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Section 1 – Narrative 
This section provides PHNs with the opportunity to provide brief narratives on the process and key 
issues relating to the Needs Assessment. 
 
Needs Assessment process and issues (500-1000 words) 
WQPHN’s approach to the 2019-2022 Health Needs Assessment (HNA) was influenced by a 
number of factors including: 
- Inclusion of feedback from the WQPHN 2018 online survey (consumer and clinician), GP 
needs desktop analysis, health intelligence portal, WQPHN QlikSense fact sheets and newly 
published data from core sources;   
- The HNA completed in June 2017 which was refreshed with updated Census data from the 
Chief Health Officers Report 2016 and other Queensland Health related data; 
- Updated WQPHN strategic plan, Our People, Our Partnerships, Our Health: Western 
Queensland Primary Health Network Strategic Plan 2016-2020 which captures new strategic 
enablers as reflected in the ‘opportunities, priorities and options’ section of this report; and 
- Engagement over the past 6 months consulting with our key health partners, stakeholders 
and our clinicians and communities. In particular, the PHN has engaged closely with the 
region’s Indigenous health leaders, including Queensland Aboriginal and Islander Health Council 
(QAIHC) and the Aboriginal and Islander Community Controlled Health Services (AICCHS) in 
ground-truthing the Indigenous health issues and priorities within the 2019-2022 HNA. 
 
WQPHN has also produced the Western Queensland Primary Health Network 2018 LGA Health 
Profiles which provide an epidemiological snapshot of people in each Local Government Area 
(LGA) in Western Queensland. The profiles are updated quarterly as current data emerges. 
The WQPHN QlikSense fact sheets have also been produced based on priority areas identified 
by the PHN, including: chronic and complex conditions, child, maternal and adolescent health, 
Closing the Gap (Aboriginal and Torres Strait Islander Health), alcohol and other drugs, mental 
health and potentially preventable hospitalisations. Data from these fact sheets have been 
incorporated in this HNA.  
 
Methodology 
The methodology for the HNA included a systematic process used to identify local issues, 
needs and priorities. In order to achieve this outcome, the methodology adopted to assess 
gaps and priorities included a mixed approach using both quantitative and qualitative 
methods. This was achieved by assessing:  
1. Desktop audit of previous consultations, reports, programs and health service planning 
(rapid review); 
2. Identifying and assessing existing primary health care service and program capacity (service 
and program mapping); 
3. Local population characteristics and data trends using health intelligence portal, WQPHN 
QlikSense fact sheets, LGA profiles and newly published reports/data in past 12 months; 
4. Community and stakeholder input from the online survey and desktop analysis of GP Needs; 
5. Analysis of data including triangulation of population health data and service mapping with 
information gathered from the online survey and desktop analysis to identify population 
health needs and issues;  
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6. Identifying strategies for action to incorporate in Section 4 of this report and the WQPHN 
annual plan. 
 
Participants and Data Collection 
Previous consultation from WQPHN engagement and the 2017 HNA refresh gathered data 
predominately from GPs, practice nurses, hospitals, aged care facilities, ambulance service, 
Hospital and Health Services as well as service providers and Non-Government Organisations. 
The methodology used during the 2017 HNA refresh period was rigorous and key findings from 
the report have been built on for this needs assessment period.  
 
A key focus of the current HNA was to reach consumers and stakeholders which had not yet 
had input into local health planning. An online survey was designed by WQPHN inviting 
consumers, clinicians and stakeholders to comment on health services in their region. This 
survey collected quantitative and qualitative data on a range of issues regarding service 
provision, access, awareness and gaps in the region. The on-line survey ran from 2nd October 
2018 to 4th November 2018, and people in the region were invited to participate via direct 
email, WQPHN website, WQPHN mobile devices, via the email signature block, and social 
media. A total of 317 responses were received. While this provided valuable feedback and 
useful insights, it should be noted that the results were generated by convenience sampling, 
with a final sample of 317 responses, and therefore cannot be considered statistically 
representative of the population. 
 
Data Collection Measures and Analysis 
Four data collection measures were used to gain full insight into the needs across WQPHN 
catchment. These included: 1) rapid review; 2) service and program mapping; 3) quantitative 
data and; 4) qualitative data via online survey (see Figure 1).  
 
Figure 1 - Overview of WQPHN Data Collection Measures 
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Closed and open-ended questions formed the basis of the online survey. The chief investigator 
together with the WQPHN executive team designed the questionnaire with input from 
Coordinators who support general practices within the region.  
 
Additionally, WQPHN has undertaken a review of all primary health care practices (GP Needs 
Desktop Analysis) in the region, to gain a better understanding of the structure of practices. 
The data being collected as part of this survey informs WQPHN of the following: level of 
patient-centeredness; cultural competency; primary care governance; engaged leadership; 
status on digital health; data quality systems in place; staffing ratios; continuous quality 
improvement systems; infrastructure to support preventative and chronic disease 
management; and, performance measures. 
 
Triangulation of Data to Inform Identified Issues/Needs 
Triangulation of data to identify issues and needs was undertaken using a matrix approach 
which included data analysis by bringing together the findings from the rapid review, service 
mapping, analysis of population trends (quantitative data) and consumer and stakeholder 
feedback from the online survey. Key findings from the triangulation process were identified 
and key themes were then generated and linked to strategic priorities identified across the 
organisation. Opportunities for appraisal of identified needs were undertaken through 
reviewing key evidence and identifying activities/initiatives/strategies to address unmet need 
and incorporated into this HNA template.  
 
It should be noted that the information in sections 2 and 3 from the general population health 
section complements the mental health, alcohol and other drugs and Indigenous health 
sections and ought to be read in conjunction with these distinct assessments. Additionally, 
child and maternal health, aged care, dental health and after hours care have been 
incorporated as sub-headings as they were unique identified priorities. 
 
A single plan makes sense for healthcare provision in a remote setting like Western 
Queensland, by allowing the scarce health expertise and resources in the region to be shared 
across healthcare settings, locations and providers. In a fiscally tight environment like Western 
Queensland, this is particularly important as funders and providers work towards a common 
set of directions, thereby eliminating waste and becoming more efficient. 
 
Additional Data Needs and Gaps (approximately 400 words) 
 
The Health Needs Assessment (HNA) is underpinned by the WQPHN health intelligence portal, 
the WQPHN online survey, GP desktop analysis and analysis of quantitative demographic, 
health and health service data. Data was presented at LGA level, followed by 7 Commissioning 
Localities and 3 HHS’s to provide a more detailed picture of the region. Data for the Western 
Queensland region has been compared to Queensland and national rates and where available 
WQPHN has been ranked in comparison to other PHNs of Australia. The outcomes of the 
analysis can also be found in the WQPHN 2017-2018 HNA available online (currently being 
updated with the most recent data). Data sources included: 
- WQPHN Practice Data 2018 
- Australian Bureau of Statistics (ABS), 2016 Census 
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- Queensland Regional profiles: Resident profile, Queensland Government Statistics Office 
(QGSO) Treasury and Trade 
- Australian Institute of Health and Welfare 
- Australian Government Department of Health PHN data 
- My Healthy Communities (which used data from AIHW analysis of ABS life tables 2014-2016) 
- QlikSense Data 2018 
- WQPHN HNA 2016 (Indigenous chronic disease) 
- ABS Aboriginal and Torres Strait Islander Health Survey Biomedical Results 2012-13, Chronic 
Disease Results for Aboriginal and Torres Strait Islander and Non-Indigenous Australians 
- Australian Early Development Census 2016 (childhood development, number of young 
vulnerable on 2 or more domains) 
- QNADA Review (2016) 
- WQPHN Online Survey 2018 
- Health Workforce Needs Assessment Report 2018 
- Australian Government Department of Health PHN Website: Practice Incentives Program 
Data (2017) 
- WQPHN GP Needs Assessment October 2018 
- Australia Health Practitioner Regulation Agency (APHRA) 
- Public Health Information Unit (PHIDU), Social Atlas of Australia, data by PHN, data by LGA 
- Chief Health Officer Report, Queensland, 2016 
- Queensland Health, self-reported health surveys and hospitalisation data 
- Queensland Cancer Control Analysis Team 
- National Diabetes Service Scheme 
- Doctor Connect (as part of the Australian Government Department of Health)  
- Australian Early Development Census (AEDC)  
 
The development of the WQPHN health intelligence portal enables users to compare data 
across different localities to help inform population health decision making. It provides an 
understanding of the key issues that communities are facing and is a tool that can start and 
continue relevant and insightful conversations with local health professionals and 
organisations. It also provides users with relevant and actionable data about their local area 
and the population they service, and assists in understanding demand for programs and 
services across the region.  
 
Whilst WQPHN has developed the health intelligence portal to help guide health planning, 
there is still a need to access more locally relevant data and information. This will require an 
ongoing commitment by the region’s key health partners, and other authorities, (depending 
on the issue), to work in partnership to continue to develop the required regional health 
intelligence capability to support both decision-makers and service providers. 
 
There are significant limitations in the existing data including; 
- The HNA has relied on national-level and state-level data with different timeframes, and 
extrapolation to the remote environment of Western Queensland; 
- The smaller the population the greater the potential for variation. Given some of the 
information was based on small numbers, caution must be used in the interpretation of some 
findings; 
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- The geographical boundary of the WQPHN was defined by the geographical boundaries of 
the three HHSs. In turn, the HHSs boundaries are defined by LGAs which enabled data in most 
instances to be grouped under each HHS and the PHN where appropriate. However, the PHN 
and HHS boundaries are not as well aligned with SA2 and statistical division level boundaries 
which has impacted on some of the analysis; 
- Some of the data could be regarded as being out of date and again caution should be used in 
the interpretation of the findings in these cases; 
- Data in the health intelligence portal has been concorded to mesh block level and then re-
aggregated to higher geographic levels, which means that some data is statistical in nature 
and should be viewed as approximate only. Local intelligence, stakeholder input and local 
reports should also be used to help inform decision making; 
- The online survey participants were drawn from random convenience sampling, and 
therefore cannot be considered statistically representative of the population. 
 
While acknowledging disparities in relation to Medicare access, it should be noted that 
regional MBS data most likely underestimates usage of services because the RFDS and other 
non-Government providers are unable to access Medicare. Further, while some of the 
hospitals in the small towns have 19(2) exemption, there is variability in the rigor of their MBS 
billing systems. 
 
Additional comments or feedback (approximately 500 words) 
 
Viability of private general practice and emergence of new models 
A challenging characteristic of Western Queensland’s healthcare environment is the 
borderline viability and continued decline of general practice in the region over the last 20 
plus years. Traditional models of independent general practice as characterised by private 
ownership and the rural GP with hospital and after hours responsibilities have become less 
attractive for many younger doctors. 
 
This has seen the emergence of other GP models such as the Queensland Hospital and Health 
Service operated clinic’s including Senior Medical Officers linked to the Health Rural Generalist 
Pathway, Aboriginal and Islander Community Controlled Health Services (AICCHS) operated 
general practice and RFDS run general practice. As such, the current general practice 
environment in the region is distinguished by marginal sustainability, notable diversity and 
limited primary care capacity. 
 
Whilst many of these alternate general practice models have been crucial in maintaining 
essential services in the region’s communities, an underpinning skill requirement for the HHS 
models has understandably meant the focus has been on a general practitioner’s acute skills 
in dealing with accidents and emergencies, and clinical procedures such as general surgery, 
anaesthesia and operative obstetrics. The challenges now facing some of these new general 
practice models will be the need to deliver more comprehensive primary care services, clinical 
leadership, and refine a more robust business model, with a greater emphasis on care 
coordination and GP led team based outcomes.  
 
While there are a number of AICCHS in the region, the sizeable Aboriginal and Torres Strait 
Islander population dictates that the sector should have a greater role in the delivery of 
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primary care services to Indigenous people. Like mainstream general practice, the challenge 
facing the sector and individual services will be delivering sustainable general practice 
services. 
 
WQPHN recognises the evolving general practice models within the region. As such it will be 
crucial to support the many existing general practice models – both traditional and subsidised, 
non-Indigenous and Indigenous – as well as extend capacity to improve access to 
comprehensive general practice services for its many remote communities. 
 
Disconnect between general practice and other primary care providers 
Adding to the deterioration in general practice over the last couple of decades and the growing 
difficulty in recruiting and retaining a stable medical workforce, there has been the lack of 
integration of other primary care and specialist services with general practice, resulting in 
poorly coordinated and often duplicated care. While there has been an increased investment 
in allied health and specialist services in the region in the last ten years, the design of these 
services has, to some extent, been disconnected from general practice and evolved in parallel. 
 
The WQPHN recognises the central role of the general practitioner in the design of health 
services and views general practice as the gateway to other primary care and specialist 
providers via referral pathways. To this end, primary care services need to be developed in a 
manner that supports general practice-centred multidisciplinary team-based care. In response 
to this WQPHN commenced recruitment of practices into a Western Queensland Health Care 
Home (WQ HCH) Early Adopter Program (EAP) in October and six practices will participate in 
the trial program. Data from this HNA will be used to help practices identify their priority 
populations.  
 
Unique governance structure to address fragmentation of State and Commonwealth 
funding arrangements 
Along with the Northern Territory, WQPHN’s governance structure is arguably the most 
progressive in terms of addressing the fragmentation that arises from the divided 
responsibilities between the Commonwealth and State/Territory Governments in the delivery 
of primary health care services and resultant complex, fragmented and poorly coordinated 
care. Although experiencing a difficult establishment phase, the formation of the WQPHN 
company by the three Western Queensland Hospital and Health Services (HHSs) foundation 
member organisations, along with Indigenous representation, and appointed and elected 
members representation on the Board will ensure the strongest possible partnership between 
the Commonwealth and Queensland Governments, and mainstream Aboriginal health 
services, and foster real cooperation between all funders and providers in the region, thereby 
leading to more seamless general practice and primary care services. The Maranoa Accord has 
the 3 HHSs and 4 AICCHS as members and is a strategy partnership formed by WQPHN to work 
collaboratively with innovation, to coordinate and integrate services with the intent of 
improving the health for all Western Queenslanders. 
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Health intelligence portal 
The need for improved health information and shared health intelligence is a key priority for 
WQPHN and being actively pursued within the QlikSense infrastructure, and supported 
through data sharing agreements with providers across the region. The health intelligence 
portal provides an extension of the WQPHN QlikSense data capabilities by providing a visual 
dashboard which compares information across different localities along with generating 
population health reports. 
 
AICCHS engagement 
The critical need to ensure culturally informed approaches to the design and commissioning 
of services highlights the need for greater participation by the AICCHS sector within WQPHN.  
The innovative Nukal Murra Alliance, which is a partnership between the four AICCHSs across 
the PHN, is harnessing the cultural intelligence within our Aboriginal and Torres Strait Islander 
communities. The Alliance has supported an integrated SEWB program and health support 
services to ensure eligible Indigenous clients of general practice have better access to more 
comprehensive care including medication and medical aids, transport, Specialist and allied 
health interventions. 
 
Conclusion 
There is diversity across and within the HHS localities of the WQPHN catchment. This will 
require calculated investment to ensure adequate skills and expertise are available to support 
local provider engagement and skills development, along with clinical service redesign, and a 
greater emphasis on patient centered whole of population outcomes. The service provider 
landscape supporting general practice has been deeply affected by the various changes in 
national primary health care policy and it will be critical to stabilise and craft a longer term 
view, strongly supported by better health intelligence and evidence of what works well. 
 
However, given the fragility of the existing service environment, the WQPHN will exercise 
great caution in rolling out its commissioning framework. It will continue to build its own 
capability and maintain engagement with partners and service provider networks to ensure 
transparency of intent and service maintenance, but be ever watchful for opportunities for 
co-commissioning and shared resolve. 
 
Importantly the WQPHN is using the process of this Health Needs Assessment (HNA) to look 
through the lens of a quadruple aim framework, that is high quality, efficient, professionally 
rewarding, and whole of population focused health care. The HNA has identified opportunities 
for early innovation and transformation to build greater primary health care capability and 
respond more directly to the significant health challenges that affect organisations and 
individuals alike across our vast catchment. 
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Section 2 – Outcomes of the health needs analysis 
 

General Population Health 

Outcomes of the health needs analysis 

Identified Need Key Issue Description of Evidence 

GEOGRAPHY AND DEMOGRAPHY 
 
Population 
density 

Low population 
density 

From Queensland Government Statisticians Office (QGSO) 2017: 1.2% of the state’s population is geographically 
distributed over 55% of the total land mass of Queensland. 49% of the region’s population reside in the North West 
HSS, 15% in CWHHS & 36% in SWHHS. 
 

Transient 
population may 
not be included 
in population 
estimates 

Service demand 
not reflected in 
official estimates 

From CWHHS 2015-2019 Strategic Plan: Large numbers of tourists (particularly ‘grey nomads’ – retired older 
persons) seek help from health services each winter whilst mining developments can add significant pressure.  
In the year ending March 2017, domestic and international visitors to Outback Queensland reached 831,000, and 
this generated a total expenditure of $498.1 million (Qld Tourism Industry Council, 2017). . 

Population 
projections 

Small-to-negative 
population growth 
projections, with 
sub-regional 
variations 

From QGSO 2017: The estimated resident population of the WQPHN region is 62,982, as at June 2017. This is 1.2% of 
the Queensland population. The average annual growth rate is expected to be -2.1% over 5 years and -0.7 over 10 
yeas (compared to 1.5% and 1.8% respectively for Queensland as a whole). Expected population increase of 0.4% 
over 25 years, compared to 1.7% for Queensland. 

Indigenous 
population 

High Indigenous 
population, with 
sub-regional 
variations 

From QGSO 2017: 17.2% of the region’s population is Aboriginal or Torres Strait Islander (CWHHS 7%, NWHHS 26%, 
SWHHS 11.5%) which is far higher than for Queensland (4%). 43% of the region’s Aboriginal and Torres Strait Islander 
peoples live in the NWHHS and within this HHS, the Doomadgee LGA has 93.4% and Mornington LGA has 86% 
Aboriginal and Torres Strait Islander population. Within the WQPHN over half (51%) of the Aboriginal and Torres 
Strait Islander population is under the age of 24 years, compared to Queensland Aboriginal and Torres Strait Islander 
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peoples (30.2%). 
 
From WQPHN Practice Data: However, while the 2016 census data reports an indigenous population of 10,671 
Aboriginal and Torres Strait Islanders in WQPHN, practice data (August 2018) indicates that the true population is 
higher, at 13,976. 

Population 
profile 

Younger 
population profile 
with more children 
less than 15 years, 
and fewer older 
people 65 years or 
over, with sub- 
regional variations. 

From QGSO 2017: Compared with Queensland, the region has a younger population profile, with 22% aged under 15 
years (compared to 20% for Queensland), 35% aged 24 years and under (compared to 33% for Queensland), and 
12% aged 65 and over (compared to 15% for Queensland). 
 
However, this is largely due to the influence of the NWHHS (25% aged under 15 years, 39% aged 24 years and under, 
and 7% aged 65 years and over) and its large Aboriginal and Torres Strait Islander population. Profiles for CWHHS 
(19% aged under 15 years, 30% aged 24 years and under, and 17% aged 65 and over) and SWHHS (22% aged under 
15 years, 33% aged 24 years and under, and 14% aged 65 and over) are less remarkable compared with Queensland, 
apart from the larger < 15 age group. Doomadgee LGA had the largest percentage of persons aged 0–14 with 
38%, followed by Mornington LGA with 31%. 

Gender disparity 
with a larger 
proportion of 
males 

From QGSO 2017: Nearly 53% of the region’s population is male. For Queensland the gender breakdown is roughly 
equal. 
 

Small proportion of 
CALD residents 

From Queensland Government Statisticians Office: The region has a smaller proportion of residents born overseas 
(9.3%) compared with Queensland (21.6%). Mount Isa LGA had the highest proportion of residents born overseas 
(16.1%) within the region. 

HEALTH DETERMINANTS 
 
Socio-economic 
factors 

High levels of 
socio-economic 
disadvantage, with 
sub-regional 
variations 

From ABS: All of the 20 LGAs in the region have a Socio-Economic Indexes for Areas (SEIFA) Index of Relative Socio- 
economic Disadvantage (IRSD) below the Australian average. 
53% of the region’s population are classified in the two most disadvantaged quintiles nationally, and six of the 20 
LGAs in the WQPHN (Barcoo, Boulia, Burke, Carpentaria, Doomadgee & Mornington [QGSO 2017] have 100% of 
their population located in the two most disadvantaged quintiles nationally. Socio-economic disadvantage will drive 
poorer health outcomes, earlier deaths and greater service needs. 
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Unemployment Generally 
unemployment 
rates vary across 
LGAs 

From QGSO 2018: The unemployment rate (June quarter 2018) is 6.5% across WQPHN, which is slightly higher than 
the Queensland rate (6%). Eight of the 11 LGAs have unemployment rates higher than the Queensland average. 
Four of the LGAs, all in NWHHS region, have unemployment rates over 28% (Burke, Carpentaria, Doomadgee and 
Mornington). 

Economic 
impacts to 
population 
change 

Decline in 
population from 
2011 to 2016 likely 
due to economic 
impacts 

When comparing economic indicators from the 2011 to 2016 Census data there is a correlation between population 
and unemployment. The WQPHN has experienced a population decrease in the five years from 2011 to 2016 of 
6,900 (ESR), which is a 9.8% decrease. In the five-year period, the unemployment rate for the region doubled from 
3.3% (2011) to 6.6% (2016). Persons receiving unemployment benefits has also increased from 4.8% (2011) to 5.3% 
(2016) and the unemployment rate is likely higher amongst the Aboriginal population. It must be noted however, 
that Indigenous persons are often under-counted in Census data. QGSO: As at March 2018, 7.7% of people in the 
WQPHN region (aged 22-64) are receiving unemployment benefits. Between 2102 and 2017, the population of 
WQPHN decreased by 7103, which is a 10% decline in population.  

Health literacy Lower levels of 
health literacy 

Stakeholder consultations identified low health literacy, evidenced by: 
• Health behaviours contributing to risk factors 
• Limited understanding/confusion around medication regime impacting on compliance. 

Accessing 
health care 

Travelling long 
distances to access 
health care 

From the ABS: Nearly 89% of the region’s population reside in Accessibility/Remoteness Index of Australia (ARIA 
2011+) remote or very remote areas. The distance and travel times between communities are significant and 
highlight the degree of remoteness of the region and the issues with delivering healthcare to residents in the 
region. Large areas within the region also have limited or no mobile phone and emergency services radio coverage 
which can severely limit access to some health services. 

Life expectancy Lower life 
expectancy 

From MyHealthyCommunities (AIHW analysis of ABS life tables 2014-2016): life expectancy at birth for WQPHN is 
78.8 (total population), 76.7 for males, 80.9 for females. For Queensland overall, this is 80.1 for males and 84.5 for 
females (from ABS Life Expectancy at Birth, 3302.0.55.001 – Life Tables, States, Territories and Australia, 2014-
2016). This means that WQPHN residents typically live almost two years less than their Queensland counterparts. 
Causes that contribute most to the deficit in expected years of life are cancer, cardiovascular disease and mental 
disorders. 
While the lower life expectancy is largely a reflection of the comparatively lower life expectancy of the Indigenous 
population and the relatively large numbers of Indigenous peoples who live in the WQPHN, the gap is not entirely 
explained by the higher proportion of Indigenous peoples, and living in a remote area is itself a risk 
factor (with its poorer access to services, worst lifestyle risk factor profiles and unique environmental conditions). 
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Median age of 
Death 

Lower median age 
of death 

From 2016 Queensland Health Chief Health Officer Report: The median age of death is lower for all HHSs in the 
WQPHN, however, the difference is most stark for NWHHS (Queensland 80 years, CWHHS 79, SWHHS 76 & 
NWHHS 61). The median age of death for Indigenous people in NWHHS is lower than for Queensland (54 vs 58 
years) and CWHHS (56.5 years). However, it is higher in SWHHS (66 years).  

HEALTH STATUS AND BEHAVIOURS 
 
Risk factors Higher rates of 

chronic disease risk 
factors 

From 2016 Queensland Health Chief Health Officer Report: High proportion of daily smokers (SWHHS 15th worst out 
of 15 HHSs, NWHHS 13th, CWHHS ranked 11th), high proportion of adults who are obese (BMI ≥30) (NWHHS 15th  
worst, CWHHS 13th, SWHHS 11th ), and high proportion of adults classified as having a lifetime of risky alcohol 
consumption (CWHHS 15th worst, NWHHS 14th  worst, SWHHS 12th ). 
 
From Central & North-West Queensland Medicare Local 2013/14 CHNA (based on Queensland Health’s 2011-12 self-
reported health status report): Higher proportion of self-reported hypertension, but lower rates of self- 
reported diabetes, cancer and high cholesterol compared with Queensland. 

Higher rates of 
smoking and more 
younger smokers 

From Queensland Health Preventative health survey results (2015-2016): WQPHN has the highest proportion of 
daily smokers compared to other Queensland PHNs (19.8% versus 12.1%) and NWHHS (19.6%) and SWHHS (21.6%) 
have higher proportions than CWHHS (16.5%). SWHHS has a high proportion of male smokers (25.4%) while NWHHS 
has a high percentage of female smokers (19.1%). 
WQPHN has a higher proportion of younger smokers compared with other Queensland PHNs with the majority of 
smokers in the 18-29 age group. Also, the proportion of daily smokers over the age of 65 years is nearly double 
that of other Queensland PHNs. 
Chief Health Officers Report: 

• Rates of daily smoking are about 3 times higher among adults living in socioeconomically disadvantaged areas 
than those in advantaged areas in 2016 (17% compared with 6%). 

• Rates of daily smoking are higher outside major cities. Children living in remote areas were 30% more likely to 
be living in a household with a smoker than those in cities.  

Tobacco smoking is still a leading cause of preventable health and disease in Queensland. 
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Higher rates of 
maternal smoking 

From QlikSense data 2018: In 2017, our three HHS regions had high rates of maternal smoking amongst Aboriginal 
and Torres Strait Islander mothers. Amongst this group, the rates were higher than the comparable rates for the 
state – 52.7% in NWHHS, and 52.9% in SWHHS compared to 42.6% for Queensland Indigenous mothers (note: 2017 
rate for CWHHS was 18.2%, but this should be interpreted with caution due to low numbers of Indigenous mothers 
and births recorded. In comparison, the 2016 rate for CWHHS was 66.7%). There was no improvement in these rates 
compared to the previous year. 
 
Rates of maternal smoking amongst non-Indigenous mothers in 2017 were similar to the state average of 9.6% 
across the comparable population in Queensland – 9.7% in NWHHS, 10.3% in SWHHS, and 6.6% in CWHHS. 

Mixed women’s 
health screening 
profile 

From Qld HPV register: complete HPV vaccination rates are 76.8% for females and 70% for males in 2016. 
 
MyHealthyCommunities lists breast screening participation rates for 2016-2017 in WQPHN as 57.7% (compared 
to 57% in 2014-2015), which is slightly above the national rate (55%), and the Queensland rate of 56.8% (based 
on 2014-15 data, AIWH). 

Higher rates of 
avoidable 
deaths 

From 2014 Queensland Health Chief Health Officer Report: NWHHS ranked 14th worst out of 15 HHSs for avoidable 
death rates, SWHHS 13th  and CWHHS 8th.  
From AIHW National Mortality Database and ABS, June 2013-2015: WQPHN had the second highest rate of 
potentially avoidable deaths behind NT, at 194 per 100,000 ASR. 

Higher rates of 
potentially 
preventable 
hospitalisations 

 From WQPHN QlikSense Data 2018: Western Queensland has the highest rate of potentially preventable 
hospitalisations (PPHs) of all the Queensland PHNs, with 17.7% of the total admitted patient separations in 2016-17. 
Preliminary data from the Queensland Hospital Admitted Patient Data Collection (Department of Health) shows that 
there were 3498 PPHs in WQPHN in public acute hospitals in 2016-17. All three HHSs rank as some of the highest in 
Queensland for the percentage of both Indigenous and non-Indigenous PPHs. The highest PPH rates in CWHHS and 
SWHHS are in the elderly, whereas the highest rate of PPH in NWHHS is amongst infants, closely followed by those in 
the 70-74 years age group, and those in the 45-54 years age group. In addition to the highest PPH rate, WQPHN also 
has the second highest rate of chronic PPHs in Queensland, at 53.3%. 
 
From 2016 Queensland Health Chief Health Officer Report: NWHHS ranked 12th worst out of 15 HHSs for potentially 
preventable hospitalisations, SWHHS 13th & CWHHS 14th. 

Higher rates of 
premature 
mortality 

  Premature mortality rate for Western Queensland residents is 391.5 per 100,000 ASR, compared to 260.2 per 
100,000 ASR for Queensland. Western Queensland has particularly higher rates of premature morality for: respiratory 
diseases; circulatory system diseases, cancer, endocrine disorders; and suicide and self-inflicted injuries. 
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Health Inequity Geographical 
hotspots 

The Grattan Institute’s 2016 Report: Analysis of PPH rates identified a number of geographical ‘hotspots of health 
inequity’ in Western Qld. These included the Lower Gulf (Carpentaria), Cloncurry (Mount Isa Region) and the 
Charleville Cluster (Charleville and Far South West). The report’s findings added to the existing body of evidence, 
and substantiate similar conclusions by the WQPHN, the region’s three HHSs and the Aboriginal and Islander 
Community Controlled Services (AICCHS) about the priority areas in Western Qld (with the one addition of the 
Western Corridor). 
 
Furthermore, the report’s recommended future actions reinforce the strategic approach for which the region’s 
health partners have been advocating over the last 12 months – that is, jointly led, transformational, 3–5 year 
geographical trials, with tailored solutions, focusing on comprehensive and integrated care. 

Health 
outcomes 

Higher 
hospitalisation 
rates 

From 2016 Queensland Health Chief Health Officer Report:  NWHHS ranked 15th worst out of 15 HHSs for 
cardiovascular related hospitalisation rates, SWHHS 11th and CWHHS 10th. NWHHS ranked 15th worst for 
asthma related hospitalisation rates, CWHHS 14th and SWHHS 11th. SWHHS ranked 14th worst for COPD related 
hospitalisation rates, NWHHS 13th and CWHHS 10th. CWHHS ranked 15th worst for road transport injury related 
hospitalisation rates, SWHHS 14th and NWHHS 12th.  

Higher cancer rates 
and worse 
outcomes 

From WQPHN QlikSense Data 2018: During 2009-2013 WQPHN had the highest number of new lung cancers 
diagnosed (61 per 100,000 ASR, compared to the national average of 44), equating to 185 actual diagnoses 
in this period. During this period, WQPHN saw the following numbers of new cancer cases: 185 breast 
cancers, 151 melanomas, 246 prostate cancers. 
 
From CWHHS‘s ‘The health of the west’: Cancer mortality for Central West is significantly higher than the 
Queensland average. One reason for this may be the limited access to services in remote areas for timely 
screening, diagnosis and treatment along with delayed health seeking behaviours. 
 
The 2012 MORT tables for WQPHN report lung, prostate, breast, colorectal, esophageal and unknown 
cancers make up the top 20 leading causes of death in the region. The highest is lung cancer, which is listed 
as the 3rd leading cause of death for males, and the 6th leading cause of death for females in WQPHN. 
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Primary Mental Health Care (including Suicide Prevention)  
Outcomes of the health needs analysis  

Identified 
Need 

Key Issue Description of Evidence 

Co-morbidity High multi- 
morbidity in low 
SES status areas 

People living in most the disadvantaged areas, nationally, were 65% more likely than those living in the least 
disadvantaged areas to have comorbid disorders (AIHW 2012). This is consistent with a survey of Scotland’s 
national database of registered practices, which reported earlier onset of multi-morbidity including mental health 
disorder in deprived areas of Scotland (Barnett et al., 2012). Furthermore, research suggests that having a mental 
disorder may make the individual more susceptible to impacts of poorer social determinants of health (Patel et al. 
2016), that is, having poor mental health in a low SES region has worse outcomes for the individual. 

Risk factors 
linked to 
remoteness 

Remote to very 
remote and 
isolated 
populations 

Research suggests that there is a significant rural-urban health status differential and that a number of key mental 
health issues in rural and particularly remote areas require special attention and intervention. These include 
comorbid mental health and alcohol and other drug disorders, higher levels of attempted and completed suicide, 
unique stressors amongst farming communities, and Indigenous mental health issues (Vines 2011). 

Complexity of 
care provision 

Comorbid 
physical disorders 
and comorbid 
drug and alcohol 
disorders add 
significant 
complexity of 
care provision 

High prevalence of mental disorders which are more common among people with chronic physical conditions 
(28%) than people without such conditions (17.6%) (NSMHW 2007). 1 in 9 people with a mental disorder have a 
physical disorder at the same time.  (AIHW 2012). 
Data from the Survey of High Impact Psychosis in 2010 (SHIP) showed people with low prevalence, but 
serious mental health conditions have high rates of chronic diseases: 

• 82.1 % at risk for abdominal obesity; 
• 28.1% have elevated blood glucose; and, 
• 49.9% met criteria for metabolic syndrome (Morgan et al., 2011). 

From Morgan et al. 2014 / IHME 2015, ABS 2015 in RACGP 2016 “The economic cost of serious mental illness and 
comorbidities in Australia and New Zealand”: Similarly, it was found that people with a diagnosis of psychosis in 
Australia have higher rates of a range of physical conditions, including asthma and respiratory conditions, 
cardiovascular disease, diabetes, hepatitis and epilepsy. 

CWAATSICH report a similar comorbidity profile for patients with mental health disorders (CWAATSICH CAT report 
March 2016). Stakeholder consultation in the Lower Gulf identified high prevalence of co-occurring mental health 
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and drug and alcohol disorders. Estimates of the scale of dual diagnosis in Australia ranges from 5-70% in mental 
health settings, and up to 80% of people in alcohol and other drug treatment settings who may also have a mental 
illness (Queensland Health, 2010). 

Child and 
youth mental 
health 

Poor child and 
youth mental 
health profile 

The WQPHN has a younger population profile with a greater proportion of children under the age of 15 years 
(22.4% compared to 19.7% for Qld) with almost half this population of Aboriginal and Torres Strait Islander 
decent. 
 
There is a chronic paucity of good data in relation to children, youth and young adults and their interactions with 
the public mental health and drug and alcohol services. Local HHS data highlights significantly higher rates of self 
harm, particularly in young men. Community feedback points to concerns regarding substance abuse, especially 
alcohol, including increasing concerns regarding methamphetamine. 

 
Youth of remote Queensland rated equity and discrimination (28%) as the most important issue in Australia 
today, followed by alcohol and drugs (27%). Males of remote Queensland rated alcohol and drugs as a much 
higher issue in Australia than females of remote Queensland (33.3% vs 18.8%).(2015 Mission Australia Survey) 
 
From WQPHN QlikSense Data 2018: Mount Isa headspace provided 1,303 services to 251 young people aged from 
12 to 25 years in 2017-18. Thirty-four percent of those were Indigenous youth. The demand for services increased 
by 21% (or 228 services) from 2016-17 to 2017-18. 

In 2016-17, the MBS Mental Health data indicate that in WQPHN approximately 630 services were provided to 
about 240 patients in the 0 to 17 year age group. There were a small number of MBS Mental Health services for 
the 0 to 4 year old age group, 161 for the 5-11 year old age group, and 454 for 12 to 17 year olds. 

Self-reported 
psychological 
health 

Low self-
reported 
psychological 
distress. 

 

From ABS Year Book 2012 – people aged 16-85 years living outside Major Cities were 34% less likely than 
those living in Major Cities to report high or very high levels of psychological distress.  

 
From stakeholder consultations – older adult males calling the 1800 PIR phone service were reported to do so late 
in the course of their illness, often resulting in an acute referral to a community mental health team. 
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Mental health 
prevalence 

High estimates of 
prevalence of 
mental disorders 

WQPHN QlikSense Data 2018: The National Mental Health Service Planning Framework (NMHSPF) is a 
stepped care model used to estimate prevalence of mental disorders in order to calculate the level of 
service need. The treatment population estimates are based on national averages, and have not been 
adjusted to allow for the unique characteristics of the Western Queensland population. Given the 
demography of the region (99% remote or very remote, large pockets with low socioeconomic status, 
and a higher than average proportion of Aboriginal and Torres Strait Islanders) it is assumed that this 
data shows the minimum number of people in each treatment group. Using population numbers drawn 
from estimates by the Queensland Government Statistician’s Office Queensland Treasury for 2017 
(which are significantly lower than the 2015 estimates), the updated total treatment population is 17% 
of total population (2017 ERP).  
 

WQPHN QlikSense Data 2018: July 2018 practice reporting data, collected from 41 practices in the WQPHN 
region, show that there is a total of 8027 recorded active patients diagnosed with a general mental health 
condition. Additionally, there were 3,909 active patients on mental health medication, but not diagnosed with a 
mental health condition. This represents approximately 19% of the 2017 ERP population. Given not all people will 
be discussing mental health issues with their GP, the population group is likely to be higher still. 

Hospitalisation Low 
hospitalisation 
for mental and 
behavioural 
disorders 

From MyHealthyCommunities mental health and intentional self harm report, 2013-14 data: Research found that 
regional PHNs had a higher rate of hospital admissions for mental health disorders than those in metropolitan 
areas. WQPHN had 1011 hospitalisations per 100,000 people (ASR) for mental health during 2013-14 (compared to 
911 for Australia, 971 for regional), and 210 (ASR per 100,000) for intentional self harm (compared to 150 for 
Australia). WQPHN had the highest rate of hospitalization for drug and alcohol use in Australia (275 per 100,000, 
compared to 168 nationally). WQPHN also had the highest rate of hospitalization for dementia, at nearly double 
the national rate (83 per 100,000 compared to 45). 

 
From WQPHN QlikSense Data 2018: Based on the 2017 ERP, the National Mental Health Service Planning 
Framework (NMHSPF) tool predicts that there is a mental health treatment population of 10,767 people in the 
WQPHN region. However, this is a nationally-based model, and therefore does not take into account rate 
variations commonly associated with rural and remote areas, high Indigenous populations or sparsely-spread 
populations, and as a result the actual figure is likely to be much higher. In fact, practice data submitted in July 
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2018 indicated that there is a mental health treatment population of 11,936, with CWHHS having the highest 
potential mental health patient population compared to their overall population, at 20.4%. 

 
However, only a small proportion of the potential population access mental health MBS services. In 2016-17 there 
were 6,099 services provided to 2,323 patients, and over half of these items were associated with GPs. In the same 
period, WQPHN had 884 patient episodes with the principal diagnosis of Mental and Behavioural Disorders. This 
was approximately 4.5% of the total admitted patient episodes for WQPHN, and over half of these were for 
Indigenous patients 

Mental health 
ED 
presentations 

High ED 
presentations 
for mental 
and 
behavioural 
disorders 

From WQPHN QlikSense Data 2018: WQPHN has disproportionately more mental health related ED 
presentations and suicide-type presentations when compared to other Queensland PHNs. WQPHN has 
approximately 1.3% of Queensland’s 2017 ERP population, yet presented over double that rate in mental 
health related ED presentations in the 2017-18 period. In 2017-18, there were over 1,100 mental health related 
ED presentations in WQPHN, which is approximately 3.4% of the Queensland total. 

The rate of presentations to Emergency Departments (ED) for mental and behavioural disorders in WQPHN is 60% 
higher than for Queensland overall, and the rate for suicide and self-inflicted injury is 30% higher, representing the 
highest number across Queensland (Suicide in Queensland Mortality Rates and Related Data 2011-2013. AISRAP: 
Griffith University). 
 
Almost half of mental health ED presentations in WQPHN were for suicidal ideation or intentional self-harm 
(almost 3% of the Queensland presentations). Close to 60% of the suicidal ideation and intentional self-harm 
presentations were from indigenous patients. The three HHS region in WQPHN had the highest mental health ED 
presentation-to-population ratios in Queensland (1.3% in CWHHS, 1.5% in SWHHS, and 2.3% in NWHHS). 

Sub-regional 
variation in 
ED 
presentations 
for mental 
and 

Majority of mental illness presentations in North West are related to substance misuse (48%), twice that of 
Central West and South West. In Central West and South West, anxiety disorders make up the majority of mental 
illness presentations (45% and 40% respectively). (Q Health ED Presentation data 2013-14) 
 
SWHHS community mental health data shows the 15-49 year age group access services the most. 
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behavioural 
disorders 

Aboriginal and 
Torres Strait 
Islanders 

Psychological 
distress and self-
harm 

From Aboriginal and Torres Strait Islander Health Performance Framework 2017 Report: Nationally, based on the 
2014-15 Social Survey, a third of Aboriginal and Torres Strait Islander adults reported high or very high levels of 
psychological distress – approximately 2.6 times that of non-Indigenous Australians. This rate represents a 27% 
increase over levels recorded in 2004-05.  
 
Nationally, the hospitalisation rate of Indigenous people for intentional self-harm increased between 2005 and 
2012 by 48.1% while the non-Indigenous rate remained stable. (National Mental Health Commission Report, 
Specific Challenges for Aboriginal and Torres Strait Islander People - Steering Committee for the Review of 
Government Service Provision. Overcoming Indigenous Disadvantage: Key Indicators 2014. Canberra: Productivity 
Commission, 2014).  

Suicide and 
self-harm 

Suicidal ideation 
and self-harm 

ED presentation rates of Aboriginal and Torres Strait Islander people for suicide ideation/self-harm are higher in 
the North West than for WQPHN and for Queensland. Indigenous females present at a higher rate than 
Indigenous males. (Q Health ED Presentations 2014).  

 
WQPHN QlikSense Data 2018: WQPHN has a higher number of mental health related ED presentations and 
suicide type presentations than other Queensland PHNs. In 2017-18, approximately 500 suicide-specific ED 
presentations occurred in WQPHN, which equates to almost 3% of the total in Queensland, and almost half of the 
mental health ED presentations in WQPHN. Of these types of presentations, almost half were Indigenous. Suicidal 
ideation/intentional self-harm presentations were very high in the 15-34 year age group, and high in the 35-54 
year age group. Mount Isa Hospital dealt with the most cases, at 209 presentations, followed by Doomadgee 
Hospital with 56 presentations, and Longreach Hospital with 36 presentations. In addition, for July 2018 there 
were 44 ED presentations in WQPHN which were flagged as suicide-related. 
 
Intentional self-harm was the 5th leading cause of death for Indigenous people in Queensland and the 13th 
leading cause of death for non-Indigenous people. For males, it was the 2nd leading cause of death for 
Indigenous and 10th leading cause of death for non-Indigenous people. For Indigenous women, it was the 8th 
leading cause of death compared to the 23rd for non-Indigenous women.  
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Nationally, intentional self-harm is the leading cause of death for males aged 15-34 in both Indigenous and 
non- Indigenous populations. However, the rate of death by intentional self-harm is 2.6 times higher for 
Indigenous males aged 15-24 than non-Indigenous males and 4.4 times higher for Indigenous males aged 25-
34 than their non-Indigenous counterparts.  

 
Although fewer females die from intentional self-harm than males, the death rate for Indigenous females aged 
15- 24 is 4.2 times higher than for non-Indigenous females, and 4 times higher for Indigenous females aged 25-
34 than for non-Indigenous females of the same ages.   
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Alcohol and Other Drug Treatment Needs 
Outcomes of the health needs analysis  

Identified Need Key Issue Description of Evidence 

Alcohol 
consumption 
prevalence 

High alcohol 
consumption rates 

From the Queensland CHO 2016: In 2015-16, the rate of lifetime risky drinking for all three of the HHSs in 
WQPHN was higher than the average for Queensland (21%) – CWHHS as 53% higher, North West was 37% 
higher, and SWHHS was 32% higher.  

 
Stakeholder consultations confirm alcohol remains a key health service need. 

Reducing 
mortality rates 

High premature 
mortality 
associated with 
excessive alcohol 
consumption 

The age standardised premature mortality rate per 100,000 for suicide and self-inflicted injury was 24.1 
(WQPHN), 13.6 (Queensland) and 11.2 (Australia).  
 
For alcohol-related road traffic injuries, WQPHN was slightly higher with 9.6 for WQPHN, compared to 5.8 for 
Queensland and 5.1 for Australia. (PHIDU)  

Adverse impacts 
on children 

Adverse childhood 
development and 
adult health 
outcomes in later 
life associated with 
socioeconomic 
disadvantage, 
parental substance 
misuse. 

Association between adverse early childhood development and development of chronic disease in adult life 
and between early childhood neglect and abuse and addiction to alcohol in later years (Reuben, A., Moffitt, 
T. E., Caspi, A., Belsky, D. W., Harrington, H., Schroeder, F., Hogan, S., Ramrakha, S., Poulton, R. and Danese, 
A. (2016).  
 
Parental substance misuse correlated with child neglect and abuse, school attendance and educational 
outcomes. (Dawe, S., Harnett, P. & Frye, S. (2008). Improving outcomes for children living in families with 
parental misuse: What do we know and what should we do? Child Abuse Prevention Issues, Vol. 29. 
National Child Protection Clearinghouse). 
 
From 2016 Australian Early Development Census: The proportion of children in their first year of full time 
school who were developmentally vulnerable in one or more of the five AEDC domains was generally higher 
for Western Queensland children compared with Queensland children (26.1% of children across Queensland 
vulnerable in one or more domains) and nationally (22%). Of those areas where developmental status was 
recorded, the statistical areas (SA2) of Doomadgee (≥90%), Carpentaria (57.6%), Murweh (52.9%) and 
Paroo (50%) showed the worst results across the five domains (Note: caution required in interpreting the 
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percentages, as in some areas, such as Doomadgee, the scores are based on fewer than 30 children with valid 
scores). Only three regions – Cloncurry (25.9), Longreach (18.8%) and Blackall-Tambo (14.3%) had below-state 
average scores in one or more domains. 

Illicit drug use Risk of increased 
Methamphetamine 
Use. 

Consistent stakeholder feedback across Social and Emotional Well Being (SEWB) Teams, AICCHS, Mental 
Health Teams, and rehabilitation services is that Methamphetamine use is present in most Western 
Queensland communities at a low level. However, stakeholders also noted that resources are not sufficient 
to deal with current AOD load, let alone a potential increase in Ice.  Any surge in Amphetamine Type Product 
use is likely to have a major impact. 
 
These consultation findings are further supported by the findings from the James Cook University study of 
Queensland communities – “Impacts of meth/amphetamine, other drugs and alcohol in rural and remote 
areas in northern and north-east Queensland: An environmental scan December 2015.” 
 

Aboriginal and 
Torres Strait 
Islanders 

Mortality from 
alcohol misuse 

Aboriginal and Torres Strait Islander people of Western Queensland have the highest alcohol related death 
rate in the State (9.2 deaths per 10,000), second only to the Northern Territory (14.2 per 10,000). (Wilson et al 
2010).  

High proportion of 
Aboriginal and 
Torres Strait 
Islander persons 
accessing specialist 
AOD treatment 

QNADA Review (2016): Data from the AODTS National Minimum Data Set identified high proportion of Aboriginal 
and Torres Strait Islander people accessing specialist AOD treatment with 56% of episodes for individuals 
whose postcode lies within the WQPHN region 2015-16. This is compared with 14% for the whole of 
Queensland and 14% nationally. 
 

Illicit drugs There is a paucity of reliable data around Aboriginal and Torres Strait Islander substance abuse, however 
feedback from AICCHS emphasises concerns regarding cannabis use and some evidence of 
methamphetamine use. Issues linked to people returning from justice institutions into community have been 
indicated as pressure points for addictions (TASC et al.), but overall the primary concerns relate to alcohol 
misuse. The AIHW report released in 2016 highlighted the WQPHN as having the highest rate of drug and 
alcohol related hospitalisations in Australia which also emphasised the related mental health and 
behavioural disorders (AIHW Sept 2016).  
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Outcomes of the health needs analysis  

Identified Need Key Issue Description of Evidence 

Social 
determinants and 
impact on 
Indigenous 
Health 

Large numbers of 
Indigenous people 

From ABS 2016 Census: 26% (6773) of Indigenous Queenslanders reside in NWHHS, 11.5% in SWHHS 
(2689) and 7.3% in CWHHS (670).  

 
WQPHN QlikSense 2018 Data: In 2016 there were 10,671 Aboriginal and/or Torres Strait Islanders in 
WQPHN, which represents 17.2% of the total resident population (compared to 4% for Queensland as 
a whole). August 2018 data from 40 reporting WQPHN practices indicates a higher population group, 
with 13,967 Indigenous patients (11,318 in NWHHS, 1,967 in SWHHS, and 691 in CWHHS) – even 
considering some potential patient duplication across practices, this is markedly higher than the 
census data. 

Lower life 
expectancy 

From the Chief Health Officer’s 2016 Report: identified gaps in median age of death between Indigenous and 
non-Indigenous populations for each of the HHSs in WQPHN, with CWHHS having the greatest gap (23.5 
years lower median age of death for Indigenous people than for non-Indigenous people). 

Lower median age of 
death 

From 2016 Queensland Health Chief Health Officer Report: The median age of death of Indigenous 
Queenslanders in 2016 was 58 years, compared with 81 years for the non-Indigenous population – a 23-
year age difference. While the median age of death for Indigenous people in NWHHS (54 years) and 
CWHHS (56.5 years) was lower than for Queensland, it was higher in SWHHS (66 years). This was reflected 
in the HHS rankings when the HHS Indigenous population was compared to Queensland Indigenous 
people, NWHHS was the 14th worse, CWHHS was 13th  worst and SWHHS was 6th worst. 

Younger age profile From WQPHN QlikSense data 2018: The indigenous population of WQPHN has a younger profile than the 
non-Indigenous population, with a particularly high proportion of those aged under 25 years. 
From QGSO: 52% of the WQPHN Indigenous population is aged under 25 years, compared to 30% of the 
non-Indigenous population. There is also a disparity in the older population, with just 5.3% of the Indigenous 
population being aged 65 and over, compared to 14% of the non-Indigenous population. 
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Higher levels of 
socio-economic 
disadvantage 

There is significant disadvantage across a range of social, educational, economic and cultural determinants 
impacting on the health of Indigenous people within the WQPHN. 
 
From WQPHN QlikSense 2018: The Indigenous population has higher rates of unemployment, at 19.9% 
(compared to 3.4% for the non-Indigenous population). The Indigenous unemployment is highest in the 25-
34 year age group (23.5%), followed by 22.2% in the 15-24 year age group, and 19.4% in the 35-44 year age 
group (2016 unemployment rates). Further, 40.1% (1,637) of dependent children in families with Aboriginal 
and/or Torres Strait Islander people were from jobless families, compared to 5.2% (480) dependent children 
in non-Indigenous families. In the WQPHN region, there are almost three times as many Indigenous jobless 
families than non-Indigenous jobless families (750 Indigenous, compared to 259 non-Indigenous). 
 
From WQPHN QlikSense 2018: Additionally, Indigenous people experience greater disadvantage with respect 
to income. Thirty-six percent of households (that is, 1,287 households) with Indigenous persons had an 
income of $500 a week or less, compared to only 19% (3,423) for Non-Indigenous households. Almost a third 
of our indigenous population aged 15 years and over earnt less than $300 per week, compared to 16.1% of 
the non-Indigenous population. 
 
From QlikSense 2018: The Indigenous population of the region is more likely to reside in overcrowded 
conditions, with 14.3% (497) of Aboriginal and/or Torres Strait Islander people living in conditions classified as 
overcrowded, compared to only 2.1% (354) of the non-Indigenous population of WQPHN. Additionally, 
multiple family households are more common amongst the Indigenous population of WQPHN, with 6.1% (219) 
of households being multiple family, compared to only 0.8% (148) of non-Indigenous households. 
 
From QlikSense 2018: Regarding family structure, there is a large disparity in the proportion of single parent 
family households, with 25.2% of Indigenous families being single parent families, compared to 6.5% of non-
Indigenous families. 
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From QlikSense 2018: 26% of our Indigenous population aged 15 years and over had completed Year 12 or 
equivalent, much lower than the rate in the non-indigenous population. Further, 30.8% of the Indigenous 
population region aged 18 to 24 years were working, studying or trained, which is less than half the rate of the 
non-Indigenous population (69.1%). 

Potentially 
Preventable 
Hospitalisations 

Poorer preventable 
and treatable 
outcomes 

From WQPHN QlikSense 2018: Higher rate of potentially preventable separations (PPS) in 2016-17 for 
Indigenous people (22%) compared to non-Indigenous people (16%) in WQPHN. Despite the population size 
differences, there were more Indigenous vaccine-preventable, acute, and chronic PPS numbers (924 in total) 
in Indigenous people in NWHHS than in non-Indigenous people (792 total). From QHAPDS FY 2016-2017 PPH 
for Indigenous people: Top contributors to PPH were diabetes complications, cellulitis, convulsions and 
epilepsy.  
From CWHHSs ‘The health of the west’: Compared with non-Indigenous residents, Aboriginal and Torres 
Strait Islander people in Central West are much more likely to be admitted for a potentially preventable 
hospitalisation, be discharged against medical advice, have a baby of low birth weight and smoke during 
pregnancy. 

Maternal health Poorer maternal 
health outcomes 

From 2016 Queensland Health Chief Health Officer Report: Compared to Indigenous Queensland mothers, 
Indigenous NWHHS mothers were less likely to have made five or more antenatal visits during their 
pregnancy while CWHHS mothers were more likely and SWHHS mothers about the same as the Queensland 
Indigenous mother’s rates of antenatal visits.  
 
From QlikSense 2018: Across 2016 and 2017, all three HHSs in the region had, for the most part, higher than 
state average for Indigenous births, low birthweight babies, and mothers who smoked. The North West HHS 
had the highest proportion of births to Indigenous mothers (the second highest rate in Queensland after the 
Torres and Cape HHS. 
 
From WQPHN 2017-2018 HNA: In 2015-16, 53% of Aboriginal and Torres Strait Islander women reported 
smoking at some stage during pregnancy compared to 20% for total population of WQPHN, and 12% 
Queensland). 
 
From WQPHN 2017-2018 HNA: Rates of neonatal and infant deaths amongst the Indigenous population are 
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higher in the WQPHN compared to Queensland. 

Disease burden Poorer health 
outcomes 

From 2016 Queensland Health ‘The burden of disease and injury in Queensland Aboriginal and Torres Strait 
Islander peoples: With increasing Remoteness, the burden of disease increases. In remote areas it was 1.47 
times that of major cities. Cardiovascular diseases caused the largest proportion of burden followed by 
diabetes, mental disorders and chronic respiratory diseases.  

Suicide and 
Mental Health 

Greater burden 
suffered by 
Aboriginal and 
Torres Strait 
Islanders 

From WQPHN QlikSense 2018: In the 2017-18 period, WQPHN had almost double the rate of mental health 
related ED presentations compared to Queensland. Almost 60% of these suicidal ideation and intentional 
self-harm presentations were from Indigenous patients. Similarly, more than half of the admitted patients 
episodes with a principal diagnosis of mental and behavioural disorders were for Indigenous patients. This 
are significant proportions, bearing in mind that 17% of the total population identifies as Aboriginal and 
Torres Strait Islander. 

Chronic and 
complex disease 

Indigenous Chronic 
Disease 

From WQPHN QlikSense data 2018: 40 reporting WQPHN practices in August 2018 identified 4,556 
Indigenous patients with one or more chronic conditions. In particular, there is a disparity in Indigenous 
patients being diagnosed with diabetes (13%) compared to non-Indigenous (7%). 

 
From WQPHN HNA 2016: At the PHN level, there is very limited quantitative data specifically relating to risk 
factors, health status and outcomes for Indigenous people living in the area. However, it is known that, at a 
national level, the burden of disease increases with increasing remoteness, and that the Indigenous 
population carries a disproportionate amount of the burden of disease. As nearly 90% of the population of 
WQPHN live in areas classified as remote or very remote, and 17.2% of the population identify as Aboriginal 
and/or Torres Strait Islander, this strongly suggests that much of the data relating to chronic disease pertains 
to Indigenous people in WQPHN. 

 
From ABS Aboriginal and Torres Strait Islander Health Survey Biomedical Results 2012-13, Chronic Disease 
Results for Aboriginal and Torres Strait Islander and Non-Indigenous Australians: Indigenous Australians have 
a higher rate of abnormal results for all chronic disease that were tested for, but also those in remote areas 
experienced these abnormal results at much higher rates than those Indigenous people in non-remote areas. 
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Other Identified Areas of Need 
Outcomes of the health needs analysis  

Identified Need Key Issue Description of Evidence 

Child and Maternal Health 

Determinants of 
health 

Higher fertility rates From Public Health Information Unit Social Atlas of Australia: All three statistical divisions with Western 
Queensland have a higher number of babies born per woman than Queensland overall, with the 
difference most marked in the North West and South West (Queensland 1.94 babies per woman, North 
West 2.40, South West 2.67 & Central West 2.39). 
 
Some of this difference can be explained by the greater number of Aboriginal and Torres Strait Islander 
mothers in the WQPHN, given Indigenous women have higher fertility rates compared to non-Indigenous 
women. While no Queensland data is available, the AIHW reported the 2015 fertility rate for Indigenous 
women in Australia was 2.3 babies per woman, compared with 1.9 for all women. 
 

From WQPHN QlikSense 2018: In 2017, 28.8% of babies born in WQPHN were to Indigenous mothers, 
compared to 7% for Queensland. The rate was highest in the NWHHS region, with 39% of babies being born 
to Indigenous mothers, (compared to 20% for SWHHS, and 9% in CWHHS). 

Higher proportion 
of low birth weight 
babies in North 
West  

From WQPHN QlikSense 2018: Overall rates of low birthweight babies increased in WQPHN, across all three 
HHSs between 2016 and 2017, for both indigenous and non-indigenous mothers. The NWHHS region had the 
highest proportion of low birthweight babies, higher than the rate for Queensland as a whole. Amongst the 
indigenous population, this rate was approximately 5% higher than the Queensland rate, for both CWHHS and 
NWHHS (18% compared to 13% for Queensland indigenous mothers). However, the SWHHS saw a decline in 
proportion of low birthweight babies born to indigenous mothers, dropping from 12.5% in 2016 to 7% in 2017 
– approximately half the rate for Indigenous mothers across Queensland as a whole. 

Higher rates of infant 
mortality 

From MyHealthyCommunities child and maternal health 2013-2015, April 2018, source: AIHW National 
Mortality Database 2013–2015 and Australian Bureau of Statistics Birth Registrations Collection 2013–2015: 
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Western Queensland PHN has the second highest rate of infant and young child (i.e. 0 to 5 years) mortality in 
Australia, at 6.3 deaths per 1000 live births (5.1 for 0 to <1 year). This is higher than the Australian rate (4.1 
per 1000) and the rate for regional PHNs (4.9 per 1000). Nationally, the infant and young child mortality rates 
for Indigenous children is twice that of non-Indigenous children (6.1 per 1000, compared to 3.3 per 1000) 

Worse early 
childhood 
development 
profile 

From 2016 Australian Early Development Census: In 2015, the Australian Early Development Census (AEDC) 
found that, of the WQPHN LGA’s with data, most were above the state rate (of 14%) for children being 
developmentally vulnerable across one or two domains. Doomadgee LGA had the highest rate, with 59.1% of 
children being developmentally vulnerable across two domains (90% were developmentally vulnerable in the 
domain of physical health and wellbeing). 

Similar (or better) 
childhood 
immunisation rates 
to Queensland 

 

The WQPHN 2017/18 results for children fully immunized at 5 years of age exceed the national immunization 
target, with 96.4% being fully immunized. Rates of immunization amongst indigenous children in NWHHS are 
slightly lower than the Queensland rate for indigenous children, particularly amongst the 2 year old age 
group. Encouragingly, CWHHS recorded 100% of all indigenous children being fully immunized at 1 year, 2 
years and 5 years of age. 

Overlap of child and 
maternal health 
services 

Stakeholders providing child and maternal health services identified a need for mapping of services to 
reduce overlap and understand the patient journey.  

 

Aged Care 
Healthy ageing Aged care facts • 7,531 people (11.8%) aged 65+ years (2016)  

• There are 4,583 aged care pensioners (2015)  
• There were 6,476 professional attendances at Residential Aged Care Facilities (RACF) (2016-17 FY)  
• 177 MBS Health Assessments for people aged 65+ (2016-17 FY)  
• Falls, followed by COPD, coronary heart disease (CHD), stroke and pneumonia/ influenza are the top 5 PPH  

Aged care 
places 

Residential aged care 
places and home care 

PHN: Aged Care data. Overall each HHS has a higher ratio of aged care residential and home care places 
compared with Queensland.  
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places are adequate 
based on population 
ratios. 

Number of care recipients is considerably less than number of approved places. However, this data needs to 
be considered in the context of: 
• Many of the residential aged care places are located in Multi-Purpose Health Services and these 

facilities are not equipped to manage dementia patients (need for safe infrastructure and increased 
skill set of   staff) 

• Provision of home care in small remote communities challenged by viability for home care providers to 
deliver care to a small number of people e.g. 3 or 4 in an isolated community such as Bedourie. 

Difficulty 
navigating the 
system 

Aged care system a 
challenge 

Stakeholder input identified Aged Care as a priority with reference to the fact that the national system for 
aged care doesn’t work in remote and cross-cultural areas, therefore people go without care and equipment 
as it is too hard to navigate. 

Dental Health 
Poor oral health Demand for oral 

health services 
Stakeholder input identified oral health gaps and need for increased screening prioritisation for triage. 
Opportunities exist for periodontal disease management, particularly for children and high risk groups 
including pregnant women and people with or at-risk of diabetes, heart disease and rheumatic heart 
disease. 
Feedback from the online survey identified the need for more dental services for children, the need for 
improved access to dental services (particularly in Mornington Island and Cloncurry). 

Child hospitalisations 
for dental caries 

In WQPHN, NWHHS has the highest rate of child hospitalisations for dental caries (0 to 9 years), followed by 
Torres Strait and Cape York HHS and SWHHS (note no data available for CWHHS). 
 
 
 
 

After Hours 

After Hours 
service 
utilisation  

Increase in the 
number of GP After 
MBS Services  

Substantial increases in occasions of service have occurred for GP After Hours MBS Services based on a 
comparison of MBS service data between 2012 and 2016, indicating a significant increase in client demand. 
Urgent GP After Hours MBS services have increased 34% and Urgent GP After Hours during unsociable hours 
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has increased 200%. The number of patients also increased for both MBS item numbers across the time 
periods, suggesting an increase in access to services for residents.   

Cat 4/5 
presentations 

Increase in Cat 4/5 
ED presentations at 
Mount Isa Hospital 

Mount Isa Hospital saw a decrease of 9% in the number of category 4 patients seen (compared to September 
2017), but an 85% increase in category 5 patients. 

GP Access in 
RACF 

Uptake of eHealth 
strategies and 
systems to support 
GP access in RACF 

After Hours integrated care pilot in Residential Aged Care Facility (RACF) in St George (Warawee) (ED and 
RACF) and Mount Isa (Laura Johnson Home) have demonstrated system level improvements in the initial 
phases, including improved after hours integration through the uptake and use of eHealth technology and 
strategies to support GPs and improve access to After Hours services for RACF residents. 

Acute mental 
health  

Improved local 
linkages between 
front line responders 
and acute mental 
health services 

Police and Queensland Ambulance Service (QAS) provide front line services for the after hours period across 
the whole of WQPHN and are involved in directing patient access. Stakeholder feedback identified the need 
for improved local linkages between front line responders and acute mental health services during 
unsociable after hours period.  

 

Pharmacy 
access 

Pharmacies key role Pharmacies in larger communities are open generally between 7am-8pm and were often the first point of 
contact for non-urgent after hours care. 

Telehealth 
access 

Underutilisation of 
telehealth 

Telehealth was used in larger hospitals in the trauma room and with the acute mental health unit/s in larger 
referring tertiary hospitals. There was general consensus from service providers that access to telehealth was 
underutilised across the WQPHN region.  

GP-Hospital 
Models  

Investigate GP-
Hospital integration 
models 

Support for continued development and evolution of GP-Hospital integration models through cooperative 
arrangements with hospitals. Note – this strategy needs to be complemented through continued 
strengthening of general practice within the primary care sector to create more options in hours - to take the 
pressure off after hours period. Observations have indicated that the general practice network have capacity 
to provide greater options for After Hours care. This includes developing business models that support 
greater sustainability and capacity of the general practice network to provide more support After Hours 
including weekends (this could be examined through the WQPHN Health Care Homes (HCH).  
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Mobile 
Population 

Mobile population 
impacting on After 
Hours care 

Communities such as Mount Isa and Cloncurry, which have highly mobile people, who fly-in and fly-out of 
community increase the demand for primary care and after hours care. The demands for services significantly 
increases and the Australian Bureau of Statistics (ABS) data does not reflect the ‘actual’ number of people who 
are living and working in these communities at any given time. This also has a flow on effect on the allocation 
of funding from State and National budgets based on population measures.  
 
The tourist season between April and October each year places significant extra demand on some communities 
and the After Hours services and workforce. 
 
The wet season during November to April each year can be challenging, particularly performing patient 
retrievals in ambulances on dirt roads. 

Follow up care Continuity of care There was a lack of access to patient records through Queensland Health facilities, which has improved 
recently with access to The Viewer. However, general practice network will need further support to enable 
uptake and access to this facility. Implementation of the My Health Initiative and sharing of clinical data will 
also improve clinical care.  

Affordability Cost of after hours 
Service 

Remoteness significantly impacts on follow up care, particularly if patient needs to see a specialist. Cost of 
patient travel and subsidy to cover costs does not reflect the ‘actual’ cost to the patient. 

Patient 
Education 

Lack of community 
understanding of AH 
service options 

Service providers identified the need to educate the community on what was regarded urgent and non-urgent 
medical attention.  
 
Service providers identified the need for an education campaign to highlight the care pathways and the 
identification of urgent after hours services. An education strategy is recommended to promote after hours 
access and to educate the community on what is regarded as urgent medical attention. 

Public Transport 
Access 

Lack of public 
transport during 
After Hours period 

A lack of public transport was a major issue in many communities, which impacted on consumer access to After 
Hours services. The flow on effect was an increased reliance on the ambulance service or consumers choosing 
not to go to hospital during the unsociable hours (and their health deteriorates).  
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Culturally 
appropriate 
services 

Need for improved 
culturally appropriate 
and safe services for 
Aboriginal and Torres 
Strait Islander 
peoples 

Indigenous communities identified the need for more culturally safe and appropriate services based out of the 
hospital. Cultural training for the workforce was required to ensure services were culturally sensitive. 
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Section 3 – Outcomes of the service needs analysis 
General Population Health 

Outcomes of the health needs analysis  

Identified Need Key Issue Description of Evidence 

Geography 

Population 
geographically 
dispersed over 
more than half of 
the Queensland 
land mass. 

Challenges providing or 
facilitating access to a 
comprehensive range of 
health services to 44 
towns and communities 
within the WQPHN. 
[North West=13; Central 
West=17; South 
West=14] 

The WQPHN is bordered by the Gulf of Carpentaria in the north, the Northern Territory in the 
west, South Australia and NSW in the south and Queensland in the east. It’s very small population 
is geographically dispersed across 20 LGAs, three HHS Regions and seven Commissioning 
Localities. 

Access 

Transport and 
accommodation 

Limited patient transport 
and accommodation 
services 

Current stakeholder and consumer consultation has revealed that transport and accommodation is a 
major barrier to accessing services. Travel was seen as costly, both directly (some mention that PTSS 
is inadequate), and indirectly, due to having to take time off work to travel to regional centres. High-
dependence patients (e.g. stroke) have added complications due to having to travel with a carer 
(extra cost and accommodation). Distance required to travel for some specialized diagnostic  and 
procedural issues was also seen as an issue, with some patients having to travel up to eight hours 
each way for appointments and treatment. 

Access to specialist 
services 

Poor access to specialist 
services 

From My Healthy Communities – 2016-17 MBS GP and Specialist attendances and expenditure: 
WQPHN was ranked 2nd worst for seeing a specialist and MBS expenditure, with only the Northern 
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Territory below it (4.8 specialist attendances and $40.23 Medicare benefits per person, age 
standardized). This represents only a very small increase in the number of specialist attendances 
over previous years 90.41 specialist attendances in 2013-14, and 90.45 in 2014MHN-15). 

 
From WQPHN Online Survey 2018: Consultation with stakeholders and consumers of health services 
in WQPHN revealed that access to specialist care was sporadic and infrequent. Specialist services 
were seen as irregular, and could vary from monthly to once or twice a year, depending on funding. 
The sporadic nature and lack of visibility of visits further negatively impacts on patients’ ability to 
access specialist care. This, combined with long wait lists and cost of services makes it very difficult 
for patients to access the care they need. In addition, it was felt that there was an insufficient range 
of specialist types available. 

Heavy reliance on 
outreach/visiting 
services. Complex array 
of outreach services 
from multiple providers 
and funding programs. 
Need to understand 
picture and 

coherence across the 
region. 

Private MBS funded specialist services not as readily available in WQPHN and greater reliance on 
Commonwealth subsidised specialist programs (e.g. RHOF, MOICDP). 
 
From 2017/18 CheckUP data: 52 contracted providers in WQPHN delivering outreach services to 41 
locations. 

 
Consultations indicated concerns that some visiting specialists are not linked into local referral 
processes, general practices and hospital services, and absence of information back to local 
medical practitioners. 

 

Increased access to 
Telehealth services 

From WQPHN Online Survey 2018: Almost three quarters (74%) of clinicians and stakeholders agreed 
or strongly agreed that patients and clinicians have good access to Telehealth services when 
required. 
 
From WQPHN Online Survey 2018: Qualitatively, there were only minor mentions of shortfalls in 
technology as a healthcare issue in the region – a single mention of need for improved 
teleconferencing, and single mention of better data and connectivity as this affects clinical 
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effectiveness, single mention of ‘computer systems that link between acute and primary healthcare 
in a simplistic manner’. There was one mention that Telehealth services are a good option, but there 
is a lack of infrastructure for suitable use – that is, there needs to be a comfortable, private space in 
which to conduct the consultations.  

Visiting specialists 
consumed by patient care 

Previous consultations identified that visiting specialists had limited time to participate in non-
patient care activities like professional support to local practitioners, upskilling of local health 
professionals and participation in team based care planning. 

Access to 
comprehensive GP 
services 
 

Marginal viability and 
sustainability of general 
practice in rural and 
remote communities 

General practice in WQPHN is characterised by continuing difficulty in recruiting and retaining a 
stable appropriately skilled medical workforce, its classification as an area of District of Workforce 
Shortage, the marginal sustainability of private ownership practices and the emergence of 
subsidised GP models such as Medical Superintendents/Officers with the Right of Private Practice, 
the Queensland Health Rural Generalist Pathway, Aboriginal and Islander Community Controlled 
Health Services operated general practice and RFDS run general practice. 
 
From WQPHN Online Survey 2018: Survey results confirm that staff turnover is an issue with respect 
to accessing quality medical care. Consumer confidence in quality of care is eroded by lack of 
consistency in staff (specifically GPs). High staff turnover is particularly seen as an issue in Indigenous 
communities, where forming relationships and building trust are seen as important. Further, the cost 
of seeing doctors outside of the public system was seen as prohibitive, and therefore reduces choice. 

Poorer access to GP 
services 

From MyHealthyCommunities – 2016-17 MBS GP attendances and expenditure: WQPHN had an 
average of 5.1 GP visits per person (age standardised) for the 2016-17 period, which was the 4th 
lowest rate of attendance of all the PHNs. However, the amount spent per capita on each visit was 
$279.62, which was the 13th lowest amount out of the 31 PHNs (*i.e. low number of visits with 
reasonably high cost = poorer health). Additionally, WQPHN ranked 4th lowest of all PHNs for the 
proportion of adults who saw a GP in the previous 12 months (84.4%). These figures show some 
change from the 2014-15 reporting period, which showed a lower number of GP visits, at 4.4 per 
person (second lowest of all PHNs nationally, behind Country WA and equivalent to Northern 
Territory), and the fourth lowest spend per capita ($231.44). 
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Low numbers of GPs From Health Workforce Needs Assessment Report 2018: The 2018 Health Workforce Queensland 
Health Needs Assessment found that there is a persistent shortage of GP workforce in remote, rural 
and regional parts of Queensland. Carpentaria statistical area 2 (SA2) was found to have one of the 
lowest full-time equivalent (FTE) GP to population ratios in Queensland, at 1 GP FTE per 5056 
people. Additionally, GP vacancies persist, with there being ongoing difficulties with attracting and 
retaining suitably qualified GPs to remote and rural parts of Queensland.  
 
From HWQ 2017: WQPHN is reported to have 99 GPs which equates to 1 GP per 780 persons and 
aligns with the 1:750 benchmark for a rural GP with after-hours/hospital responsibilities. However, 
the WQPHN figure is artificially high, and leads to a false conclusion, given it is a simple head count 
and not an FTE number and includes acute focused medical practitioners like the RFDS and 
hospitalists who only work in a GP setting 1-2 sessions per week, and “regular” locums sharing a 
position to service a town. Best guess estimate would be 60 FTE which equates to 1:1200 ratio. 
Furthermore, it could be easily argued that the region needs a GP: population ratio of around 
1:600, and therefore double the FTE GPs given the underlying need for greater quantities of 
primary care given poorer health status, the broader scope of practice for the GPs and the need for 
GPs to spend time travelling between different worksites. 

High proportion of 
Emergency Department 
presentations at Mount Isa 

From Queensland Health Emergency Department presentation data: Nearly half (46%) of 
Emergency Department presentations to hospitals in the WQPHN are accounted for by Mount Isa 
Hospital. Roma Hospital had 14% and the other seven hospitals under 10%. 

 
From stakeholder consultations, the large number of ED presentations at Mount Isa Hospital were 
believed to reflect unmet general practice needs in the town and/or the need for better 
management and referral of patients presenting to the ED after hours. 

Lack of multidisciplinary 
team development beyond 
GPs and practice nurses 

Anecdotal feedback from the previous round of limited consultations was that while in-roads had 
been made in increasing allied health service capacity, there was still a distinct lack of integration 
with GP services (e.g. in many cases GP referrals to the allied health service are not required) 
leading to poorly coordinated and at times duplicated care. This is reflected in the WQPHN Online 
Survey 2018, in which feedback was that there was a wide range of allied health services available, 
but that there was confusion, amongst GPs and patients, as to how to access these services, or 
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they were perceived as inconvenient to access, and a lack of understanding of what the different 
services can offer, indicating that there is poor coordination and communication amongst health 
care providers. 

GPs time poor and 
weighting more on episodic 
care for common time-
limited health problems, 
and less on anticipatory 
preventive care, early 
detection of and 
intervention for risk 
factors, and the ongoing 
management of chronic 
conditions 

From Public Health Information Unit Social Atlas of Australia PHN data MBS services: Shows health 
utilisation based on certain preventive MBS items is low: ranked last for Australian PHNs for GP 45 
year old health checks, ranked 2nd last for GP 75+ health assessments, and last for mental health 
plans. 

 
From MyHealthyCommunities 2016-17: The proportion of people who had seen a GP in the previous 
12 moths was 84.4%, which was ranked 4th lowest out of all the PHNs, behind Northern Territory, 
Country WA, and Central and Eastern Sydney.  

Access to 
prescription 
medicines 

Cost barriers to prescribed 
medications 

From Primary Health Care Networks – PBS data Compared with other Queensland PHNs, the ranking 
of patient contributions has fallen from previous years (i.e. Patient contribution ranked highest, see 
above) to be in the mid-range of patient contributions across the state - $9.88 (highest = $10.14 in 
Bris North, lowest = $8.78 in CQ and DDWM). However, the amount of government contribution 
remains the lowest in WQPHN at $35.93 (highest = $45.65 in Gold Coast). 

Access to disability 
services under 
NDIS 

Thin market impacting 
on access to services for 
NDIS clients 

  

The Productivity Commission Study Report (2017): WQPHN regarded as a thin market based on 
challenges associated with access to disability services across the region. However, with the 
introduction of the National Disability Insurance Scheme (NDIS) opportunities exist to partner and 
collaborate to support increased patient access to services.  

 
From WQPHN Online Survey 2018: There was some call from the community for access to NDIS. 
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Identified Need Key Issue Description of Evidence 

Insufficient Services Services for 
remote and 
isolated 
populations 

 
 

While there is no consistent evidence that the rate of mental illness in rural and remote areas is greater 
than in other parts of the State, the factors which contribute to poor mental health and wellbeing can 
hinder an individual’s ability to recover. These factors, such as limited access to services may be more 
likely to occur in rural and remote areas of Queensland. Service access is particularly important early in 
the onset of a mental illness and provides the opportunity to prevent some mental illness from 
occurring at all. People living in rural and remote Queensland may be more vulnerable than others to 
poor mental health and wellbeing, problematic alcohol and other drug use, and suicide. These people 
may include: Aboriginal and Torres Strait Islander peoples; people with a disability; children and young 
people exposed to family and domestic violence and/or family breakdown; older people; people who 
identify as lesbian, gay, bisexual, transgender and intersex; and people from culturally and linguistically 
diverse (CALD) backgrounds. 

 
From WQPHN Online Survey 2018: Mental health services were one of the most mentioned services 
that are lacking across the area, according to stakeholders and consumers. This included, in particular, 
child and youth mental health, but also psychiatrists, social workers, counsellors, mental health 
support workers. While better access to and reliability of acute services is important, there was also 
call for early intervention to reduce the risk of progression of mental health illness. 

No designated 
inpatient 
mental health beds 

Residents of WQPHN must travel to Townsville, Rockhampton, Toowoomba and Brisbane to access 
authorised Mental Health Services (Director of Mental Health Annual Report 2015). Nothing has 
changed since the report was released three years ago.  

Patchy access and 
availability of 
preventative and low 
intensity care. 
 

 

While range of mental health services in Mount Isa span most of the continuum of care, prevention, 
promotion and early intervention services are extremely limited and there is no in-patient care. (Mount 
Isa Mental Health Service Scoping, Analysis and Modeling project, 2013) 
 
The regions limited SEWB services consistently report difficulties in managing clients with comorbidities 
and ineffective referral links with specialist mental health services and general practices (Stakeholder 
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consultation). 
 

From WQPHN Online Survey 2018: Stakeholder and consumer consultation reinforced the need for 
preventative mental health strategies, as well as options for people with complex mental health issues 
who do not need hospitalization. 

Patchy access and 
availability of child and 
youth services 
 

headspace Mount Isa provides low intensity youth focused services. BUSHKids is also present in Mount 
Isa focusing on speech pathology assessment and treatment for those who can attend their clinic. The 
balance of services consist of single positions working within MH Teams, all of whom report high 
demand. Children with cognitive and behavioural challenges are widely reported throughout the 
primary school sector, particularly in those communities with high Aboriginal populations. Access to 
skilled child and adolescent specialist workers is extremely limited with many crisis interventions 
provided by generalist mental health workers.  

 
From WQPHN Online Survey 2018: Stakeholder and consumer consultation reinforced the need for 
better / more access to mental health services for youth and children, including preventative and 
support programs run in schools. There were several calls for headspace in the South West region 
(Maranoa). 
 

Fragile services. Most 
community mental 
health services are 
prone to service 
disruption and failure 
from a combination of 
workforce vacancies 
and small scale 
operations 

• CWHHS team 7 FTE (including 2 CYMH, 1 D&A) dispersed across a large geographical area. 
• SWHHS team increased to 13 FTE (1 CYMH, 1 D&A) but dispersed across 3 hubs. 
• NWHHS team has a larger critical mass (64 FTE – 37 MH, 27 D&A) and currently enjoys 

reasonable stability, other than for hard to fill position located in the Lower Gulf. 
• After-hours mental health care however, cannot be sustained by any of the 3 HHS mental health 

teams. 
• Specialised skills (e.g. child & youth, AOD, older people) covered by single positions (except 

Mount Isa); any absence reduces or curtails services. 
• RFDS Matilda team (Central West) experienced 50% vacancy rate in 2017. 
• All roles with NWRH are fully recruited to.  
• Retention problems exacerbated by uncertainty around funding renewal cycles. (WQPHN Online 
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Survey 2018). 

Limited private sector 
mental health 
workforce. 

WQPHN non-medical health workforce FTE rates per 100,000 are below the Queensland and Australian 
rates for all professions except Nurses, Midwives and Occupational Therapists. Psychologists are one 
third the state and national rates. (AIHW Health Workforce, accessed 11 Nov 2017).  
 
Access to mental health services from MBS, PBS, and Primary Mental Health Services is low. The extent 
to which factors such as block funded programs (e.g. AICCHS’s, RFDS), low workforce numbers and 
geography contribute to this is not properly understood. 

Specialist workforce 
tied to inpatient care 

Mental health stakeholder consultations consistently reinforced the value of specialists supporting 
primary care through clinical leadership and guidance in addition to direct clinical interventions. 
However, very few examples of specialist availability for staff development, peer support or complex 
care planning were found. Strategies for priority setting, multi-skilling and shared care were not 
evident.  

Culturally appropriate 
services 

The National Mental Health Commission Summary "Specific challenges for Aboriginal and Torres 
Strait Islander people” noted the importance of tailored services for Indigenous people within the 
SEWB context to consider the greater burden of mental illness and the cultural and experiential 
differences between Aboriginal and Torres Strait Islander people and non-Indigenous people. The 
most appropriate approach in those areas of WQPHN will require careful consideration and 
consultation, particularly where dedicated Indigenous services are not available. 

Patient Journey Continuity of care 
impacted by 
limited 
information from 
discharge 
planning process 

 

Stakeholder consultation identified poor discharge planning and hand over information, often resulting 
in visiting specialists, and general practitioners, not being aware of recent in-patient care.  
 

Lack of active 
management of the 

Stakeholder consultations identified clients with mental health disorders do not have regular blood 
tests, regular metabolic management. 
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physical health of 
mental health team 
clients 

Coordination and referrals between providers was a problem commonly cited in stakeholder 
consultations and in the CheckUP 2016 survey of 41 providers. 
One community mental health team identified difficulties in liaison with general practice despite 70% 
of their patients having an identified GP. 

Limited capacity to 
redirect resources to 
identified priorities 

Teams focused on 
specific client 
groups and program 
funding rules limit 
capacity to share 
common skills and 
adjust to changing 

community needs. 

Services reported difficulties in accessing specialist assistance to manage clients with 
comorbidities. (Stakeholder consultation) 
 
Services reported difficulties referring client for higher level care when a dual diagnosis was present 
(e.g. mental health and alcohol disorder). (Stakeholder consultation) 
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Alcohol and Other Drug Treatment Needs 

Outcomes of the health needs analysis  

Identified Need Key Issue Description of Evidence 

Alcohol 
consumption 

High alcohol 
consumption rates 

In 2016, adults living in outer regional and remote and very remote areas were more likely to exceed the 
lifetime risky guidelines than those in major cities (about 40% higher prevalence). 

The rate of risky lifetime consumption of alcohol for adults in WQPHN is 27.6% compared to the 
Queensland average 19.8%. The rate for WQ males is 27% and 10.4% for WQ females. In the Central West 
the rate for females is 18.9%, which is twice the rate for Queensland (9.5%) (Q Health Prevention Survey). 

WQPHN QlikSense Data 2018: In 2016-17, the highest proportion of WQPHN AODTS clients were treated 
for alcohol (56% of AODTS clients treated for alcohol). 

There are higher rates of adults who are considered risky drinkers in the WQPHN region compared with 
Queensland as a whole.  The Health of Queenslanders 2016 Report found: 

• in the CWHHS region 33% of adults consumed alcohol at risky levels in 2015-16 (3,135 individuals, 
53% higher than Queensland). 

• in the NWHHS region 30% of adults were risky drinkers in 2015-16 (7,143 individuals, 37% higher 
than Queensland). This region also had alcohol related presentations in hospital in 2014-15 was 
higher than the state average by 70%). 

• in the SWHHS region 29% of adults were risky drinkers in 2015-16 (5,693 individuals, 32% higher 
than Queensland).  

The NWHHS region had the highest percentage of alcohol related emergency presentations of all HHS 
regions in Qld (1.6%). This is significantly higher than the state average of 0.7% in 2015-16 (Qld Health 
Emergency Data Collection). 
Stakeholder consultations confirm problematic alcohol use remains a key health service need.  
 
WQPHN QlikSense Data 2018:  In 2017-18 there were 741 ED presentations for mental and behavioural 
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disorders due to alcohol or drug use, as well as alcohol intoxication and hallucinosis. Most of these were 
alcohol focused and occurred in NWHHS. 
 
The strategic review of the effects of prohibition on Mornington Island undertaken in 2017 highlight the 
need for more urgent and proactive action to address the identified health and related outcomes from 
excessive consumption of illicit (home brew) alcohol. Five key recommendations were handed down in 
the report, however, it was noted that a multi-level approach, including a whole of community action 
plan needs to be implemented to address the issue around Homebrew in the community of Mornington 
Island. A health summit was also held early in 2018 with a health plan for the community currently being 
written with the assistace of the WQPHN.  

High demand for 
AOD services. 

Increase service usage 
episodes of AOD for 
Aboriginal and Torres 
Strait Islander peoples 

WQPHN QlikSense Data 2018:  According to AIHW, WQPHN had the highest rate in Australia of AOD 
Treatment Services clients per 100,000 population, and the second highest rate of closed treatment 
episodes in 2016-17, with Aboriginal and Torres Strait Islanders being almost twice as likely to seek 
treatment. Alcohol is the greatest contributor, with 56% of clients being treated for this (22% for 
cannabis, 10% for amphetamines). 

 
WQPHN has commissioned services through DrugArm, Healthy Options Australia (HOA) in Roma and St 
George; Lives Lived Well in Longreach, Winton and Boulia and Salvation Army in Mount Isa to provide 
Treatment services and counselling for AOD clients.  

Treatment Needs Need for more 
integration of 
community services 
with specialist AOD 
services 

Consultations with clients of specialist AOD treatment in Mount Isa indicated a need for more integration 
of alcohol and other drug services with other community services (i.e. employment, housing and 
Centrelink) (QNADA Consultation Summary Report, 2016). 

 
Following the development of the Mental Health Suicide Prevention and Alcohol & Other Drug Services 
Regional Plan 2017-2020 the following funded activities have been either established or expanded across 
the region: 

- New Access coaching and early inventions services through Outback Futures 
- headspace (Mount Isa) 
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- continuation of psychological therapies (including Child, Youth and Suicide Prevention) 
- Primary Mental Health Nurse (Care Coordinator) in General Practice 

Social and Emotional Wellbeing (SEWB) – Aboriginal and Torres Strait Islander Alliance through Nukal 
Murra Alliance.  

 Lack of aftercare and 
outpatient care 
services for individuals 
exiting withdrawal 
management services  

Consultations with clients and service providers in Mount Isa indicated a lack of after-care support in the 
region. Both clients and service providers suggested there was availability of telephone and eHealth 
options (QNADA Consultation Summary Report, 2016). 

 Lack of AOD treatment 
services in regional 
and remote areas 

2015-16 AODTS-NMDS data shows a total of 1458 episodes of care (23% of total episodes in the 
region) for individuals whose postcode lies within the WQPHN region occurred at services outside of 
the region.  

Service mapping indicates only a small number of AOD services operate in the region this includes: 

• 8 public ATODS services; and 
• 2 Aboriginal and Torres Strait Islander non-government residential rehabilitation services. 
• 2 Wellbeing centres in Mornington Island and Doomadgee 

Feedback from service providers has also highlighted a lack of withdrawal management services in the 
region further noting that withdrawal management is often not offered from hospitals in the region 
(QNADA Consultation Summary Report, 2016). 
Data from the Alcohol Drug Information Service telephone line indicates that a total of 188 calls were 
received from Western Queensland in 2015-16. 

 Substance abuse 
disorder dispersed 
over a wide 
geographic area. 

The National Mental Health Service Planning Framework (NMHSPF) stepped care model: 
population estimates for prevalence mental disorder in the Western Queensland population 
identified 23.1% of the population to be at risk, 9.1% mild, 4.6% moderate and 3.1% severe. 

 
There are no Queensland Health funded NGO AOD services located in the WQPHN. (QNADA drug and 
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alcohol service mapping and analysis project February 2016; supported by WQPHN stakeholder 
consultations; and confirmed by Queensland Injectors Health Network (QuIHN) and the Queensland 
Injectors Voice for Advocacy and Action). WQPHN fund NWRH to run wellbeing centres in Doomadgee 
and Mount Isa and are funded to include AOD treatment services in their model of care.  

 
SWHHS: 1 FTE AOD worker located in Charleville with coverage of the entire HHS catchment. GPs are 
unwilling to manage detox and withdrawal without access to support from an Addiction Specialists and 
very limited capacity of the solo AOD worker. No residential rehabilitation; people must travel to 
Toowoomba or further. Cunnamulla Aboriginal Corporation for Health (CACH) and the Charleville and 
Western Area Aboriginal and Torres Strait Islander Community Health (CWAATSICH) do not fund or 
provide AOD treatment services. (WQPHN stakeholder consultations). 

 
CWHHS: 1 FTE Senior AOD position (long term vacancy, filled under temporary contract); 1 FTE AOD 
Aboriginal Health Worker; 1 FTE AOD Health Promotion officer. A GP in Longreach will manage detox in 
the hospital if the AOD position is filled. No residential rehabilitation services and no AICCHSs in the 
Central West. 

Treatment needs North West services 
have increased Mental 
Health and AOD 
services in recent 
years. 

NWHHS; now has 27 FTE AOD positions, of which 3 AOD nursing positions are located in the Lower Gulf 
(Normanton, Mornington Island and Doomadgee), however there is difficulty filling these positions 
(stakeholder consultation). HHS also has Clinical MH Nurse in Mornington Island and Doomadgee. NWRH 
have 2 Wellbeing Centres in Doomadgee and Mornington Island and are funded to provide treatment 
services. The Salvation Army in Mt Isa are funded to provide four beds for treatment and detox services 
by a specialist nurse under medical guidance. This service is integrated into the service. 

Limited availability 
of detoxification 
and withdrawal 
management 
services in the region 

Absence of NGO inpatient community residential withdrawal services across PHN for Indigenous 
and non- Indigenous residents. 
 
WQPHN Online Survey 2018 and Stakeholder consultations indicated variable capacity to manage 
withdrawal across the three HHSs.  

• In South West, visiting psychiatrist from Toowoomba has addiction specialist expertise 
– but GPs reluctant/not confident to manage medications to support withdrawal. 
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• Central West – Rural Generalist with advanced skill in Mental Health will undertake 
hospital detoxification when an AOD worker is available to assist. A locum currently fills 
the role and lack of a permanent person limits capacity. 

• North West – AOD Nurse from NWHHS ATODS will support inpatient medicated detox in 
Mount Isa hospital. In addition, psychiatrist with the NWHHS mental health team will manage 
medicated withdrawal. 

Central West and South West people with ‘capacity to pay’ seeking withdrawal and rehabilitation services 
tend to use private services outside the region. Alternative is for HHS to “ring around the state to find a 
bed.” 

Preventative and 
Community education 
services are absent or 
sporadic 

Isolated projects (e.g. Lifeline ICE initiative in St George) appear well constructed but are ad hoc or 
opportunistic. 
No planned approach to building community capacity and resilience across WQPHN communities has 
been evident from stakeholder consultations so far. 

Lack of drug and 
alcohol treatment 
services 

Services available in the Western Queensland region (with the exclusion of statewide services located in 
the region) are minimal when the size of the population is considered. There are no formal detox facilities 
or services within the catchment, however, some detox occurs in local hospitals. There is only one 
rehabilitation facility located in Normanton which is funded under the PM&C and operated by the Gidgee 
Healing. There are also no subacute mental health beds within the region.  Apart from HHS AOTD 
workers, there are no private or NGO drug and alcohol treatment providers available within the 
catchment. The Salvation Army now provides treatment services in Mount Isa. 

Limited range of 
services 

Limited availability, 
capacity and access to 
culturally appropriate 
services 

See above.  Stakeholder consultations also report: 
• most communities do not have access to Indigenous specific AOD counselling services; 
• CWHHS Mental health and AOD service (Longreach) does has an AOD Aboriginal Health 

Worker and the Mental Health Aboriginal Health Worker as part of the team. 
• although the two residential rehab services are Indigenous specific, people with mental 

health or physical comorbidities cannot be accommodated (stakeholder consultation). 
• most counselling staff are located in Mount Isa and occupied in treatment roles. There is 

little support available to support primary care teams or communities (stakeholder 
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consultation). 
 

Indigenous community controlled services are important to effective intervention for Indigenous people. 
Study commissioned by Australian National Council of Drugs identified key elements of services 
successfully providing broad spectrum of AOD services to remote Aboriginal communities included: 

• Indigenous community control 
• clearly defined management structures and procedures 
• trained staff and effective staff programs 
• multi-strategy and collaborative approaches 
• adequate funding 

Clearly defined realistic objectives aimed at provision of services that address community need (Cited in 
Mission Australia (2012) Breaking the cycle: Community Alcohol and Substance Misuse Management 
Plan, Doomadgee.) 

Some Services lack 
critical mass 

Limited, fragile alcohol 
and other drug 
counseling and 
treatment services in 
most locations. 

Stakeholder consultations identified that within the HHS services in South West and Central West, 
AOD counsellor position establishments are limited and frequently solo positions impacting on service 
capacity, and continuity challenged by high turnover. 

• Central West – solo position to service the whole CWHHS. While there is also a ATODs AHW 
and an ATODS health promotion officer, these positions do not currently provide 
clinical/counseling care.  

• Lives Lived Well AOD counselling has commenced in Longreach. 
• South West – solo position for SWHHS. There are no Indigenous specific services or AHW AOD 

positions The ATODs service integration position located in Roma is not a clinical position. 
DrugArm and Healthy Options Australia (HOA) have commenced in Roma and St George. 

• North West – Treatment services have commenced with the Salvation Army in Mount Isa. 
• In the Lower Gulf recruitment and retention for ATODS nurse positions in the more remote 

Lower Gulf has proved very difficult for the HHS MT Isa services (Mornington, Normanton, 
Doomadgee and Mornington Island). 

• North and West Remote Health (NWRH) provide services in Mornington Island and 
Doomadgee through the Wellbeing centres in both communities. 
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In the North West – NWHHS ATODs and Mental Health service – has expanded over recent years to 64 
positions predominantly located in Mount Isa. There are 27 ATOD positions in the NWHHS providing 
early intervention and counselling service for adults (predominantly 1:1 with some group work) and 
adolescents (predominantly group work in schools), as well as visiting services to people living outside 
Mount Isa e.g. Camooweal but this is limited. 

Gidgee Healing headspace manage young people with mild AOD issues but where severe refer to NWHHS 
ATODS. 

Limited 
rehabilitation 
services 

Residential 
rehabilitation 
services is 
available in 
NWHHS area but 
not elsewhere in 
WQPHN 
 
Other services do not 
currently offer 
rehabilitation. 

Residential services located in: Normanton (partnership between Gidgee Healing and The Salvation Army) 
for Indigenous people from Normanton, Doomadgee, Mornington Is and Kowanyama. 20 bed capacity, 
strong focus on community integration and participation in care. Unable to manage people with 
significant comorbidities. 
 
Mount Isa Recovery Service (operated by The Salvation Army) residential rehabilitation of 3-4 months, 
focus on Aboriginal individual, couples and families from Mount Isa and North Western Queensland. 30 
bed capacity with 4 treatment beds. Both are funded by Prime Ministers and Cabinet.) 

No structured 
support for 
substance abuse 
disorders (primary 
health care 
providers 
managing 
substance abuse 
disorders). 

Lack of AOD 
knowledge or skills 

GPs feel unskilled in managing people with substance misuse problems [Holliday SP, Magin C, 
Oldmeadow J, et al. An examination of the influences on New South Wales general practitioners 
regarding the provision of opioid substitution therapy. Drug Alcohol Rev 2013; 32: 495-503.] 
 
GP consultations in South West identified lack of knowledge in medical management of addictions, 
lack of skills in brief interventions, uncertainty on referral services (stakeholder consultations). 
 
Absence of follow-up services impact on willingness of frontline health professionals to screen for drug 
and alcohol and mental health issues (stakeholder consultations). 
Low confidence in undertaking brief interventions because of lack of access or availably of treatment 
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services 
(stakeholder consultations) 

 Access to specialist 
clinical support to 
manage complex 
patients 

Stakeholder consultation consistently identified the need for specialist support for GPs to allow local 
medical management of withdrawal in appropriate cases. At Longreach, where advanced GP skills in 
mental health are available, withdrawal can be managed locally when the local AOD worker is available. 
 
Some GPs in the South West manage detoxification in local hospitals when support from an addiction 
specialist is available (stakeholder consultation Roma) 
 
Normanton and Mount Isa rehab services cannot manage people with mental health or other 
comorbidities (Stakeholder consultation) 

Limited Integration 
and Coordination 

Lack of access to 
services 

Primary Health Care providers consistently noted difficulty in accessing community mental health services 
for people who also have substance abuse disorders and vice versa. This was relevant for both Indigenous 
and non- Indigenous people. Services reported difficulties referring client for higher level care when a 
dual diagnosis was 
present. 

Inadequacy referral 
information 

Services indicated GP referral letters often do not provide adequate information to the MH and ATODS 
service relating to medications, physical health issues (Community Mental Health services utilise paper 
based referrals. Electronic forms compatible with General practice software would enable better 
referrals/required information). 
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Indigenous Health (including Indigenous chronic disease) 

Outcomes of the health needs analysis  

Identified Need Key Issue Description of Evidence 

Access to 
Aboriginal and 
Torres Strait 
Islander services 

AICCHS access Absence of AICCHS in CWHHS. The CWHHS has a small team of AHWs located across Longreach, Winton, 
Barcaldine and Boulia. 
 
There are four AICCHS in South West and North West. Limited GP capacity in Cunnamulla (CACH). CWAATSICH 
well established in Charleville, has offices located in Roma and Mitchell, and a visiting GP service in Roma. Also 
provides some outreach services to Quilpie, Windorah. Goondir Health Service (St George) core staffing is a 
chronic disease team inclusive of a GP, Practice Nurse, Chronic Disease Nurse and AHWs. Gidgee Healing in the 
North West has recently expanded services to to Mount Isa with the addition of Pioneer  Practice, and also in 
the Lower Gulf with GP clinics in Mornington Island and Doomadgee and Normanton. Acquiring the Indigenous 
Australian Health Services (IAHP) funding, and ongoing stewardship under the  Tripartite agreement with 
WQPHN and NWHHS, has enabled Gidgee Healing to expand their already comprehensive Primary Health Care 
services to providing Allied Health Services to the Mount Isa and Lower Gulf communities. 

Lower rates of 
Indigenous 
annual health 
checks (MBS 715) 

From AIHW: in 2015/16 WQPHN had the second lowest uptake of Aboriginal and Torres Strait Islander 
peoples annual health checks (MBS 715) of all Queensland PHNs (25.5% compared with 31.1% in Northern 
Queensland PHN).  
 

MBS data in lower Gulf is becoming more reliable as Gidgee Healing is now the current provider of Primary 
Health Care services in Normanton, Mornington Island and Doomadgee. Whilst Mornington Island and 
Doomadgee hospital have 19(2) exemptions and can bill MBS, current analysis indicates the current quantum of 
Indigenous Health Checks from the HHS services is limited, and transitoning to the Gidgee Clinic’s important. 
This data has improved greatly with the introduction of Community Controlled services  in the Lower Gulf with 
one of the primary services conducted by AICCHS being 715 Health Assessments. At the end of September 2018 
the Lower Gulf the number of MBS 715 health items recorded were 1,527 for the 12 month period.  

Indigenous From 2015 CWHHS Review of the Indigenous Health Program: Review found Indigenous health workers not 
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health is viewed 
as everyone’s 
business, 
however, 
previous reports 
observed 
mainstream 
primary care 
services in 
WQPHN have a 
relatively low 
proportion of 
Aboriginal staff 
engaged in the 
health 
workforce. 

embedded in CWHHS general practice/community health services and staff not being used to full clinical 
potential. 
 
From WQPHN Online Survey 2018: Culturally competent healthcare a priority in North West including a need 
for local Aboriginal health workers. Specific issues relating to engagement of Aboriginal and Torres Strait 
Islander people in the workforce included the need for: more Aboriginal and Torres Strait Islander people in the 
forefront of clinics; Aboriginal Health Workers in private practices; Indigenous drug and alcohol workers; and 
culturally appropriate workforce in general.  

Cost barriers to 
prescribed 
medicine 

From stakeholder consultations: The PBS Co-payment Measure introduced under the Indigenous Chronic 
Disease Package complements the S100 Scheme by improving access to PBS medications for Indigenous 
Australians with, or at risk of, chronic disease. The RFDS are not registered for S100,and can neither bulk bill 
supporting an MBS pathway. Another request for 19.2b exemption in very remote towns and villages is 
currently being prepared in collaboration with the WQPHN. 

Access (physical 
availability, 
affordability, 
appropriateness 
& acceptability) 
to primary care 
services for 

AICCHS provide 
culturally 
appropriate 
health services 
for Indigenous 
Australians. 

From AIHW: The evidence reveals that Indigenous-specific primary health-care services are an essential part 
of a diversified health system. The WQPHN Nukal Murra Alliance is a critical foundation informing and 
innovating service design and delivery options for commissioning in WQ 
 
With three AICCHSs in the SW, the region is very well supported with access to culturally competent services, 
with the CWAATSICH also assisting service options in the CW where there are no AICCHSs. Gidgee Healing have 
expanded services into Doomadgee and Mornington Island providing a comprehensive primary health care 
service including child and maternal health program in the Lower Gulf.  
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Specific 
workforce gaps in 
access to 
healthcare for 
Aboriginal and 
Torres Strait 
Islander people 

From WQPHN Online Survey 2018: The survey revealed that there are still access issues in the region, in terms 
of Indigenous health, which continue to have negative impacts on health. Specifically, there were calls for: 
more integrated healthcare, and more health services in general, for Indigenous patients; more dental 
services for remote Indigenous communities; the need to ensure that health professionals provide access to 
remote Indigenous communities, understanding that time to build rapport is important to engagement; and, 
more Aboriginal Health Workers in the community providing access to clients. Further, there was single 
mention of the need for more community promotion of Acute Coronary Syndrome, as high levels of 
misdiagnosis mean that people are returning to their remote communities with no follow-up care, thereby 
putting their lives at risk.   
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Section 5 - Checklist 
This checklist confirms that the key elements of the needs assessment process have been 
undertaken.  PHNs must be prepared, if required by the Department, to provide further details 
regarding any of the requirements listed below. 

 
Requirement 
 

 
 

Governance structures have been put in place to oversee and lead the needs assessment 
process. 

 

Opportunities for collaboration and partnership in the development of the needs 
assessment have been identified. 

 

The availability of key information has been verified.  
Stakeholders have been defined and identified (including other PHNs, service providers and 
stakeholders that may fall outside the PHN region); Community Advisory Committees and 
Clinical Councils have been involved; and Consultation processes are effective. 

 

The PHN has the human and physical resources and skills required to undertake the needs 
assessment.  Where there are deficits, steps have been taken to address these. 

 

Formal processes and timeframes (such as a Project Plan) are in place for undertaking the 
needs assessment. 

 

All parties are clear about the purpose of the needs assessment, its use in informing the 
development of the PHN Activity Work Plan and for the department to use for program 
planning and policy development. 

 

The PHN is able to provide further evidence to the Department if requested to demonstrate 
how it has addressed each of the steps in the needs assessment. 

 

Geographical regions within the PHN used in the needs assessment are clearly defined and 
consistent with established and commonly accepted boundaries. 

 

Quality assurance of data to be used and statistical methods has been undertaken.   
Identification of service types is consistent with broader use – for example, definition of 
allied health professions. 

 

Techniques for service mapping, triangulation and prioritisation are fit for purpose.   
The results of the needs assessment have been communicated to participants and key 
stakeholders throughout the process, and there is a process for seeking confirmation or 
registering and acknowledging dissenting views. 

 

There are mechanisms for evaluation (for example, methodology, governance, replicability, 
experience of participants, and approach to prioritisation). 

 

 
 

 


