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Exe c u t i v e  s u m m a ry1 .
The demand for Child Protection assessment and

intervention is rising. Data shows that many

families who have contact with Child Protection

have been visible to universal health services and

are strong presenters to emergency departments.

Despite this, reports by medical services to Child

Protection remain low, only making up around

10% of reports received.

 

In 2017, The Department of Health and Human

Services (DHHS) released the Health Care that
Counts: A framework for improving care for
vulnerable children in Victorian health services.
However, a survey of health services across the

Loddon area showed low levels of awareness of

the HCTC framework and limited

implementation.

 

The three Primary Care Partnerships (PCP) in the

Loddon Area successfully partnered with the

Loddon Children and Youth Area Partnership

(LCYAP) to develop a project proposal to support

health services in the Loddon area to implement

the HCTC Framework. This was funded by DHHS

with in-kind contributions from the PCPs.

 

The project model included an Expression of

Interest process to identify six organisations and

financial support for participating organisations

to allocate this work to an internal Change

Champion. Each organisation developed an

action plan,  which is informed by a self-

assessment.   External support and collaboration

was provided by a project coordinator. The work

was monitored and guided by the HCTC Steering

Group and a working group supported the

project coordinators.

 

A collaborative approach between partnerships

can result in greater efficiency, less duplicated

effort and greater access to resources. In this case

the PCP platform provided a solid foundation to

conduct place-based work and could leverage off

the strength of existing relationships. The LCYAP

provided the expertise to support capacity

building and facilitate access to general

specialist advice and information. 

 

Evaluation feedback indicated strong support by

participating organisation's CEOs and Change

Champions of the project model.

 

A key enabler for the project was the financial

contribution which allowed the allocation of a

Change Champion and supported accountability

for the work. 

 

The Change Champions were connection points with

participating organisations, key communicators of

change, and enablers to remove barriers and

implement plans. Without the Change Champions,

gaining traction within organisations would have been

extremely difficult.

 

The project coordinators were able to deliver some of

the conceptual thinking to support organisations to

complete their self-assessments, develop

implementation plans and meet their deliverables.

Consequently, they gained insights across the range of

organisations and enabled the collection of best

practice examples, developed resources and adjusted

their approach according to the capacity and needs of

each organisation.

 

All six organisations completed their self-assessments

and action plans. Some of the changes that

organisations have implemented include:

Establishment of a Vulnerable Children’s and

Families Committee

Vulnerable children included in a MOU for clinical

supervision for clinicians

Strategies to raise the voice of children to improve

service delivery

 Review of relevant policies to incorporate

consideration of vulnerable children and families

Introducing alert systems for vulnerable children

Building capacity of staff to identify and respond to

vulnerable children.

 

The project coordinators  informed by the staff surveys

and Change Champion completed a number of

collaborative activities to support health services.

These include raising awareness eg forum, social

media campaigns, development of training packages,

interactive referral pathways, policy guidelines and

supporting a Community of Practice. 

 

Challenges included a siloed service system that

impacts on achieving service integration and a 

lack of resources to implement reform and instigate

meaningful culture change. 
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Acute health services historically operate under a medical model. Embracing and understanding the social

determinants of health requires a shift in culture, more education and supports. Additionally, health

services are operating in a constantly changing reform environment with an increasing compliance burden.

Organisations are strongly advocating for additional resources to implement sustainable organisational

change.

 

Economic research on young people leaving out-of-home-care shows the total lifetime costs associated

with outcomes for young people leaving care were estimated to be $738,741 (2004/05 dollars) per care

leaver [1]. If only one child is identified early as being vulnerable through this project and the intervention

improves the families outcome, then this project will have saved the Victorian government $571,741.

Investment in early intervention will yield better social outcomes, providing considerable savings for the

government in the long term.

 

There is not a one silver bullet solution but rather a multi-pronged long-term approach at all levels of the

organisation. The HCTC's Steering Committee recommends the following:

 

recommendations

Reform implementation
 

1. This project model to be considered (learnings

incorporated) for implementing health and

social reform. The funded internal Change

Champion and regional project coordinators

have been successful components of this model.

 

2. Fund a regional project coordinator, based in

an organisation with strong partnership

connections across health and community. A

similar model is the Strengthening Hospital

Response to Family Violence.

 

3. Further develop the policy guidelines for

vulnerable children and families (appendix 9).

 

4. Consider ongoing forums that bring together

health and social services; focusing on

vulnerable children and families and bringing

together multiple reforms in that space.

 

 

Total lifetime costs

associated with outcomes for

one young person leaving

out-of-home-care

$738,741

Workforce development
 

5. Resource organisations to attend regular local
training to build their capacity to identify and

respond to vulnerable children and families.

 

6. Expand the developed HCTC training as a

module to meet accreditation/quality

improvement standards. Inclusion of the

consumer voice and promotion of the

Children at Risk Learning Module, needs to be

strengthened in this training.

 

7. Incorporate the HCTC training in Graduate

Nurse training programs (clinical education

modules in University/TAFE).

 

8. Develop a Family Violence Multi-Agency Risk

Assessment and Management Framework

(MARAM) module specifically for hospitals,

with the inclusion of identifying and

responding to vulnerable children.

 

Tools
 

9. Include assessment of vulnerability in the

Victorian Childrens Tool for observation and

Response (VICTOR CHARTS). Currently this

tool is limited to physical assessment.
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R e c o m m e n d a t i o n s

10. Explore the development of intake and assessment tools for children

attending hospital to include assessment of vulnerability.

 

11. Resource a participating organisation to pilot and further develop the

interactive vulnerable children's referral pathway.

 

12. Consider further development/review of the perinatal assessment for

vulnerability for pregnant women eg. Ante Natal Risk Questionnaire, Trauma

informed risk assessment tool (Healing the Past by Nurturing the Future

research project)

 

 

 

Tools (Continued)

Systems review 
 

13. Incorporate the HCTC's Framework into health services accreditation,

quality frameworks and reporting in a joined up approach.

 

14. Reviewing the Community Health Program Data Submission Guidelines

would offer an opportunity to review data management systems across

Victorian community health services and improve on the criteria by

including more variables on child vulnerability.

 

15. Fund specialist clinics in rural areas either by visiting specialists or via

tele-health with on-site facilitators. Examples of clinics to improve

healthcare for vulnerable children are antenatal, paediatric and early

intervention clinics.
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2.  B a c k g r o u n d

 

The total lifetime costs associated with

outcomes for young people leaving out-of-home-

care were estimated to be $738,741 per care

leaver. This takes into account housing, the

justice system and corrective services, mental

health, health, employment and lost GST

revenue. [1] Additionally, research shows a strong

relationship between childhood traumas and

increased health risk behaviours (smoking,

alcoholism, drug abuse, obesity) and disease in

adulthood, adding to the burden on the health

system. [2] 

 

In 2017, the Victorian Department of Health and

Human Services (DHHS) released the Healthcare

that Counts: A framework for improving care for

vulnerable children in Victorian health services

(HCTC framework). Data shows that many

families who have contact with Child Protection

have been visible to universal health services and

strong presenters to emergency departments [3].

Despite this, reports by medical services to Child

Protection remain low, only making up around

10% of reports received. This is significant given

the size of the health workforce in Victoria and

mandatory reporting obligations.

 

Roadmap for Reform: Strong Families, Safe

Children (released in April 2016) recognises the

 

critical role that mainstream health services play

in supporting children, families and their carers.

The HCTC framework has been developed to

support all Victorian health services to

strengthen their response to vulnerable children

and drive system-wide improvements to deliver

coordinated and high-quality care.

 

In late 2017, DHHS presented the HCTC

framework at the Statewide Primary Care

Partnership (PCP) forum, The implementation of

DHHS health and social reforms requires a

collaborative approach and resources, especially

for our smaller rural organisations. This is where

PCPs play a pivotal role.

 

A survey of 18 health services across the Loddon

area confirmed that there were low levels of

awareness of the HCTC framework and limited

implementation.

 

The Central Victorian, Campaspe and Bendigo 

 Loddon PCPs submitted a proposal to the

Loddon Children and Youth Area Partnership

(LCYAP) who has expertise in vulnerable children,

to work together to support health services to

implement the HCTC framework in the Loddon

Area. 

[1] Raman, S., Inder, B., & Forbes, C. (2005). Investing for success: The economics of supporting

young people leaving care. Melbourne: Centre for Excellence in Child and Family Welfare.

[2] Vincet J Felitti et al (1998) Relationship of childhood abuse and household dysfunction to

many causes of death in adults. Am J Prev Med: 14(4)

[3] Allen, Beth, Assistant Director - Child Protection, Presentation at DHHS forum: Improving

healthcare for vulnerable children, April 18th, 2018

[4] Ibid

Figure 1. Source of reports to Child Protection [4]
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The strength in a collaborative approach to

address complex health and social issues is well

acknowledged and has resulted in multiple

partnership models both at commonwealth and

state levels. A collaborative approach between

partnerships can result in greater efficiency, less

duplicated effort, greater access to resources

and increased political and lobbying strength. 

 

In recognition of this, two DHHS funded

partnership platforms; the PCPs (Central

Victorian PCP, Bendigo Loddon PCP, Campaspe

PCP) and the LCYAP agreed to work together to

support health services to integrate the HCTC

framework.

 

The PCP platform provided a solid foundation

to conduct place-based work with partnering

health services. The strength of existing

relationships created an authorising

environment for organisations to openly assess

and plan for improving their current service

responses to vulnerable children. PCPs were

able to provide regional oversight whilst

maintaining a place-based approach to

implementation and resource development.

 

The LCYAP provided the expertise to support

capacity building and facilitate access to

general specialist advice and information. This

included advice regarding latest research and

good practice in supporting children and

families at risk of vulnerabilities and suggested

professional development opportunities.

 

A successful joint funding submission was

presented to DHHS to provide financial

resources for this project. 

3.  m e t h o d o l o gy

The project objectives were:

 

Support health services within the

Loddon area to implement the HCTC

framework

 

Identify progress regarding adoption of

the framework, along with enablers and

challenges.

 

Identify and encourage stronger

alignment of broader service system

reform (for example, family violence

information sharing scheme, the child

information sharing reforms, NDIS).

 

Demonstrate how partnerships can

collaborate to achieve system change

within the scope of this project.

p r o j e c t

O b j e c t i v e s

The project was overseen by a comprehensive

governance structure with the support of a

multidisciplinary working group to support the

project coordinators and steering committee to

oversee the project.

3.2  G o v e r n a n c e

s t r u c t u r e

3.1 Collaborative approach

HCTC Steering Committee members 

LCYAP

Campaspe PCP

DHHS

Bendigo Health

Bendigo Community Health Service

Central Victorian PCP

Anglicare
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Figure 2. HCTC project governance structure

Through the steering committee, the project reported directly to DHHS

whilst also sharing information to state-wide PCPs and Children and Youth

Area Partnerships. These reporting pathways supported advocacy and

information sharing across Victoria (Figure 2).

3.3  P r o j e c t  m o d e l

The HCTC project was piloting a

model not previously used before

by the two partnership platforms.

PCP partner health organisations

were invited to self-nominate for

the pilot project through an

expression of interest and six

organisations committed to

participating. 

 

The conditions of participation

included a commitment to make

available an executive manager

and a quality improvement or

equivalent staff member (Clinical

Change Champion) within each

organisation to work with the

HCTC project coordinator. To

support the organisations

participation, funding for each

participating organisation was

included in the budget.

 

Two HCTC project coordinators

(total 1.0 EFT) were appointed by

the partnership. One project

coordinator was placed and 

managed by  Bendigo Loddon

PCP and the other with Central

Victorian PCP.

 

Each project coordinator was

allocated to three participating

organisations in the south of

Loddon (covering Mount

Alexander and Macedon Ranges

Shires) and the north (covering

Campaspe and Loddon Shires).

 

The project coordinators were a

resource for the participating

organisations, facilitated

information sharing across

organisations, developed

resources where required and

supported the collaborative work.

 

The project coordinators worked

closely with each organisation’s

designated clinical Change

Champion who led the work at an

organisational level and acted as a

point of contact and information

source for the project

coordinators.
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Figure 3. Project model

P l a c e - b a s e d  a n d  c o - d e s i g n  m o d e l

The pilot project model demonstrated a place-

based approach to implementing a state-wide

framework. It applied co-design principles of

innovation, through inclusion and engagement

with Change Champions to understand their

quality improvement processes, challenges,

strengths and the characteristics of the

community they serve. 

 

Resources and capacity building developed to

support improved responses to vulnerable

children and families, were designed with input

from participating organisations and feedback

(for example, the staff awareness survey). Design

of the implementation methodology was based

on the capacity of each organisation, their

expertise and what has worked for them in the

past, and current best practice. 

3.4  P a r t i c i p a t i n g

o r g a n i s a t i o n s

The HCTC project’s participating organisations

reflected a broad geographical area and diversity

in service provision, with two integrated health

services, two stand-alone community health

services, one small rural health service and one

district hospital. Priority was given to local

Aboriginal Community Controlled Health

Organisations (ACCHO), as Aboriginal families

are highly represented in family services in this

catchment. Due to a lack of capacity, local

ACCHOs were unable to participate in the

project, but were kept informed of project

progress via PCP Board correspondence and an

invitation to present and participate at the HCTC

forum held in September 2018.

 

To highlight the diversity of participating

organisations, Loddon Shire has the largest land

area in this catchment but the lowest

population, stretching across approximately

7000 km2 with a population of around 7500.[5] 

Participating Organisations

Boort District Health

Castlemaine District Community Health 

Cobaw Community Health

Echuca Regional Health

Kyabram District Health Service

Kyneton District Health Service

 

[5] Bureau of Statistics https://itt.abs.gov.au/itt/r.jsp?databyregion
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These factors contribute to challenges in accessing services and recruiting

and retaining health service professionals. In addition, Loddon Shire ranks

in the 10 most disadvantaged Local Government Areas (LGA) in Victoria,

whilst Macedon Ranges ranks in the 10 least disadvantaged LGAs in

Victoria[6]. Organisations that participated in the HCTC project range from

large health service, employing over 750 staff, to one of the smallest

community health services in Victoria, which employs only 34 staff all of

whom are part-time. 

 

The cross-section of organisations reflected in the HCTC project

demonstrated how organisations are operating in a rarefied environment

in regional and rural areas outside of metropolitan and regional cities.

The commonality shared by participating organisation is that they are all

set within a rural context and have made a commitment to the HCTC

project demonstrating a desire to improve healthcare for vulnerable

children.    

 

Figure 4. Participating organisations 

[6] Australian Bureau of Statistics http://stat.data.abs.gov.au/Index.aspx?

DataSetCode=ABS_SEIFA_LGA 
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The evaluation was designed to identify the level

of success of the HCTC project in achieving its

objectives and the strength of the project model.

Due to the time-limit of 12 months, the evaluation

measured short and medium-term impacts and

occurred in three distinct phases:

 

collection of baseline data to enable

targeted responses to the needs of

participating organisations to effectively

support at risk children and families

 

capturing emerging themes throughout

project implementation, 

 

final assessments for analysis of the progress

made on the baseline indicators at the end

of the project.

 

Long-term impacts could not be measured in the

scope of this project, however information

gathered will inform ongoing and sustainable

compliance with the HCTC Framework in

participating organisations as well as its

implementation in other health settings.

 

The method of evaluation had two structural

components – process evaluation and impact

evaluation. Process evaluation assessed the

strengths and limitations of the HCTC project’s

approach in achieving its objectives. It covered all

practical aspects of resource promotion and

implementation including content, reach,

attendance and participant satisfaction.

 

Impact evaluation was designed to improve

knowledge about how and if the HCTC project

achieved its objectives within both individual

participating organisations and the project

model.

 

Both the impact and process evaluations adopted

a mixed methods approach. Complementary

qualitative and quantitative approaches obtained

information from a variety of perspectives

 

 

Quantitative data was collected through surveys,

attendance lists, feedback forms and webpage

analytics and qualitative methods included

surveys and interviews with key informants.

 

Data was collected to measure the reach,

satisfaction and impact of various initiatives.

Information was also collected to measure

participants experience and feedback of the

project model. 

 

Further details on the evaluation approach can

be found in the Healthcare that Counts Project:

Evaluation Framework (Appendix 1). 

3.5 Project evaluation

Staff awareness survey

Organisation self assessment

Organisation action plan

Raising awareness

HCTC forum

Social media

project web page

Workforce development

Community of practice

Resource development

vulnerable children's referral

pathways

policy guidelines

Project
activities

https://centralvicpcp.com.au/wp-content/uploads/2019/07/Evaluation-Logic-for-final-report.pdf
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4.  R e s u l t s

At the end of the project, interviews were

conducted with the CEOs and Change

Champions of the six participating organisations.

Members of the HCTC Project Steering

Committee and Working Group completed

questionnaires covering the same themes as the

interviews. The interviews and questionnaires

were guided by the objectives of the HCTC

project and underwent thematic analysis. (see

appendix 2 list of questions). 

4.1  P r o j e c t  m o d e l

D i d  t h e  m o d e l  w o r k ?

To determine the success of the model we looked

at the:

impact of the financial contribution

role of the Change Champion

role of the PCP project coordinator

The HCTC project was identified as providing ‘an

intentional focus’ with the structure and

timeframes needed, which ‘added pressure but

was productive pressure’. It highlighted the fact

that introduction of the Child Safe Standards ‘had

been a tick box [exercise] and forgotten about’ and

it was ‘hoped that HCTC would encourage more of

a hospital-wide awareness of vulnerable children.’ 

 

Throughout the project, discussion with Change

Champions identified pros and cons of

‘compliance’. Where statutory obligations can

affect a detached ‘tick box’ approach to

compliance, it also forces action.

 

‘Compliance driven work takes priority. HCTC just
feels like something nice to do. Leaders like to put
energy in things that they have to do.’ (Change
Champion)  
                      
 

 

 

However, it was viewed that the project

supported organisations to:

 

‘make sure we were compliant in that space and
support the team in understanding vulnerable
children and supported the work with the aim to
make it everyone’s business - an all of
organisation approach..... In using HCTC to
identify vulnerable children and families, staff
are able to have sensitive conversations, have
increased presentations of younger Aboriginal
community and Urgent Care Centre staff have
more awareness of principles of HCTC.’  (Change
Champion)
 

It assisted organisations to embed child

protection principles, such as the Child Safe

Standards, and more broadly in other areas of

service provision to ensure that applying the

framework is not just a ‘tick box’.

 

‘Through the project we looked at how we
embed principles, so they don’t get lost at
management, that we don’t assume staff know
what the principles are.’ (Change Champion)
 

https://centralvicpcp.com.au/wp-content/uploads/2019/07/Post-project-interview-questions.pdf
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Financial contribution for
participating organisations
Each participating organisation

received approximately $9,000

to support participation in the

HCTC project. Change

Champions and CEOs identified

that the funding encouraged

them to partake in the project

and some were clear that they

would not have self-nominated

without the financial

contribution. 

 

The financial incentive also

creates some sense of obligation

to engage and do the work the

organisation has committed to,

but it is unclear how the model

will influence ongoing

engagement.

 

''I cannot over-emphasise the
importance of those extra
resources in an already
stretched budget environment.
Those extra resources allowed
the [Change Champion] to
support the work on the ground'
(CEO)
 

For some, the funding enabled

the allocation of a Change

Champion, approval for offsite

meetings, back-filling for staff

who attended training and

justifying prioritisation of the

HCTC project.

 

'Funding allowed us to identify a
person to dedicate time and
quarantine that work so it didn’t
get lost in some-ones work-load'
(CEO)
 

'[The funding allowed us to]
release staff to participate in
action and leadership, ability to
tap into resources and other
training events, and to support
staff in action…allowed for
 

impact of cultural change,
[organisation] being better
equipped and with greater
ability to respond.’ (CEO)
 

For others, the amount of

funding was not enough and

staffing issues meant that the

work had to be absorbed into

the everyday work of already

busy staff. Throughout the

project, lack of time and

resources were cited as a

constant challenge to

implementing the HCTC

framework by all participating

organisations, despite the

financial contribution.

 

‘Funding provided was a good
incentive, however more
resourcing would have been
beneficial – [we are] aware that
some of the larger regional
hospitals received additional
DHHS money, however this
doesn’t necessarily trickle down
to support smaller health
services.’ (CEO interview)

The project coordinators

recommended that the

expression of interest to

participate stipulates that

funding is to be allocated to

EFT for more accountability.
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Change Champions

Each organisation nominated a staff member

(Change Champions) to allocate approximately

0.1 EFT hours to the HCTC project. For all

participating organisations, the project was

added to an existing staff member’s workload.

Most organisations allocated the work to a staff

member involved with implementing the

Strengthening Hospitals Response to Family

Violence (SHRFV) and the Child Safe Standards. In

most cases, the Change Champion occupied a

senior role (Table 1) and were ether part- or full-

time.

 

‘[HCTC] would have perhaps had a greater
impact if we were in a position to increase
someone’s FTE proportionally to take on the
HCTC champion role…the HCTC project had to be
filtered into every day work requirements and
potentially did not get the timely attention to
some actions we would have desired.’ (Change
Champion).
 

Despite the extra pressure placed upon the

Change Champion, this position was an integral

part of the success of the project model. The

Change Champions were connection points with

participating organisations, key communicators

of change, and enablers to remove barriers and

implement plans. Without the Change

Champions gaining traction within organisations

would have been extremely difficult.

 

In one organisation, the role of Change Champion

moved between staff members in the early phase

of the project as the skills and expertise needed

for the work became clearer. The early role

changes had no negative impact on the project

but may have benefited the project due to the

number of similar pieces of work the Change

Champion was coordinating.

 

 ‘The Change Champion has had the most
impact – would not have had as much work or
focus on HCTC without the Change Champion.
This has assisted in having a single point of
contact within the organisation.’ (CEO)
 

 

 

Conversely, several staff changes at another

organisation resulted in the Change Champion

role shifting three times throughout the project

and ended by default with an executive staff

member who lacked time to prioritise the

project or engage with frontline staff to promote

the project.

 

‘HCTC suffered from this, not as much drive
because [it] wasn’t sitting in the right role.
Change Champion [role] would be better at an
operational level not strategic level. Having a
Change Champion selection criteria would
assist organisations in delegating the role.’
(Change Champion)
 

One participating organisation felt they would

have benefited from understanding what the

expectations were for a Change Champion and

the skills required. The CEO felt that the Change

Champion sat within the right role but that

person did not have the right skill mix to be an

effective change champion.

 

Overall the feedback indicated that the Change

Champion’s position within the organisation is

important to drive the work. However it is

equally important that it sits within the right role  

and with the right person. A selection criteria to

guide organisations in allocating the role would

assist in future projects.

 

Participating

organisation
Change Champion position

Kyneton District Health
Staff development 

coordinator

Cobaw Community

Health

General manager community 

services

Castlemaine District

Community Health

Allied health & wellbeing 

team manager

Boort District Health Director of clinical services

Kyabram District Health
Senior manager primary 

health and aged care

Echuca Regional

Health

Cluster lead – Strengthening

hospital responses to family

violence initiative

Table 1. Change Champion roles
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The Change Champions and

CEOs of participating

organisations spoke highly of the

benefits of an allocated HCTC

project coordinator to work with

their designated Change

Champion, in prompting and

supporting them to improve

health services for vulnerable

children.

 

Project coordinators kick started

the implementation process by

consulting with Change

Champions on achievable goals,

sharing a project timeline and

breaking down the framework’s

self-assessment tool. They drove

the momentum through regular

consultations, keeping Change

Champions on track and focused

on their targets. Regular contact

with the project coordinators

helped to keep the HCTC work as

a priority amongst the numerous

competing activities.

 

‘Similar projects without
support, do not necessarily get
the attention that the HCTC
project did and get lost in day-
to-day or just ticks along in the
background. [We] wouldn’t have
done it without support.’
(Change Champion ).
 

Other benefits included the

provision of a regional oversight

and supporting organisations to

conduct place-based work in

conjunction with other

organisations in their area.  In

this way, participating

organisations knew they were

not working in isolation. 

 

Project coordinators were able to

deliver some of the conceptual

thinking to support organisations

to complete their self-

assessments, develop

implementation plans and meet

their deliverables. Consequently,

they gained insights across the

range of organisations and

enabled them to collect best

practice examples, develop

applicable resources and adjust

their approach according to the

capacity and needs of each

organisation.

 

'One of the benefits of having
PCP run projects is having
external project support ...
[project coordinator] is getting
insights across a range of
organisations and can draw on
best practice examples....can
collate feedback and make
adjustments eg leaner, simple’
(CEO)
 

‘Helpful having HCTC framework
with knowledge of drivers of
vulnerability. [Project
coordinators] showed empathy
and didn’t come in with guns
blazing giving orders on what
had to happen’ (Change
Champion)
 

'Doing work across a number of
organisations, the learning that
transpires when you put a group
of people in the room together
and the consequence of that is
sharing and regional
consistency so that there is a
coherence in response around
this’ (CEO)
 

PCP Project coordinators
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The structured project governance model with

clear communication pathways successfully

supported and guided the project. The PCPs

created the environment to facilitate the project

with an inclusive and collaborative approach,

along with strong engagement and reporting

back to DHHS and to other PCP members and

stakeholders. Inclusion of LCYAP ensured

essential content expertise in the processes and

priorities of the project. 

 

Including DHHS representatives (Northern

Division) in the membership of the Project

Steering Committee and regular submission of

project documentation and reports to DHHS

ensured transparency and strong references to

and links with other supporting reforms and

initiatives.

 

‘There has been a constant conversation all the
way through the project about how working
within the HCTC framework will help
organisations align and meet a range of other
standards, etc.’ (Steering Committee member)
 

The governance structure also ensured advocacy

and information sharing with other DHHS

divisions, health services and PCPs across the

Loddon area and more widely across Victoria. 

Monthly reports to the Department assisted in

identifying enablers and challenges to

implementing the framework to support future

reviews. Participation on the Project Steering

Committee and Working Group supported

discussions and conversations occurring in the

Family Alliance space, organisations and other

supporting networks. 

 

4.2  G o v e r n a n c e  S t r u c t u r e

Organisations that were represented on the

Project Steering Committee and Project Working

Group benefited from learnings gathered from

the project to further their own work to improve

responses to vulnerable children and conversely

fed back their learnings to the project.  

 

All of the projects being driven by the same
organisation (PCP), provides an opportunity for
the [vulnerable children]projects to inform each
other, and because PCP is so good at partnering
with organisations – sharing the information has
been important.’ (Steering Committee member)
 

The Steering Comittee successfully advocated for

DHHS to add the HCTC's presentation on the

Loddon Mallee Health Services Partnership

meeting agenda. This provided an opportunity to

raise awareness of the HCTC framework directly

to the CEOs of all the health services across the

Loddon Mallee.

 

The participating PCPs have also used their own

governance structures to share the learnings of

the project and promote the HCTC framework.

This project is also on the agenda to present at

the Statewide VicPCP meeting.
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4.3  O r g a n i s a t i o n a l  c u l t u r e  c h a n g e

[7] Department of Health and Human Services (2017), Healthcare that Counts Framework,

https://www2.health.vic.gov.au/about/publications/policiesandguidelines/healthcare-that-

counts-framework

The HCTC framework has a sustaining vision that

‘all Victorian children benefit from health services

that promote and protect the safety, health, and

wellbeing of vulnerable children and families.’[7] 

This requires a culture shift in organisations, to

place vulnerable children and their families at the

front and centre of their service provision.

 

Conversations with staff and the survey

conducted at the beginning of the HCTC project,

indicated that some health services did not see

children as their ‘core business’. After evaluating

presentations by children at Urgent Care Centres

(UCC), it was discovered that 17% of all

presentations at one participating organisation

and 30% at another were in fact children. This

was a similar figure to emergency departments of

large health services with paediatric wards. One

organisation has now implemented a paediatric

psychosocial risk assessment form to support

assessment of children in UCC and has

incorporated systems to ensure an annual review

of all presentations of children to UCC to identify

any gaps in processes and/or referral pathways.

 

‘Every one of us in this organisation has a legal,
moral and ethical responsibility to make sure
children in our communities are safe. I expect
HCTC to act as an opportunity to continue
change across the organisation.’ (CEO)
 

By the end of the HCTC project, five of the six

Change Champions had observed a culture shift

in their organisation regarding vulnerable

children and their families. This was

demonstrated through inclusion of vulnerable

children and families in one organisation’s

strategic plan, endorsement of working groups

and committees with a focus on vulnerable

children, staff demonstrating increased

understanding of their role in providing a safe

space for vulnerable children, increased

confidence in sensitive questioning, staff working

together to support vulnerable children and

families to access healthcare, and improved

communication between health services and

Child Protection.

 

 

 

Staff survey Results

All staff of the six participating organisations

were invited to participate in a staff awareness

survey near the beginning of the project in 2018.

The survey aimed to gather information on staff’s

knowledge of the HCTC framework and Child Safe

Standards, their confidence in identifying and

responding to vulnerable children, knowledge of

referral pathways and perceived responsibility

towards vulnerable children. 

 

The survey results were used to inform workforce

and resource development during the project.

The survey was repeated after project

implementation, with some additional questions

that addressed project activities (e.g. social media

campaign) in April 2019 (see Appendix 3 for

survey questions).

 

The survey was anonymous to encourage honest

responses, other than disclosing their workplace

and role. It was open to staff of all levels and in all

fields and was completed online. The Change

Champions were responsible for promoting the

survey within their organisation, 

 

The level of response was highly dependent on

the capacity of Change Champions to engage the

staff in the process. One Change Champion

carried a laptop from person to person to

encourage participation. 

 

Despite some health services

not seeing children as their  core

business, an audit of

presentations to their urgent

care indicated that 17-30% of

presentations were children

https://centralvicpcp.com.au/wp-content/uploads/2019/07/SurveyMonkey_questions.pdf
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The first survey received 189 responses and 217

responded to the second survey, representing

approximately 13% and 14% respectively of the

total number of staff employed across the six

participating organisations. Respondents were

employed in clinical and non-clinical roles which

is encouraging for the project’s commitment to a

whole of organisational response to improving

healthcare for vulnerable children.

 

In both surveys, around 60% of respondents

worked mostly with adults or fairly equally with

adults and children and only 3% usually worked

with children only. The largest proportion of

respondents were from nursing (36% in 2018 and

40% in 2019; Table 6). Allied health represented

11% and 13% and administrators 17% and 15%

respectively.

 

In the first survey no medical personnel

responded to the survey and three responded in

the second (two from the large regional hospital).

This reflects the nature of rural locations where

doctors typically are not employed by or do not

work regularly in health services.

 

The initial survey results demonstrated:

Low awareness and limited application of the

HCTC framework and the Child Safe

Standards. 

Low confidence in identifying and responding

to vulnerable children and their families.

The majority of respondents (98%) would act if

they identify a vulnerable child, with 79%

escalating to their supervisor. 

Low awareness of support services and referral

pathways for vulnerable children in the local

areas.

The majority, but not all, of respondents felt

they had management support to respond to

vulnerable children.

A high interest in professional development

amongst respondents to increase capacity in

identifying vulnerability, responsibilities when

vulnerability is identified, referral pathways and

organisational guidelines.

 

Echuca Regional Health foyer

https://centralvicpcp.com.au/wp-content/uploads/2019/07/SurveyMonkey_questions.pdf


19

 

The findings were similar in the second

survey, which may not be surprising

considering the short time interval and

organisations are still implementing their

HCTC action plans. However, some small

variations were noted.

Confidence and responsibility
for vulnerable children 

The 2019 survey results show a slight increase

in staff's familiarity and knowledge of the

HCTC framework (Figure 5). The survey results

also suggest that those who attended the

HCTC training better understood their

responsibility towards vulnerable children

and families (Figure 6). Those who knew their

organisation’s policy action areas and/or

participated in training had a greater level of

confidence in identifying children who were

vulnerable and at risk of abuse or neglect

(Figure 7). 

Figure 5: Staff familiarity with the HCTC framework

Figure 6: In your role at your organisation, what is your

responsibility towards vulnerable children and their

families?

Figure 7: How confident are you in identifying children

who are vulnerable and at risk of abuse or neglect?

Those who knew their

organisation’s policy action areas

and/or participated in training had

a greater level of confidence in

identifying children who were

vulnerable and at risk of abuse or

neglect 

Barriers to taking action and
management support

Strong clinical governance and leadership is

integral to improving healthcare for vulnerable

children. The question on barriers to acting when

at risk children were identified was new in the

second survey.
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Around 60% of respondents felt there were no

barriers to taking action if/when you identify a

child or family that may be at risk (56% of

clinical respondents and 62% of non-clinical

respondents).  There was some correlation

between respondents feeling there were barriers

and feeling they did not have support from

management to take action. For example, 65% of

respondents who felt they had the support of

management also felt there were no barriers. 

 

Nevertheless, over 80% of respondents felt they

had the support of management to respond to

children at risk. This was a slightly higher figure

(93%) for those who knew their organisation’s

policy action areas. Around 20% of nurses who

responded were unsure whether they had

support of management to respond to

vulnerable children. Similarly, 29% of

environmental services staff were unsure of

management support. But the rate of

uncertainty dropped in the allied health

responses between the two surveys, from 29% to

10%. The impetus for this shift cannot be

determined from our data.

 

Nineteen respondents gave reasons for feeling

that there were barriers to taking action when at

risk children were identified. They ranged from

paperwork, ‘insufficient’ services for referral to

poor response from Child Protection. But, the

most commonly cited barrier related to living in

a small, rural location:

‘Rural location and anonymity.’
 

‘Sometimes the potential for escalation of
family members if notification made
regarding an acute patient.’
 

‘Small town retribution scares me. Have seen it
happen before to a staff member.’
 

‘Fear of the legal obligations and possible
repercussions.’
 

‘We live in small town, this could be a barrier if
a child was at risk.’
 

‘Reporting can sometimes negatively impact
client/worker relationships, Child Protection
involvement can also be difficult.’

 

Awareness of services that
support vulnerable children

When a vulnerability is identified for a child and

family, early intervention through referral to

specialist support services is key to minimising

the risk of future harm. This is the first step to

providing wrap around and coordinated efforts to

support vulnerable children.

 

This was identified early in the project as an area

that needed to be addressed, as 68% of

respondents were either not aware or unsure of

local support services . The 2019 survey results

suggest that there was little improvement. 

However, those in executive/management and

allied health seem to be more informed and

100% of those in wellbeing and/or welfare were

aware of the local services.

Click here for full survey

analysis (Appendix 4)

68% unaware

of services for

vulnerable

children

https://centralvicpcp.com.au/wp-content/uploads/2019/07/STAFF-SURVEY-END-PROJECT-ANALYSIS-2019.pdf
https://centralvicpcp.com.au/wp-content/uploads/2019/07/STAFF-SURVEY-END-PROJECT-ANALYSIS-2019.pdf


21

 

Boort District Health (BDH) is a Small Rural Health Service located in Loddon Shire.   BDH

has 25 aged care beds, seven acute and a two bed Urgent Care Centre (UCC).   We service

the community of Boort and surrounding district, an estimated population of 1400. 

 

Over the last 12 months BDH has been actively participating in the HCTC project to ensure

BDH has embedded an organisational culture to protect vulnerable children and families.

What our significant story of impact shows is how a health service whose general business

is aged care with clinicians skilled in triaging in UCC and treating specific identified

health conditions, developed governance structures and systems, trained and educated

staff and organisationally grew an awareness of our role within the healthcare system to

deliver sensitive care to families and children who may access our services.

 

In April 2019 Mary aged 46 years of age presented to the BDH UCC, with a painful infected

mouth abscess, not able to eat or drink anything of significance for 3 days prior to this

presentation.   She was triaged and admitted to the acute ward for further investigation

and management of pain.

 

Prior to participation in HCTC project, Mary would have been triaged and treated for her

presenting condition and discharged home without anyone knowing, recognising or

responding to her vulnerability and the risk to her child’s safety.

 

Participation in the HCTC project work by BDH enabled staff to:

use sensitive enquiry to gather the above information, 

recognised BDH has a responsibility to protect the patient and child, 

understanding of appropriate referral pathways to support this mother and child

have confidence to see beyond the presenting problem and identify a child at risk and

valuable ways to help.

 

So in this case, the secondary concerns were identified including; Mary is single parent to

a 6-year-old girl, known to Police and Child Protection, history of alcohol misuse, social

isolation, no transport, financial stress, history of family violence and a current restraining

order for an abusive ex-partner – whereabouts unknown.

 

Mary was treated for her infected mouth ulcers and discharged home, but she was also;

referred to services for advice about her current situation

offered assistance to seek out family violence support services

provided assistance to have her daughter picked up and visit Mary whilst she was a

patient at BDH

given information about who can assist her in the future if she ever finds herself in a

similar situation

offered referral to the Royal Flying Doctor Wellbeing Service for access to free

counselling and social worker expertise, and

educated about what services BDH can provide her and her child and how BDH can

help her in the future.

Boort District Health: Most significant change 
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4.4  O r g a n i s a t i o n a l  s e l f -a s s e s s m e n t s

A six-week period was agreed to with Change

Champions to complete the self-assessments.

However, many sought extensions due to

competing priorities and disruptions, such as

organisational accreditation, rainbow

accreditation, gender equity audits, submissions

to Royal Commissions, changes in staff and the

inability to find time due to staffing pressures and

limited resources.

 

Tight timeframes, multiple projects, insufficient

resources and competing demands were cited as

challenges by all organisations throughout the

project. Both CEOs and Change Champions

identified this as part of the competing

environment of health services today, where so

much activity is driven by new standards and

regulatory obligations. As one CEO put it, 'change

to be truly effective takes time'.

 

‘[The HCTC project] coincided with the Rainbow
Tick, new systems, so many competing
demands… to put even a proposal for staff to do
the training, how much can you ask part time
staff to do? Those with high caseloads and most
of their time is taken up seeing clients in groups
or individually – asking them to set aside an hour
when already we’re asking them to learn a new
client management system… it’s a big ask.’
(Change Champion)
 

With the encouragement from the project

coordinators, five of the HCTC self-assessments

were completed within reasonable timelines and

the sixth was completed before project close,

demonstrating organisational commitment to the

project. At the project close, checklists and/or

action plans were in place for both the HCTC

framework and Child Safe Standards in most

organisations. One organisation is merging the

HCTC action plan into their new Quality Work

Plan.

 

However, there was limited action on embedding

robust quality and management systems

elsewhere.

 

Without inclusion in organisational quality

frameworks or health service accreditation, there

is a risk that mandated requirements will take

precedence and action on the HCTC framework,

which is not compliance driven, will diminish.

Whilst the HCTC framework states that health

services should conduct annual self-assessments

to assess their progress in implementing and

embedding the framework, this has neither been

promoted by DHHS nor stipulated as a funding or

regulatory requirement.

 

At the close of the HCTC project, organisations

provided an update on their original HCTC self-

assessments. Significant progress had been made

against actions identified in the original self-

assessments and milestones extended beyond

project completion into 2020 as one measure of

ensuring the work is ongoing. Encouragingly,

Change Champions believed their action plans

were largely achievable. 

Action area 1: High quality
governance

Whilst the first self-assessments indicated that

child safety policies were in place in the

participating organisations most were broad or

focussed only on the Child Safe Standards.

Revision and improvement of these policies, and

in some cases introduction of new forms (e.g.

‘Psychosocial Assessment of Baby, Child or Young

Person at Risk’), within the project demonstrated

commitment to improved services to vulnerable

children. For some, this included consideration of

the Information Sharing Schemes.

 

Examples where organisations have taken strong

strategic and cultural leadership to ensure

internal accountability to the HCTC framework

are:

Vision/values statement endorsed by executive

are promoted more prominently in facilities.

·         
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Establishment of a Vulnerable Children’s and

Families Committee which holds several

interconnected pieces of work including HCTC,

SHRFV, Information Sharing Reforms and other

shorter-term projects. Similarly, the

reinvigoration and renaming of the Child Safe

Working Group (now called Child Safe and

Wellbeing Working Group) to continue work

after completion of the project.

Reporting against National Safety and Quality

Health Service (NSQHS) Standards (e.g.

National Standard 5 – Comprehensive Care and

Standard 2 – Partnering with Consumers).

Incorporating HCTC as a standing agenda item

for established working group/committees to

ensure ongoing reporting against outstanding

actions on implementation plans.

Child Safe Standards referenced in position

descriptions in one organisation.

Vulnerable children included in MOU for

clinical supervision for clinicians in another

organisation.  (See Appendix 5: self-

assessment gap analysis)

 

‘I try to make it manageable and simple for staff
rather than lots of little bits and pieces – there
are so many priorities coming out of DHHS... It
makes it difficult to communicate and get the
momentum when they are individual and the
cohort numbers are so small.’ (CEO)
 

Data analysis is currently in progress. The findings

could have a significant impact on approaches to

consumer participation in the future.

 

Data collection to record demographics,

vulnerability, risk factors and referrals could not

be implemented primarily due to multiple,

incompatible and unlinked data and information

management systems within organisations (see

Appendix 6: Summary of relevant

data/information management systems).

Nevertheless, one organisation’s introduction of a

new software (eCase) will provide access to more

comprehensive client data and another is

progressing on expanding the coding on patient

assessment forms to include child and family

vulnerability.

 

Victorian hospitals use the Victorian Children’s

Tool for Observation and Response – (ViCTOR

charts) [8] produced by the Victorian Paediatric

Clinical Network to assess the physical condition

of presenting children and are not suitable for

assessing child vulnerability. This leaves a gap in

assisting clinicians in early identification and

response to vulnerability.

 

Only one organisation introduced priority

pathways through the Stepped Care approach.[9]

 

Introducing alerts to vulnerable and at risk

children had been discussed amongst the Change

Champions at Community of Practice meetings.

By the end of the project, one organisation had

introduced and promoted new care alerts to

enable more informed care for children already

identified as at risk and to ensure priority access.

Concern was expressed at another organisation

that alerts would predispose staff to formulating

opinions prior to seeing the patient and therefore

reduce staff’s capacity to monitor for indicators of

vulnerability at each presentation.

 

The first self-assessments indicated a need for

improved safe and welcoming environments,

particularly for culturally and linguistically diverse,

Aboriginal and Torres Strait Islander and Lesbian,

Gay, Bisexual, Trans and Gender Diverse, and

Intersex communities (LGBTI) people.

 

Action area 2: Access for
vulnerable children

Where there was no evidence that consumers

participated in the design development and/or

evaluation of services, self-assessment updates

indicated some progress in collecting feedback

from children on their service experience. One

organisation was increasing the use of child-

friendly documentation in service provision to

capture the voice and views of children with

regard to the work that is being undertaken, their

concerns and ideas for change.

 

Before the HCTC project began, Cobaw

Community Health had started the Sharing

Family Wisdoms project in which continuous

feedback from families involved contributed to

the development of the service according to their

needs.

[8] https://www.victor.org.au

[9] https://wellbeinginfo.org/self-help/mental-health/stepped-care

https://centralvicpcp.com.au/wp-content/uploads/2019/07/Self-assessment-1-and-2-gaps-analysis.pdf
https://centralvicpcp.com.au/wp-content/uploads/2019/07/Appendix-6-Databases-summary.pdf
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A third of the staff awareness survey respondents

indicated they rarely see children in their

services, but many see adults with children (refer

to staff awareness survey results). Adult

consumers were generally not asked about

dependent children at the time of admission or

intake, but many (hospitals) do ask this on

discharge. In some services therefore, these

‘unseen’ children will slip through the gap and

not receive early interventions.

 

Four health services are in the process of

implementing feedback mechanisms using child-

friendly tablets (e.g. iPad). One organisation is

increasing use of child-friendly documentation in

service provision to capture the voice and views

of children with regard to the work that is being

undertaken, their concerns and ideas for

change.Further information on consumer

participation can be found in the section above.

 

The self-assessments showed that, except in the

child focused services, staff had limited

knowledge of the drivers of vulnerability,

understanding of trauma informed practice and

family-sensitive care particularly at the point of

registration/admission/intake to services.

 

However, in response, Change Champions were

introducing or examining ways to improve

knowledge and awareness in these three areas,

e.g. education package for Urgent Care Centre,

staff huddles and newsletters.

 

By the end of the project, there was some

evidence of increased collaborative work, e.g. with

local agencies, forums and in one case the

commencement of a hospital-wide consultative

process to identify where relationships between

intra and inter agencies lay. However, sector and

organisational capacity was identified as a barrier

to working together to support vulnerable

children and their families, especially in more

rural areas where specialised services can be

limited.

 

Action area 3: Family-centred
practice

Action area 4: working together

The initial self-assessment showed the

relationships between health professions within

the organisations, links to local support services

and collaboration with other agencies was

limited. 

Action area 5: Effective
communication and
information sharing
Staff understanding of information sharing

obligations and the impact for vulnerable

children of withholding information at the start of

the project was low. However, education and

implementation of the Information Sharing

Scheme and the Multi-Agency Risk Assessment

and Management Framework (MARAM) [10] had

begun in the relevant organisations by project

close.  

 

Communications with Child Protection were

fraught due to distrust and a perceived lack of

responsiveness by the service and also a lack of

clear protocols. Formalised agreements with Child

Protection services are yet to be developed,

although in some cases there are plans. 

 

The limited opportunities for staff and/or

management to come together to share

information and engage in reflective practice,

with or without the presence of Child Protection,

did not change through the course of the project.

 

 

[10] https://www.vic.gov.au/information-sharing-schemes-and-the-maram-framework accessed

20 May 2019 
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Cobaw Community Health is located in the Macedon Ranges, and provides a

broad range of health and community services within the shire and beyond.

Almost 100 staff support the work of the organisation, both in direct work with

clients and indirect corporate support roles. The Healthcare that Counts (HCTC)

project provided a valuable opportunity to engage the whole organisation in

considering how we notice and respond to child safety and wellbeing concerns.

 

This opportunity was captured during an all staff development day in March 2019.

We facilitated a workshop titled “Keeping Kids in Mind” where we used scenarios

to explore the opportunities all staff have, no matter their role in the organisation,

to notice and respond to child safety and wellbeing concerns. The conversation,

supported by a panel of internal staff with expertise in working with children and

families, identified key barriers and opportunities in this work, and highlighted

the importance of all staff taking that ‘next step’ if they notice a child at potential

risk.

 

The workshop provided an opportunity to define and explore staff responsibilities

and opportunities in relation to promoting child safety and wellbeing and being

proactive in responding to potential concerns. It is hoped that by engaging all

staff in the conversation, that the profile of children connecting with Cobaw

services is raised, and that staff, no matter their role, notice potential risks and

take action. It is difficult to measure the impact in the medium and long term,

however the underlying outcome we are working toward is to promote child

safety and wellbeing and to take action when there are concerns.

 

An interesting point of discussion during the workshop related to role scope and

time to follow up on issues of concern, particularly when the nature of the service

was clinical, for example, an allied health service, where clinician’s time was

pressured, or where the child was not the client. The people in the room engaged

in the conversation and identified options for simple actions or next steps to

ensure the concern was actioned and highlighted the internal expertise in the

organisation to support follow up.

 

Cobaw Community Health: Most Significant Impact 
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4.5  H C T C  a c t i o n  p l a n s

Organisations used their completed self-

assessments to inform the development of HCTC

action plans. Despite mutual agreement on

milestones, the Change Champions struggled to

complete the self-assessments and action plans

within timeframes and so were completed at

vastly different points in the project. Competing

priorities and lack of capacity and resources was

frequently cited as reasons for delays, even

though they voiced an ongoing commitment to

improving services for vulnerable children. 

 

The consultative co-design approach of the

project allowed for variations accordingly.

Organisations that developed their HCTC

implementation plans within project timeframes 

aligned their work in the HCTC project with other

complementary projects, such as SHRFV,

Campaspe Core Competencies and Strong

Families Strong Children.

 

The diversity of the six participating organisations

reflects the diversity of health services across

Victoria that are expected to implement the

HCTC framework. It was evident that each

organisation was starting from a very different

benchmark and this was reflected in their action

plans. It was therefore important that

organisations were not compared against each

other. But each was committed to shifting the

benchmark to improved healthcare for vulnerable

children.

Castlemaine District Community Health (CDCH) is a small service with 34 part-time staff, 70+ volunteers

and two independent contractors providing services primarily to residents of Mount Alexander Shire

(population 19,000+). Services included are: Integrated Family Services, Housing Service, Generalist & PTS

(Generalist, Children’s & Suicide Prevention), Counselling, AOD Counselling & Home withdrawal support,

Allied Health Services- Diabetes Nurse Educators, Dietitian, Community Health Nurse, Physiotherapist,

Exercise Physiologist, Health Promotion Officer, a LGBTIQ Project Coordinator and a suite of individual

and group programs.

 

The HCTC project offered the opportunity to regularly engage our whole organisation in responding to

child safety and wellbeing concerns. Our child safe policies and processes were regularly reviewed at our

all staff meetings. These discussions resulted in;

the recommendation and development of an internal flow chart for staff for reporting particularly given

the part time nature of our workforce and people wanting something that was easy to follow,  

training and development to our large volunteer workforce at our annual volunteer training days. Our

volunteers noted that it was important to understand why these changes were being implemented and

the role they needed to play as community members in keeping children safe including the need for

working with children checks,

ensuring our front line staff participated in training and development offered through the project.

Following training our staff reported a greater understanding of their role in the organisation,

changing case review processes to include “keeping children in mind” for all of the clients we see, and

embedding child safe training material in our orientation and e-learning process

 

Early impacts identified through participating in the HCTC project include increased dialogue and

discussion with all staff about child safety; and inclusion of child safety standards in policies, job

descriptions and volunteer inductions.

 

In particular, CDCH management observed attitudinal change in reception staff following training

provided through the HCTC project. This attitudinal change included recognition that children’s safety &

wellbeing is a collective responsibility for everyone in the organisations, regardless of role or employment

status.

Castlemaine District Community Health: Most Significant Impact 
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Kyabram District Health Service (KDHS) provides care and support to individuals

within the Shire of Campaspe with services including; early childhood

intervention services, acute medical services, urgent care centre, primary health,

district nursing and residential aged care.

 

Integral to the service is the Aboriginal Health Liaison Officer (AHLO), a role which

is provided two days/week. This role supports the organisation in relation to

cultural awareness, direct support to Aboriginal consumers and health service

promotion within the community. The position provides support for a number of

consumers who could be considered vulnerable within the communities’ services

by KDHS.

 

The HCTC project raised awareness and highlighted the implications to health

outcomes for vulnerable families and was introduced into the organisation in

conjunction with increased engagement with the community by the AHLO

position. Anecdotally, evidence suggests increased service utilisation by the

Aboriginal community in the past twelve months, while consumer feedback

identifies that individuals feel the organisation provides a culturally safe place for

care and services.

 

The AHLO role works closely with Primary Health Clinicians and is co-located with

the NDIS Early Childhood Intervention Service (ENRICH Wellbeing). This

association has on a regular basis provided stories of support; such as the two

young people providing “family” to a young child with a disability. When the

youths wanted to move closer to family in Queensland the KDHS team adopted a

multidisciplinary response – contact for supports was made to the area the young

people were travelling to. This included elder support, housing and community

health service arrangements. 

 

The PCP co-led Njernda Partnership Model and Aboriginal Health Partnership

Group provides support and direction for an Early Years Working Group to support

vulnerable families in the early years and therefore aligns with the objectives of

the Health Care That Counts project. This enhances understanding of the

imperatives of the cohort, utilising our early years services.

 

The organisation is about to undertake an evaluation on the impact of the

Aboriginal Health Liaison Officer role within the health service, this review will

provide a longitudinal analysis of service activities for those who identify as

Aboriginal.

Kyabram District Health: Most Significant Impact
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The ‘Improving Healthcare for Vulnerable

Children in the Loddon Area’ forum delivered in

Bendigo on 28 November 2018 brought together

56 executives, managers and staff representing

25 health and related services across the Loddon

area, including 11 people from DHHS. Forty nine

percent of attendees worked at executive or

management level but only two CEOs attended

the forum.

 

Delivered by respected industry leaders and

experts in their fields, the forum underscored the

rising number of reports of child abuse and

neglect, highlighted the need for the HCTC

framework and demonstrated how the HCTC

framework supports the implementation of the

Child Information Sharing Scheme and the Child

Safe Standards.

 

To provide meaningful follow up to forum

attendees, communication strategies were

instigated:

questions submitted for the panel discussion

that were not addressed were answered in a

publication that was sent to all participants

post forum 

a newsletter summarising the forum and

providing an HCTC project update

HCTC project update published in the

Primary Health News

development of a HCTC project webpage.

 

Feedback received from forum attendees and

key informant interviews showed that the forum

was highly successful in bringing health

services from across the Loddon area together

to introduce the framework and the HCTC

project. 

4.6  S u p p o r t i n g  i m p l e m e n t a t i o n

A w a r e n e s s  r a i s i n g

HCTC Forum

Whilst the scope of the HCTC Loddon area project covered six organisations, a commitment was made to

building staff awareness and capacity in relation to vulnerable children and families across health services

of the broader Loddon area. Three main initiatives were:

HCTC forum

HCTC webpage

social media campaign.

HCTC Forum presenters (from left): Shane Wilson, Assistant Director Child Protection DHHS; Nathan

Chapman, Loddon Area Director, DHHS; Liana Buchanan, Principal Commissioner for Children and

Young People, Victoria; Sonya Parsons, Aboriginal Liason Officer Echuca Regional Health

https://centralvicpcp.com.au/other-work/overview-of-health-care-that-counts-project/
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Attendees said the forum significantly raised

their awareness of the HCTC framework and

their responsibilities to protect vulnerable

children and families. Of the attendees who

provided feedback, 100% indicated the forum

inspired them to identify barriers and enablers

to implementing the HCTC framework in their

organisation. The value of holding such forums

on an ongoing basis was also highlighted (see

Appendix 6: Forum evaluation).

 

‘
Social media campaign
A social media campaign was initiated as a

medium to raise awareness around the integral

role of primary health services in supporting

vulnerable children and their families. A

different post was created for each day over

nine days following delivery of the HCTC

training package in April 2019. Staff of the six

organisations were the primary target. But the

campaign was open to the broader sector

through the participating organisations’ and the

project partnerships’ Facebook sites. 

 

The campaign was also shared with member

organisations of the HCTC Project Working

Group and Steering Committee. The assumption

was that staff would have access to and view

their organisation’s social media sites on a

regular basis.

 

Most of the six participating organisations

engaged in the social media campaign, but the

level of engagement seemed to vary widely (i.e.

the number and regularity of posts). In the staff

awareness survey, 36% of respondents indicated

that they had seen social media posts during

the nine-day campaign.

 

Figure 8. Examples of social media posts 

This varied across the organisations that executed

the campaign from 33% to 56% ‘yes’ and 4% to

29% ‘unsure’. This variation could be dependent

on how and/or where staff accessed the posts

(e.g. Facebook inhouse or externally). 

 

Where the posts were loaded onto the new

inhouse screen saver system in one organisation,

only 33% indicated they had seen the campaign

and 50% indicated they had not. The reason for

this cannot be determined, but it could reflect

ambiguity around the term ‘social media’ as used

in the survey, as opposed to ‘screen saver’.

 

Bendigo Health will be employing the campaign

intermittently throughout the year to continue

raising awareness around healthcare for

vulnerable children. The campaign schedule can

be viewed in Appendix 7

HCTC webpage
The HCTC webpage was created to provide

resources, links to relevant and evidence-based

information and updates on the HCTC. It provides

a platform to support practitioners and

organisations working to improve services and

support vulnerable children and their families,

with a focus on the HCTC framework. 

 

The webpage was communicated to the Change

Champions, the three partnering PCPs and

governance structure member organisations and

project coordinators in other regions. A link to the

FAQs was circulated to forum attendees. 

 

To date, the webpage has not been well used.

However, it has acted as a useful repository for

the project coordinators to share resources as

required.

‘[We need] more forums to bring sectors together
and to bring different reforms together so we are
repeating the message about what’s important.’
(CEO interview)

100% at the forum

were inspired to

identify barriers &

enablers to implement

the HCTC framework in

their organisation.

https://centralvicpcp.com.au/wp-content/uploads/2019/07/FORUM-EVALUATION-REPORT-FINAL.pdf
https://centralvicpcp.com.au/wp-content/uploads/2019/07/Social-media-posts-schedule.pdf
https://centralvicpcp.com.au/wp-content/uploads/2019/07/FORUM-EVALUATION-REPORT-FINAL.pdf
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Located in the Shire of Campaspe, Echuca Regional Health (ERH) is a large

integrated health service employing over 750 staff. ERH offers a suite of

integrated health services inclusive of emergency department, maternity unit,

paediatrics, surgery, family services, alcohol and other drug services, medical day

treatment, dental and more.

 

In addition to the HCTC project, ERH participated in the Campaspe Core

Competencies (CCC) Project and also received a DHHS grant of $25,000 to:

support implementation of the HCTC framework including completion of the

self-assessment tool

review internal practices and processes for sharing information with child

protection.

 

Cross pollination of the two projects combined with the additional funding

enabled ERH to:

Establish a Vulnerable Children’s Committee

Build workforce capacity by sending multiple staff members to trainings

provided through the HCTC and CCC Projects

Provide an authorising environment for establishing governance structures to

support the development of policies and procedures to improve healthcare for

vulnerable children and their families

Plan for the establishment of a Circle of Security model for ongoing parenting

support around attachment (inclusive of workforce development) and the

training of staff in newborn assessment of attachment: two programs focused

on early intervention and prevention of vulnerability

The development of a stepped care approach to service provision in maternity

services

Create an organisational culture shift towards vulnerable children being

everyone’s responsibility.

 

This culture shift has been particularly noticeable in departments targeted by

both the HCTC and CCC Projects. Staff in these areas are demonstrating increased

awareness of vulnerability, by identifying and responding to risk factors, working

together with other departments, management and external services such as

Child Protection, to ensure a coordinated approach to working with vulnerable

children and their families.

Echuca Regional Health: Most Significant Impact
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Figure 10: Outcomes for mangers following HCTC training

Figure 9: Outcomes for frontline workers following HCTC

training

Work force development

The project coordinators identified areas for

workforce development through analysis of

the self-assessments and staff awareness

survey (68% of respondents indicated that

they wanted more support or training)

combined with consultation with Change

Champions. 

 

The primary need for capacity building was

identifying and responding to vulnerable

children and their families: both for

frontline workers and for managers. 

 

The one registered training organisation

who offered a workshop with this content

did not have capacity to deliver the training

regionally, or to tailor the training to a

regional context. Considering this, the HCTC

project coordinators worked with the

Centre for Excellence in Child and Family

Welfare (CFECFW) to tailor a training

package to our identified needs. A Service

Agreement was signed between Central

Victorian PCP (CVPCP) and CFECFW. CVPCP

now holds the intellectual property for the

training package.

 

Separate workshops were developed and

offered to frontline workers and middle

managers, with a focus on staff whose core

work was not with children (e.g. dental,

emergency, allied health and reception). A

full-day workshop for frontline workers was

delivered in two locations to encourage

attendance from the north and south of

Loddon: Echuca and Castlemaine.

 

A half-day workshop delivered in Bendigo

targeted middle managers. Content focused

on identifying and responding to

vulnerability, recognising the drivers and

indicators of vulnerability, recording and

escalating issues of concern, referring and

reporting beyond the service, legislative

requirements, rural sensitivities and

supporting staff working with vulnerable

families.

 

 

 

Training was delivered with a trauma informed lens.

The six participating organisations were prioritised for

training before places were opened to other health

services in the catchment. 

 

In total, 44 people attended training: 28 frontline

workers and 16 managers, 26 from participating

organisations and 19 from other Loddon health

services. 

 

‘It was an amazing seminar and I would definitely
recommend it.’ (Attendee feedback)
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A number of receptionists

attended the frontline training.

The Change Champions

commented that the

receptionists came back to the

workplace energised and excited

to find their place in the team to

support vulnerable children in

their community. 

 

Not all training places were

filled. Feedback through key

informant interviews indicated

several barriers to attending. This

included: staffing shortages with

no options to backfill or inability

to commit for a whole day;

resources required to backfill

attendees; one-off workshops on

set dates, and; a high

concentration of training

opportunities on offer at the

same time through concurrent

projects.

 

‘Allocating staff attendance at
training isn’t just an attendance
issue – it creates backfill issues
for the organisation and
becomes an operational cost
impact.’ (Steering Committee)
 

Some smaller organisations have

included training into their

action plans where staff with

content knowledge can educate

across the broader organisation,

for example, at staff handover

meetings and professional

development days. 

 

Organisations were encouraged

to enquire about availability of

training at their organisation

through their PCP.

 

Change Champions, CEOs and

training participants said they

would like to see statewide

training conducted regularly e.g.

annually. There was also a view

that forums should continue.

 

 

The project coordinators worked

with participating organisations

to incorporate DHHS’s free online

training for health professionals

working with vulnerable children

into staff professional

development schedules. 

 

Most participating organisations

were not aware of the DHHS

online learning modules prior to

involvement in the HCTC project

and saw it as a possible, useful

option for time-poor staff.

Organisations explored

integrating the online learning in

several ways, e.g. as part of

orientation for all staff and

annual refreshers for staff in key

departments. 

 

Smaller organisations found the

accompanying reporting features

beneficial for monitoring staff

completion.

‘I had two people attend
training [who] found it very
helpful… extremely positive
feedback. Trainers were
engaging and excellent and
that should continue to be
available.’ (CEO)
 

Other areas for workforce

development identified but not

resourced in the life of this

project were:

trauma informed practice

family sensitive practice

engaging families in difficult

conversations

cultural responsiveness

the information sharing

reforms.

Children at Risk
online learning

https://vulnerablechildren.kineoportal.com.au/
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R e s o u r c e  D e v e l o p m e n t

Self-assessment
tool
The project coordinators

amended the original self-

assessment tool by breaking it

down into the five HCTC action

areas to simplify and reduce

repetitiveness and by enhancing

the action area examples (see

Appendix 8). 

 

 Each participating organisation

completed the modified HCTC

self-assessment tool providing a

benchmark for organisations to

work from. Although the self-

assessment was, for some,

initially daunting and

implemented slowly, the Change

Champions agreed that the

modified tool was more user-

friendly and appreciated the

accompanying DHHS resource

that demonstrated the

alignment of the HCTC

framework and the Child Safe

Standards.

 

Applying ratings (1 to 5) were

subjective and often not

completed by Change

Champions raising questions on

the value of including them in

the tool.  

 

Policy guidelines
Analysis of participating

organisations’ various child-

related policies found

inconsistency in language,

content and definitions. Some

policies on child safety and

vulnerability were more

thorough than others, usually in

those organisations with relevant

specialty services such as family

services. 

 

Some Change Champions in

organisations without children

and/or family services requested

guidance in policy development

and an evidence-based policy

guide was created (see

Appendix 9).

 

This resource was finalised at the

conclusion of the project so no

feedback on this resource was

provided.

 

 

‘The self-assessment helped us
to draw the connections
between everything… ended up
being a really interesting
snapshot in time (Change
champion).’
 

An update on changes since the

first assessment was provided to

project coordinators at the end

of the project.

 

 

 A number of resources were developed in response to the results of the staff

survey, organisational self-assessments and discussions from the Community

of Practice. These include: modified self assessment tool, policy guide,

interactive referral pathway, website and HCTC's training package. 

 

The policy guide and interactive referral pathway were distributed at the end

of the project and therefore no feedback on their use and applicability has

been received. However, the Change Champions have been enthusiastic and

expectant in waiting for their release.

 

https://centralvicpcp.com.au/wp-content/uploads/2019/07/Self-Assessment-Tool-Actions-examples.pdf
https://centralvicpcp.com.au/wp-content/uploads/2019/07/HCTC-Policy-Guide-final.pdf


34

Bendigo Health is a leading regional health service, with around 4000 staff and a

catchment area covering a quarter of the size of Victoria. The three main campuses

of Bendigo Health are in Bendigo, with many services extended to regional settings

including areas such as Mildura, Echuca, Swan Hill, Kyneton and Castlemaine.

 

In 2007 Bendigo Health created a Vulnerable Children’s committee to address the

requirements of the Children, Youth and Families Act 2005.   The group continued

to meet bimonthly to provide leadership and coordination of services to recognise

and respond to vulnerable children with varying degrees of influence and action.

 

Bendigo Health’s involvement in the Loddon HCTC Steering Group provided an

opportunity to reflect on the purpose of this committee and the achievable

outcomes. The Vulnerable Children’s meeting was an opportunity for issues to be

raised and items to be discussed, but as information was mostly anecdotal and not

scrutinized, it was often difficult to understand what systems issues existed and

recommend change.

 

This year Bendigo Health have introduced a structure of meetings that will review

incidents that have occurred and recommend suitable cases for further discussion

at a case review committee.   The case review meeting protected by Section 139

Statutory Immunity will allow multidepartment professionals to review the case

and make recommendations for change.   Recommendations for systems change

within BH will then be discussed at the Vulnerable Children’s Committee – now

renamed Vulnerable Babies, Children and Young People Governance Committee.

 

The introduction of a review panel and case review meeting will allow for

identification of issues and recommendations for change.  The Case Review

Meetings will be open to professionals from other organisations for example Child

Protection, Bendigo District Aboriginal Co-op, Anglicare etc., who were involved in

the cases to ensure good communication and informed decision making. The

meeting structure has been implemented, with the first case review meeting with

Child Protection occurring in June, with meetings now scheduled 4 times a year.

 

The Vulnerable Children protocol is currently being reviewed and Terms of

Reference being developed for the new and altered committees. Early impacts

have been an increase in communication with DHHS and Child protection

practitioners and a willingness for both organisations to collaborate and improve

communication and processes. This new meeting structure is expected to continue

long term with scheduled review meetings planned between Bendigo Health and

Child Protection for reflection and review of the structure.

 

With the support of the HCTC framework and provision of funds from DHHS to

prioritize this work, it has enabled one Bendigo Health employee to be involved in

the Working Group and Steering Group level to help inform the HCTC project work

but also influence a positive change within Bendigo Health to increase the

recognition and response to vulnerable children.

 

 

Bendigo Health: Most Significant Impact
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Interactive referral pathway

Community of Practice (CoP) was established

through which Change Champions and project

coordinators connected and communicated. The

agreed goals of the group were to:

develop strategies for working together (as

emphasised in the HCTC framework)

work together to establish referral pathway,

and

share approaches to implementing the HCTC

framework.

 

Six CoP meetings were held attended by three or

more Change Champions, although several

meetings were cancelled due to their time

constraints. Due to the geographical distance

between Change Champions, a variety of options

to meet were tested: face-to-face in a central

location (Bendigo), online video conferencing

and teleconference all of which came with

technical issues of performance and connectivity.

 

The most successful meetings combined face-to-

face meetings; one in the north (Echuca) and one

in the south location (Kyneton) with

videoconferencing using the inhouse platform

Cisco connecting the two groups. 

 

The platform provided a stable and clear

connection enabling a smooth exchange of ideas

and information and also better personal

interaction between Change Champions who

met face-to-face.

 

The CoP meetings were valued for their

relationship building, sharing of information and

initiatives, and assistance in problem-solving:

 

‘Absolutely worthwhile – it’s hard to start from
scratch without input and ideas from other
organisations.’
 

‘You can’t underestimate the value of
networking. Because the [HCTC] project is a bit
different to others, a mixture of sizes of
organisations meant that you could see how it
effects other places… the CoP was valuable in
making contacts, building rapport, know that
you’re not working in isolation, it would be
extremely difficult implementing project in
isolation.’ (Change Champion)

Community of
practice

Whilst the Change Champions largely felt that the

CoP was ‘absolutely worthwhile,’ most saw no

value in continuing to meet after project close. 

From the beginning of the HCTC project, the lack

of awareness of local child and family services

was clear and the Change Champions identified a

need for mapping referral pathways for

vulnerable children and their families. This was

confirmed in responses in the staff awareness

surveys.

 

The project coordinators mapped relevant

support services in and surrounding the

catchments of the participating organisations. In

consultation with participating organisations and

the HCTC Project Working Group, an interactive

flowchart was developed that aims to guide

clinicians through a decision making and referral

process when vulnerable or at risk children are

identified. The flowchart is accessible on the

HCTC webpage and a simplified poster can be

printed.

 

Although, the timelines have not allowed an

evaluation of the pathways, it has been

enthusiastically received ‘Upon first glance the
directory looks amazing - a solid achievement
from the project (Change Champion)’.

Figure 6: Interactive referral pathway

Click on image above to take you to the website

https://centralvicpcp.com.au/hctc-referral/
https://centralvicpcp.com.au/hctc-referral/
https://centralvicpcp.com.au/hctc-referral/
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4.7  r e v i ew  o f  d a t a  c o l l e c t i o n

Current data collection platforms

were reviewed across the six

participating organisations. The

review highlighted multiple,

incompatible and unlinked data

and information management

systems (including paper-based

systems) that act as a barrier to

sharing information regarding

vulnerable children and their

families. This was the case within

the organisations, between

organisations and DHHS. 

 

Additionally, it was established

that there were no current

systems in place within

organisations to record numbers

of referrals or reports to Child

FIRST and Child Protection. Nor

was this information available

from Child FIRST or Child

Protection. The Summary of

relevant data/information

management systems at the six

participating organisations

demonstrates the range of

databases in use (see Appendix
6).

 

Standalone community health

services have up to four databases

utilised by different teams within

an organisation. Larger integrated

health services have up to eight

databases used across the

organisation. These data

platforms are siloed internally

between departments, meaning

that one patient/client/consumer

will have a different and

disconnected electronic file at

different touchpoints within the

one health organisation.

Hardcopy files are also used.  

 This incongruity impacts heavily

on the ability of clinicians to

share information, be informed

when vulnerable children arrive at

a new service, and work together. 

It also impacts on recognising

and responding to vulnerability

because without multiple pieces

of the information puzzle, early

identification and intervention is

difficult.

 

Smaller organisations were able

to put in place systems to

annually review all presentations

of children to UCC. The review

would include details of

presentation, whether

vulnerability was identified and, if

so, steps taken including referrals

to Child FIRST and reports to

Child Protection. A larger

organisation created additional

‘alerts’ that can be added to a

digital file – ‘Child at Risk’

and‘Parent of Child at Risk’. 

Reports can be run on these

alerts. 

 

One participating health service

was reluctant to implement this

same system, preferring for

practitioners to assess each client

upon their presentation without

bias that may occur with alerts.

This view contradicts evidence to

show that a child-at-risk alert may

enable a more comprehensive

assessment of a child and

improved communication

between agencies working with

the family (e.g. improved

information exchange and

referrals to additional services).[11]

 

 

[11] R. Flaherty, J. Meiksans, S. McDougall & F. Arney, Examining the power of Child-

At-Risk electronic medical record (eMR) alerts to share interpersonal violence,

abuse and neglect concerns: Do child protection alerts help? Research Report

Issue 02, November 2018, Australia’s National Research Organisation for Women’s

Safety Limited (ANROWS)

https://centralvicpcp.com.au/wp-content/uploads/2019/07/Databases-summary.pdf
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This organisation will be participating in a

community health record pilot, which is

anticipated to improve data collection and

response to consumers. It is apparent there is no

‘one-size-fits-all’ system to capture information

around vulnerability across the range of Victorian

health services – community health services,

hospitals, integrated health services and even

outreach services such as community nursing.

 

The Community Health Program Data Submission

Guidelines is for funded community health

organisations to report their service provision to

DHHS. 

[12] DHHS, 2017-18 Community Health Program Data Submission Guidelines, Version 5.2, August 2018

These guidelines require data collection on

internal and external referrals (section 2.2.9) and

client social conditions (section 4.2.15).  

 

The Guidelines offer a great opportunity to review

data management systems across Victorian

community health services and improve on the

criteria by including more variables on child

vulnerability.[12] Similar considerations and

support for hospitals and integrated health

services is warranted.

 

 

 

 

IT systems
Participating organisations

IPM

Boort District Health

Echuca Regional Health

Kyabram District Health 

Kyneton District Health

BOS

Boort District Health 

Kyneton District Health

TITANIUM Echuca Regional Health

HMS Echuca Regional Health

Medical Director Echuca Regional Health

IRIS Castlemaine District Community Health

Cobaw Community Health

SHIP
Castlemaine District Community Health

Cobaw Community Health

UNITY

Kyabram District Health 

Kyneton District Health

Echidna Kyabram District Health 

Conekter Cobaw Community Health

Table: 2. data/information systems used in participating organisations
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Kyneton District Health is a small rural acute facility in the Macedon Ranges.   We have been

involved in the HCTC project over the last nine months.   We have a 24/24 Urgent Care Centre

(UCC) and up to 30% of our presentations are children, however we do not admit paediatric

patients to our acute facility. We also have a very small ENT theatre list monthly and these

children are all day cases.     Prior to the involvement in this project we were already compliant

with all of the appropriate governance and legislative requirements to ensure the health safety

and wellbeing of children and families.

 

The staff development coordinator was our champion for the HCTC project and this project

complemented other areas of their work such as Strengthening Hospital Response to Family

Violence and gender equity within the organisation.   The most significant impact of HCTC is

ensuring that we focus on all aspects of vulnerability within our patient cohort. Whether it be

elder abuse, family violence or child safety. We need to ask the question:   Do you feel safe?   We

are currently focusing on upskilling our clinicians in care of paediatric patients and making the

UCC a welcoming environment for children and their families. We are very aware that the clinical

environment can be scary and intimidating, particularly for children. We are repainting a clinic

and using a jungle-themed wall mural to make the space more welcoming to the children and

their families.   The staff will have access to a cue card that prompts all clinicians to ask the

question.

 

SAFETY SCAN

Consider whether this patient or anyone they care for is at risk, e.g.:

·         Are they AFRAID of someone?

·         Have they been HURT by someone – physically, emotionally or financially?

·         Are they WORRIED about their children?

·         Are they / their children SAFE?

 

Patient safety is our first priority – Do not ask if you feel it is not safe to do so.

 

Although we do not offer family services within our acute facility, we have a close partnership

with Cobaw Community Health, which is a participating health service in the southern

Community of Practice, to implement the HCTC framework.   This pre-existing relationship

enables our clinicians to have confidence in referring vulnerable children and their families to

appropriate services if identified.

 

The most significant challenge in this project is ensuring that once a clinician has identified a

vulnerable child, an alert on iPM can be generated. In addition to our mandatory reporting

obligations, this alert will ensure that in case of future presentations, a vulnerable child can be

identified.

 

The PCP and the HCTC project have been instrumental in ensuring that our organisation has kept

vulnerable children and families a focus within our core business of health. The referral pathways

will be an extremely useful tool for our clinicians who identify a vulnerable child in the Urgent

Care Centre.

 

Kyneton District Health: Most Significant impact
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 5. Discussion

Enablers

Project model
The project model was clearly identified as a

strong driver for implementation of the HCTC

framework within the participating organisations.

The key motivational elements of the model were:

designated project coordinator to support and

guide the Change Champion

designated Change Champion to carry the

project, connect with and educate staff, inspire

change and align with other complementary

reforms, and

allocation of funds to support project

implementation.

 

The strong relationship between the PCPs and

the participating organisations undoubtedly had

an influence on leadership commitment and

ongoing engagement with the project’s value and

progress, whereby the PCP Executive Officers

maintained regular communications at a senior

level. The PCP partnership provided local and

regional oversight along with access to specialist

advice through their organisational relationships.

 

 

 

The LCYAP's Principle Advisor's expertise in the

drivers of child vulnerability and understanding of

the child and family service system was

invaluable at the Steering Committee and

working group level.

 

Strong leadership
Organisations opted into the project with a

commitment to making an executive manager

available, which created an authorising

environment for progressing work throughout the

project. 

 

Direct support at a board level was demonstrated

in some organisations by incorporating vulnerable

children into upcoming strategic plans and/or

vision statements, reporting the HCTC work to the

organisation’s board through governance

committees, and in one case a director with

experience in the sector driving executive-level

conversations around vulnerability. 
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Internal expertise
Organisations with family- and child-centred

services had already made significant progress in

applying Child Safe Standards before the project.

This enabled them to engage with the HCTC

project earlier and more easily and led to

integration of activities and processes (e.g.

reviving a child safe committee and integrating

information sharing schemes with the self-

assessment). 

 

Further, organisations with internal expertise

through integrated health services or early

intervention services were able to use this as a

springboard to develop an all of organisation

response to vulnerable children and their families

and utilize internal expertise for policy

development and professional development.

 

However, as some child and family specialists are

familiar and guided by the Roadmap for Reform:

Strong Families, Safe Children, they found it

confusing to apply another framework. Through

discussions they recognised that the HCTC

Framework was more targeted at health

professionals that are not within children services.

 

Involvement in other projects and alignment
with broader reforms
The advantage of implementing associating

reforms (e.g. Child Safe Standards) are noted

above (internal expertise). The HCTC project also

intersected with a number of complementary

projects occurring at the same time in the

Loddon area (Table 2). With the topic on the

agenda of multiple, cross-sectoral networks and

working groups, these concurrent projects

enhanced activities to improve responses for

vulnerable children exponentially at a regional

level.

 

Whilst the cross-sectoral focus on vulnerability

supported activities that increased workforce

capacity, it also accentuated pressure on

organisations trying to introduce and meet

obligations of multiple projects. Pressure points

were notable around releasing staff to attend

professional development and consequential cost

of backfill, reporting on deliverables and juggling

the work with other competing demands.

Project title  Local government area
Interconnecting with HCTC project

participating organisation

Campaspe Core 

Competencies Project

Strong Families, Strong

Children

Echuca Regional Health 

Kyabram District Health  
Shire of Campaspe 

Loddon Shire
Boort District Health

Strengthening Hospitals

Response to Family

Violence

Unborn Children Project Campaspe, Loddon,

Greater Bendigo, Mt

Alexander, Central

Goldfields, Macedon

Ranges Shires

Echuca Regional Health

Statewide

Echuca Regional Health,

Kyabram District Health,

Boort District Health,

Kyneton District Health

Information Sharing

Reforms

Statewide
Echuca Regional Health,

Castlemaine District

Community Health,

Cobaw Community Health

 

Child Safe Standards Statewide All participating organisions

Table 2: Interconnecting projects
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Challenges

Time and resources 

Change Champions and CEOs alike cited time

and resources as significant challenges to

implementing the HCTC framework. This was

reflected throughout the project where Change

Champions struggled to meet agreed project

milestones. HCTC activities occurred concurrently

with activities of other projects, which were

usually also the responsibility of Change

Champions: trials, accreditation processes, an

organisational restructure,implementation of new

standards and surveys across all participating

organisations. 

 

The process of implementing a new framework is

multifaceted and requires significant effort and

engagement to address governance structures,

policies revision, integration into organisational

systems (e.g. data management and cross-

departmental collaboration), training and re-

routing client pathways to ensure best outcomes.

 

‘Even though we consider this to be an
important project, and it still is continuing to be,
it’s always that juggle of what else you have on
and the different requests of managers.’ (CEO
interview)
 

For some organisations without a compliance

tool, it was difficult for senior managers to take

on vulnerable children and families as a

governance issue, instead leaving it as an

operational issue. And it is evident that the

designation of a project coordinator to support

them was key in helping to propel their HCTC

activities forward.

 

The multiple and competing demands placed on

health services can impact on how that work is

embedded into practice change. 

Meetings with Change Champions highlighted

the ongoing need for capacity building around

sensitive questioning to ensure staff confidence

and responsive healthcare. This was reinforced in

the survey report Aboriginal cultural

responsiveness of public health services in the

Loddon Mallee region [13] which showed that

despite it being mandatory to ask if a person

identifies as Aboriginal and/or Torres Strait

Islander, this is often skipped over, or staff

assume the response.

 

Organisations and staff identified professional

development as integral to building the capacity

of staff to identify and respond to vulnerability.

Smaller organisations found it particularly

challenging to send staff offsite to attend whole

day trainings.  For rural organisations, recruiting

and retaining staff is a real issue, resulting in an

inability to send staff to training due to no

options of backfill.

 

Similarly, smaller organisations consisting of a

part-time workforce had to juggle meeting the

needs of their clients with building the capacity

of their staff. Participation in training has an

impact on organisations, sending staff offsite has

an impact for backfill which is costly to the

organisation. Additionally, while the training

package was highly valued, limited delivery dates

impacted on the ability for organisations to send

staff.

 

Tied in with resources and staffing, smaller

standalone health services often have no funded

Urgent Care Centre (UCC) position. They also do

not receive funding for on-call support,

impacting heavily on their ability to perform

comprehensive assessments beyond the medical

presentation.

 

 

[13] Fary, L1anne (2019), Aboriginal cultural responsiveness of public health services in the

Loddon Mallee region, Department of Health and Human Services 



42

 

‘[I am] aware that some of the larger regional
hospitals received additional DHHS money [to
implement the HCTC framework], however this
doesn’t necessarily trickle down to support
smaller health services.’ (CEO interview)
 

Nomination of Change
Champion
Nomination of the role of Change Champion was

often restricted by availability of staff or staff

turnover. When the role of Change Champion

moved multiple times throughout the project,

this impacted the progress of implementation.

Additionally, both the position and the

personality type impacted how the work was

driven: ‘I like the model but not sure if we had
the right person in that role’ (CEO interview).

Language
 

Organisations spoke about the differences in

language between community health, acute

health services and child protection services. The

difference in language acted as a barrier to

communication between these services and for

staff in participating organisations to understand

the work that needed to happen. 

 

The ambiguous title ‘Healthcare that Counts’

often took extensive explanation, which

encumbered change management for those

leading the work. Similarly, ‘Change Champion’

and ‘Community of Practice’, terms commonly

used in community, were not familiar phrases in

hospital settings. 

 

There were also language differences identified

between health and child protection services that

significantly impacted on communication

between the two sectors. Bendigo Health is

exploring this in the newly formed Vulnerable

Babies, Children and Young People Governance

Committee with members from Child Protection

and Bendigo Health services.

 

Rural sensitivities and
confidentiality

There are definite challenges in accessing early

intervention services in rural areas. There are

added social complexities making referrals to

Child FIRST or reports to Child Protection in small

towns where people and communities can be

closely linked. For example, a health worker may

be working with a family who they also have

connections with through the community.

 

‘Small town retribution scares me. Have seen it
happen before to a staff member.’ (Staff
awareness survey)
 

Additionally, a client may present at a rural

service posing a safety risk to staff and other

clients. This leaves health professionals in charge

of potentially dangerous situations with no

external support. It demonstrates that

implementing the HCTC framework can be

difficult in rural communities and finding ways to

address these added complexities is required.

 

 

Broader service reform
 

Multiple service reforms placed significant

pressure on organisations to manage

simultaneously. Participating organisations

registered as NDIS providers identified the NDIS

as having a major impact on early identification

of vulnerability. NDIS allows for limited case

management, however due to the lack of

flexibility within NDIS packages, most families

prefer the time to be dedicated to the therapy

they are there for. For example, the view is that if

a child is receiving speech therapy, families do

not want that time taken up with exploring and

supporting vulnerability factors. 

 

Under previous schemes, early intervention

practitioners were able to dedicate time to

supporting vulnerable children outside of their

appointment times. That supplementary work is

now largely unfunded. In some cases, vulnerable

children are referred to inhouse social workers 
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External factors

where no therapeutic relationship may exist.

Organisations are therefore identifying the NDIS

funding model as a barrier to supporting some of

the most vulnerable children.

 

Sustainability

Whilst Change Champions believed their action

plans were largely achievable, there were

conditions to this assumption.

 

'A lot to ask of part-time staff with high
caseloads and new systems to learn. Will have to
look at what’s important to each job.’ (Change
Champion)
 

‘All achievable if we have a committee or
working group driving it. If there’s a big
organisation and everyone is working on their
jobs, it’s difficult to fit extra work in.’ (Change
Champion)
 

There was also concern about how much

organisations and their staff could continue to

support change and mounting expectations.

 

 

Consultation with Change Champions combined

with HCTC activity feedback and staff awareness

surveys demonstrated a reluctance by health

professionals to call Child Protection and Child

FIRST. Several themes came out, including long

wait times on phones, sector language

differences and not knowing what information to

provide. Additionally, long or closed wait lists for

child and family services are impacting on health

professionals’ ability to intervene early.   

 

Some Change Champions were strongly of the

view that funds need ‘to go to the people who

really need it’ and that children without support

and sitting on waiting lists ‘breaks your heart’.

 

‘So many vulnerable children out there, the
money needs to go to the people through
services, e.g. housing.’ (Change Champion)

 

‘HCTC is just one change in a whole series of
things and I worry about change fatigue. How
much can you keep on driving across multiple
funding streams without increased [resourcing]...
requires so much change.’ (CEO interview)
 

Nevertheless, Change Champions and CEOs alike

expressed the intention to continue

implementing the HCTC framework and

improving health services for vulnerable children.

 

‘Being part of the work in housing and AOD we
are already well attuned but there’s always
room for improvement – we still have staff who
work predominantly with adults who don’t think
it’s their work until it is.’ (CEO)
 

‘Not sure the work will ever finish. Will always be
looking for better and new ways to protect
children. And staff getting comfortable and
confident to know what to do.’ (Change
Champion)
 

Whilst the Change Champions largely felt that

the CoP was ‘absolutely worthwhile,’ most saw no

value in continuing to meet after project close.

This was largely because of the significant

differences in clients, functions and capacity of

the six participating organisations.

 

Geographical distance was also a key factor. In

one case, despite encouragement from the

project coordinator, engagement with another

similar but distant organisations did not occur

during the project. Nevertheless, whilst

‘organisations will be reliant on themselves’, new

relationships have been established elsewhere

which are expected to mature into the future. 

 

Ongoing regular training was considered to be

important but, in most cases, internal resources

cannot support it. More reliable connectivity and

video-conferencing could support access to

professional development and Community of

Practice opportunities.
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R e c o m m e n d a t i o n s

Acute health services historically operate under a medical model. Embracing and understanding the social

determinants of health requires a shift in culture, more education and supports. Additionally, health

services are operating in a constantly changing reform environment with an increasing compliance burden.  

Organisations are strongly advocating for additional resources to implement sustainable organisational

change. 

 

Economic research on young people leaving out-of-home-care shows the total lifetime costs associated

with outcomes for young people leaving care were estimated to be $738,741 (2004/05 dollars) per care

leaver [14]. If only one child is identified early as being vulnerable through this project and the intervention

improves the families outcome, then this project will have saved the Victorian government $571,741.

Investment in early intervention will yield better social outcomes, providing considerable savings for the

government in the long term. 

 

There is not a one silver bullet solution but rather a multi-pronged long-term approach at all levels of the

organisation.  The HCTC's Steering Committee recommends the following: 

Reform implementation
 

1. This project model to be considered

(learnings incorporated) for implementing

health and social reform. The funded internal

Change Champion and regional project

coordinators have been successful components

of this model. 

 

2. Fund a regional project coordinator, based in

an organisation with strong partnership

connections across health and community. A

similar model is the Strengthening Hospital

Response to Family Violence.

 

3. Further develop the policy guidelines for

vulnerable children and families (appendix 9).

 

4. Consider ongoing forums that bring together

health and social services; focusing on

vulnerable children and families and bringing

together multiple reforms in that space.

 

 

[14] Raman, S., Inder, B., & Forbes, C. (2005). Investing for success: The economics of supporting young

people leaving care. Melbourne: Centre for Excellence in Child and Family Welfare.

 Workforce development
 

5. Resource organisations to attend regular local
training to build their capacity to identify and

respond to vulnerable children and families.

 

6. Expand the developed HCTC training as a

module to meet accreditation/quality

improvement standards. Inclusion of the

consumer voice and promotion of the Children at

Risk Learning Module, needs to be strengthened

in this training. 

 

7. Incorporate the HCTC training in Graduate

Nurse training programs (clinical education

modules in University/TAFE).

 

8. Develop a Family Violence Multi-Agency Risk

Assessment and Management Framework

(MARAM) module specifically for hospitals, with

the inclusion of include identifying and

responding to vulnerable children.

 

Tools
 

9. Include assessment of vulnerability in the

Victorian Childrens Tool for observation and

Response (VICTOR CHARTS). Currently this tool is

limited to physical assessment.

 

 

 

 

Total lifetime costs

associated with outcomes for

one young person leaving

out-of-home-care 

$738,741 
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R e c o m m e n d a t i o n s

10. Explore the development of intake and assessment tools for children

attending hospital to include assessment of vulnerability.

 

11. Resource a participating organisation to pilot and further develop the

interactive vulnerable children's referral pathway.

 

12. Consider further development/review of the perinatal assessment for

vulnerability for pregnant women eg. Ante Natal Risk Questionnaire, Trauma

informed risk assessment tool (Healing the Past by Nurturing the Future

research project). [15] 

 

 

 

Tools (Continued)

Systems review 
 

13. Incorporate the HCTC's Framework into health services accreditation,

quality frameworks and reporting in a joined up approach.

 

14. Reviewing the Community Health Program Data Submission

Guidelines would offer an opportunity to review data management

systems across Victorian community health services and improve on the

criteria by including more variables on child vulnerability.

 

15. Fund specialist clinics in rural areas either by visiting specialists or via

telehealth with on-site facilitators. Examples of clinics to improve

healthcare for vulnerable children are antenatal , paediatric and early

intervention clinics.

 

[15] recommendation through the Unborn Children project (Bendigo loddon Primary Care

Partnership)
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7.  c o n c l u s i o n
Overall, the HCTC project was successful in

supporting participating health services within

the Loddon area to implement the HCTC

framework. All five action areas of the HCTC

framework were addressed by the six

organisations and action plans are in place to

be implemented into 2020. The project has

highlighted the enablers and challenges of

implementing the HCTC framework, shown the

value of aligning broader service system

reforms, and demonstrated the strength of

collaboration through partnerships in

achieving system change.

 

Change Champions and CEOs have expressed

their commitment and passion for improving

services for vulnerable children. The real block

to implementing the HCTC framework in

health services is lack of time caused by

implementing multiple competing reforms

(and projects) and lack of resources to fund

staff. In rural areas, this is compounded by the

size of the organisation and level of staffing,

the lack of local support services, and the fear

of small town retribution where clients and

their families are also friends and colleagues.

 

The participating organisations are committed

to improving healthcare for vulnerable

children, however they need to be resourced

appropriately to do this. Resourcing must cover

all aspects of improved healthcare such as

establishing/strengthening governance

structures, building capacity and backfilling of

staff, creating inclusive and welcoming

environments and enabling participation in

cross-sectoral regional networks. External

support combined with compliance tools to

report these against seem to be integral to the

ongoing implementation of the HCTC

framework, particularly for smaller hospitals

and community health services. 

 

 

 

Encouraging or supporting services to

incorporate all activities related to child safety

into quality plans would be beneficial.

 

The project has demonstrated the benefits of

collaboration between PCPs, LCYAP and DHHS,

including the provision of regional oversight

and strong relationships with services

combined with place-based support. This

model allowed for organisations to work side

by side, sharing resources, enablers and

challenges and innovative solutions in the

implementation process. The model also

allowed support to be targeted and responsive

to the specific needs of the different

participating organisations. The resources and

capacity building activities were developed

using co-design principles. 

 

Staff who work with adults are often reluctant

to engage directly with children or understand

their responsibility in relation to children who

are vulnerable and at risk. However, the

engagement of a Clinical Change Champion

who is positioned to influence change, can be

instrumental in shifting attitude and

organisational culture.

 

The project timeline did not allow for medium-

or long-term outcomes to be evaluated. Future

projects using this model would benefit from

extended time-frames to allow for self-

assessment, implementation and evaluation of

impact.

 

This focus on vulnerable children and families

in the Loddon area would not have been

possible without the leadership of the PCP

Boards, the guidance of the HCTC Steering and

working group, expert knowledge provided by

LCYAP, funding from DHHS and the

commitment of the participating organisations.
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8.  a p p e n d i c e s

Click on the appendix to view
 

 

Appendix 1. Evaluation project logic

 

Appendix 2. Interview questions

 

Appendix 3. Survey questions

 

Appendix 4. Survey results

 

Appendix 5. Self assessment gap analysis

 

Appendix 6: Summary of relevant data/information management systems

 

Appendix 7: Forum evaluation

 

Appendix 8: Self-assessment examples

 

Appendix 9: Policy guidelines for vulnerable children and families

 

https://centralvicpcp.com.au/wp-content/uploads/2019/07/Evaluation-Logic-for-final-report.pdf
https://centralvicpcp.com.au/wp-content/uploads/2019/07/Post-project-interview-questions.pdf
https://centralvicpcp.com.au/wp-content/uploads/2019/07/SurveyMonkey_questions.pdf
https://centralvicpcp.com.au/wp-content/uploads/2019/07/STAFF-SURVEY-END-PROJECT-ANALYSIS-2019.pdf
https://centralvicpcp.com.au/wp-content/uploads/2019/07/Self-assessment-1-and-2-gaps-analysis.pdf
https://centralvicpcp.com.au/wp-content/uploads/2019/07/Appendix-6-Databases-summary.pdf
https://centralvicpcp.com.au/wp-content/uploads/2019/07/FORUM-EVALUATION-REPORT-FINAL-1.pdf
https://centralvicpcp.com.au/wp-content/uploads/2019/07/Self-Assessment-Tool-Actions-examples.pdf
https://centralvicpcp.com.au/wp-content/uploads/2019/07/HCTC-Policy-Guide-final.pdf

