Figure 21: Historical and projected inpatient admissions for multiday admissions.

Source Department of Health IFM 2010
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Figure 22: Historical and projected inpatient admissions for maternity and neonatal admissions.

Source Department of Health IFM 2010

Figure 23 shows the absolute change in separations for Frankston and Mornington Peninsula residents by
clinical group. The chart shows the 20 specialty groups 3 with the largest change between 2008‐09 and 2021‐
22. General medicine and general surgery will have the largest increases, with respiratory medicine,
orthopaedics, subacute, cardiology, gastroenterology and neurology also showing strong increases. Procedural
specialities are tending to have smaller increases in inpatient volumes. No speciality had projected falls in
patient volumes.
Figure 23: Projected change in admissions for the top 20 specialty groups. Frankston and Mornington
Peninsula 2008‐09 – 2021‐22

Source Department of Health IFM 2010
3

Identified by Major Clinical Related Group (MCRG)
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8.4. Key Findings ‐ Urgent Care

Emergency Presentations
In 2009‐10, residents of Frankston and Mornington Peninsula attended public hospital emergency
department on 70,580 occasions. Eighty five percent of presentations (60,560) were provided by Peninsula
Health. Peninsula Health has a lower percentage of 0 to 39 year olds and a greater percentage of 65+ year
olds presenting to the Emergency Department compared to the rest of state. Compared with other
emergency departments in Victoria, Frankston Hospital has as a higher percentage of triage 2 and 3 and a
lower percentage of triage 4 and 5 than other public hospitals in Victoria.
Top three Emergency Department Presentations (2009‐2010) by Chapter headings were




Injury, poisoning and other consequences of external causes
Symptoms Signs and Abnormal Clinical Laboratory Findings
Diseases of the Respiratory System

Top Emergency Department diagnoses that patients present with and are transferred to another hospital
(public or private) were








Chest pain unspecified
Unstable angina
Appendicitis
Syncope and collapse
Atrial fibrillation and flutter
Lobar pneumonia unspecified Dyspnoea
Chronic Obstructive Pulmonary Disease

Inpatient admissions
In 2009‐2010, residents from the Frankston and Mornington Peninsula were admitted to hospital on 140,000
occasions. Admissions to private hospitals account for 45% of admissions and Peninsula Health hospitals
accounted for 42% of all hospital admissions. Peninsula Health accounted for (42%).
Peninsula Health accounts for 77% of public hospital admissions from Frankston and Mornington Peninsula
residents, although the percentage varies widely according to the specialty. Around 90% of Peninsula Health
patients are residents of Frankston and the Mornington Peninsula.
Over the past nine years, admissions from the Frankston and Mornington Peninsula have increased steadily
with the majority of growth occurring in emergency admissions. The highest projected activity growth is in
medical multiday and medical sameday admission and renal dialysis. Other specialty areas are projected to
grow at a steady, but much lower, rate. The majority of medical admissions are not scheduled, and present
through the emergency departments, indicating that the pressures on hospital acute services will continue to
increase.
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9.

General Practice Service Delivery

Population Presentations
An active patient is a person who presents 3 times to general practice within 2 years. Generally, approximately
80% of the population attend GPs at least annually.
Across the Peninsula GP Network catchment (including Frankston and Mornington LGA), 40/72 (52.6%) general
practices utilise the PEN Clinical Audit Tool and collect presentation data. This represents 194/306 (63.9%)
GPs.
The data shows that locally more active patients present to general practice within a 12 month period (88.4%)
compared to the benchmarked population (80%).
During the last financial year (2009‐2010) there were 175,488 active patients across 194 GPs and 155,109 of
these active patients presented to general practice within the last year. This equates to approximately 800
presentations per GP, or 3900 presentations per practice per year 48 .

Service Delivery Data
MBS Online Division statistical reports over the last three financial years show significant increases in the
number of:

‐
‐
‐
‐

multidisciplinary care plans,
case conferences,
after hours attendances,
practice nurse attendances

Table 13 GP Service Delivery Data

MBS Category

2007/08

2008/09

2009/10

% change

Total Professional attendances

1,390,288

1,390,288

1,445,145

 3.8

GP consultations

1,247,976

1,247,976

1,298,170

 3.9

Health assessment

6,521

6,521

6,562

 0.6

Multidisciplinary care plans

29,048

29,048

34,763

 16.4

Case conferences

420

420

525

 20.0

Medication reviews

1,462

1,462

1,491

 1.9

Pap Smears (unscreened women)

696

696

633

 9.1

Diabetes cycle of care (independent of care plan)

1,606

1,606

1,644

 2.3

Asthma cycle of care (independent of care plan)

452

452

437

 3.4

Mental Health Care Plan

31,632

31,632

33,532

 5.7

After Hours attendances

50,829

50,829

61,931

 17.9

Practise Nurse attendances (wound management,
immunisation, CDM review, pap smears)

72,869

72,869

93,941

 22.4

Source: MBS Online Division statistical report
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10. Priority Setting
10.1.

Prioritisation

In 2008, the Primary Care & Population Health Advisory Committee undertook a project to set priorities for a
three year work plan. The committee




Explored area based need based on population health data and key stakeholder consultation
Identified potential health priority areas
Utilized a priority framework, identified agreed priorities for further collaborative action by the committee

Based on the findings within the first draft of this report and key stakeholder consultation, twenty potential
population health needs were identified for further consideration by the Primary Care & Population Health
Advisory Committee:











Diabetes
Asthma
COPD
CV Health / stroke
Cancer Control
Injury Prevention
Depression / Mental Health
Elder abuse
Intimate partner violence
Musculoskeletal conditions












Accessible nutritious food
Obesity
Physical Activity
Tobacco/alcohol/Illicit drug
Ageing
Dementia
Dental
Access to Health care
Informal Transport
Immunisation

The identified health priorities were further assessed against the following set of criteria and agreement was
reached on 3 key priorities of:




Diabetes
COPD
Depression and Anxiety

Dementia and Aged Care were also acknowledged as priorities, in addition to oral health, and noted for further
collaborative action in the future.
Criteria
Preventative
Prevalence
Position
Potential
Provision
Participation
Policy

Priority because
There is potential to reduce future morbidity
Condition is common. There is potential to impact through effective strategies.
Consider location of demand, location of services, consider potential to improve
access
Is there potential for change? Are the physical resources fixed? Is the budget fixed or
inflexible? Are participants willing to change?
Is the model of care under which the service is provided correct? Can it be effectively
changed?
Are the stakeholders sufficiently engaged to foster change? Can this be
addressed/improved?
Are the suggested decisions/recommendations within the scope of current policy
decisions?

Task groups were formed for each of the three priority areas, and commenced in April 2008. Each task group
included key stakeholders in the region with expertise in the priority area, and consumer representatives. The
task groups explored opportunities for future service delivery that was integrated and coordinated to better
meet the needs of the community, in line with Care in your Community Principles. Action Plans for each task
group were finalized in early 2009.
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10.2.

Implementation

Phase 3, Implementation of the action plans, commenced in September under the oversight of the Primary
Care and Population Health Committee. Three Steering groups have been guiding the Depression & Anxiety,
Diabetes and COPD action items/goals. CiYC is also responsible for participating in activities by the Primary
Care Partnership, its Health Promotion Collaborative, and PGPN projects that address the Service Coordination
and Health Promotion action items. The Care in Your Community action items are:

Depression & Anxiety








Increase the availability of accurate Depression & Anxiety service information
Increase provision of accurate information regarding local support groups and services
Build capacity of health care providers
Increase Mental Health Promotion across the catchment
Implement National Action Plan for Perinatal Mental Health
Clarify need for ‘Out of Hours’ Depression & Anxiety services through broad consumer engagement
process
Clarify need for increased availability of self‐help support groups

Diabetes




Trial chronic disease service model with diabetes as pilot stream
Increase access to Diabetes services in Southern & Westernport regions
Increase access to Diabetes Prevention Programs

Chronic Obstructive Pulmonary Disease









Increase the availability of Pulmonary Maintenance Programs in the Frankston & Mornington Peninsula
region
Single governance and Standardisation of Pulmonary Rehabilitation Programs (PRP) programs across sites
Increase availability of PRP in the Frankston & Mornington Peninsula region
Increase information, education & training for Home‐Care Services working with people with COPD
Increase access to COPD Clinic services in the Southern / Western region
Ensure COPD Best Practise
Increase opportunities for specialisation in COPD
Increase accuracy and availability of information for people with COPD

Service Coordination








Increase Access to services and service information
Defined and consistent approach to Initial Contact & Initial Needs Identification
Increase identification of mental Health issues
Effective transfer of client information by electronic means
Effective Care planning
Effective Chronic Disease Management
Effective Public Private Interface

Health Promotion







Catchment‐wide Smoking Prevention & Cessation Project
Integrated Health Promotion Planning
Localisation of National and State‐wide campaigns
Health Promotion Workforce Development
Increase physical access to services for people with chronic health conditions
Promote Healthy Eating (Diabetes Prevention)

June 2011

56

Appendix 1 – Smoking Prevention & Cessation Strategy
Introduction
The Frankston Mornington Peninsula Smoking Prevention & Cessation Strategy is an outcome of the Care in
Your Community project. Locally, Care in Your Community is governed by Peninsula Health’s Primary Care and
Population Health Advisory Committee. Planning in 2007 identified Chronic Obstructive Pulmonary Disease
(COPD) as one of three local priorities.
As smoking is a direct cause of COPD, the action plan includes a prevention approach to COPD through
implementation of the Smoking Prevention and Cessation Strategy (SPCS).
The SPCS Steering Committee guides the project and is innovative in its collaborative approach to addressing
tobacco‐related harm at a catchment and local population level. The SPCS facilitates the action needed to
reduce the harm caused by smoking.
Objectives

Key Social & Economic Determinants of Health
Gender / Stress / Addictions / Social support / Education / Social gradient / Social exclusion /
Personal health practices, coping skills / Environments / Unemployment / Employment & working conditions

Target Population Groups






Action Areas

Lower SES communities
Pregnant women
Koori communities
Youth
Culturally and linguistically diverse
communities

Settings for Action








Local program delivery
Capacity building
Prevention & education
Community development
Research, monitoring & evaluation
Legislative & policy reform

Health – Community Services – Education – Local Government – Workplaces – Private Industry –
Sport & Recreation – Volunteer Sector – Faith Organisations

Intermediate Outcomes [<3yrs]
Individual
 Awareness and access of local Quit
support services
 Involvement in community‐based
prevention initiatives
 Increased knowledge and
awareness of tobacco‐harm
 Increase in smoking cessation
 Decreased exposure to
environmental tobacco smoke
 Reduced uptake of smoking

Organisational
Partnerships across sectors
Using evidence‐based approaches
Appropriate resource allocation
Supportive smoke‐free policies &
programs
 Increased smoke‐free workplaces
 Increased workplace productivity






Community/Environment
 Broad commitment to smoke‐free
charter
 Environments which are
supportive of smoking prevention
& cessation
 Reduced smoking rates

Long‐term Goals & Benefits [>3yrs]






Improved physical health
Improved mental health
Reduced financial burden
Improved quality of life
Improved life expectancy
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 Reduced costs of smoking on
healthcare system
 Resources and activities are
integrated and sustained across
organisations, sectors and settings

 De‐normalisation of tobacco use
 Reduced incidence of tobacco
related chronic health conditions
 Improved environmental health
 Increase in social capital
 Reduce inequities in tobacco‐related
harm
57

Methods
Integrated Smoking Cessation Support
Increase access to
local smoking
cessation services

Increase awareness
of local smoking
cessation services

Monitor delivery of
local smoking
cessation services

De‐normalisation
of Tobacco
Smoking

Promote Smoke
Free
Environments

Outcomes to date Feb 2011
SMOKING CESSATION SUPPORT





Over 70 health professionals from 9 organisations completed Quit training through partnership with
the Peninsula GP Network, including Mental Health and Koori workers.
Quit courses provided across catchment at all Peninsula Health Community Health sites.
Partnership with Frankston City Life to provide Quit course to low SES and homeless people in
Frankston. Supported by Quit Vic training of RDNS staff member.
Quit‐trained staff across the catchment are routinely delivering brief intervention & referring to Quit
services.

SMOKE FREE ENVIRONMENTS







Peninsula Health implemented a Smoke Free environment on 1 September 2010, including all
grounds, buildings and vehicles.
Fully subsidised Nicotine Replacement Therapy program utilised by over 180 staff and volunteers
within three months of Peninsula Health becoming Smoke Free.
Peninsula Health has reached Silver Award level of the European Network of Smoke Free Hospitals
(ENSH), and is aiming for Gold Level Award by 2012. The ENSH provides a best practice model,
including self audit tools and support.
The SPCS is included in the Frankston City Council Health and Wellbeing Plan; contributing to
Frankston City Council committing to becoming the first Victorian municipality to trial smoke free
public spaces in its major open air shopping strips, November 2010.
Menzies Inc, City Life, Chisholm Institute Frankston, and Frankston City Council are moving to
implement Smoke Free policy.

DE‐NORMALISATION OF TOBACCO SMOKING BEHAVIOUR



Over 31 local agencies have shown interest for continued involvement in the SPCS
Over 17 local agencies have agreed to become signatories to the Frankston and Mornington Peninsula
Smoke Free Charter as a public expression of their commitment

PARTNERSHIPS AND COLLABORATIONS





The SPCS has been supported in resources and time by ‐
Peninsula GP Network through QUIT Educator training and promotion of cessation services
QUIT Victoria provision of resources and donation of QUIT educator and brief intervention training,
including specific training for Mental Health and Koori health
A partnership between Peninsula Health and Monash University is being developed to conduct a
comprehensive evaluation of the multi‐agency, multiple settings, catchment‐based approach to
reducing tobacco related harm. This evaluation can inform future policy, practice and research in
relation to community‐level smoking prevention and cessation.

For further information on the Smoking Prevention & Cesation Strategy please contact Peninsula
Health, Health Promotion Team healthpromotion@phcn.vic.gov.au
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Appendix 2 – PGPN Map
Peninsula GP Network ‐ GP’s by Postcode
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